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Abstract

Background: Health care services across the globe are undergoing a major transfor-

mation to combat the coronavirus disease 2019 (COVID-19) pandemic. Regardless of

the strength of health care infrastructure across different economies, all countries

are diverting their resources toward care for COVID-19 patients.

Aim: The aim of this survey was to evaluate the pattern of care of gynaecologic can-

cers in a developing country during the COVID-19 pandemic.

Methods: An anonymous survey consisting of 20 questions intended for the

gynaecologic cancer care providers with emphasis on their current practice and

approach to their patients was distributed online via social media from April 30 to

May 31, 2020. Basic descriptive statistics were applied.

Results: Among a total of 61 respondents, 63.9% were gynaecologic oncologists, 18.0%

were radiation oncologists and 18.0% were medical oncologists. Majority, that is, 95.1%

health care professionals felt that COVID-19 pandemic has had a significant change on

their practice pattern and 56.2% practitioners had stopped registering new cases of can-

cer. In 75.4% centers surgery was being done for gynaecologic cancer cases and among

them 60.8% were doing surgery only for cases requiring immediate intervention. Among

the centers providing chemotherapy, 39.1% had switched to oral drugs. Among the cen-

ters providing radiation, 40.9% were providing radiation to cases based on their type and

urgency and 9.0% had implemented hypofractionation. In early stage low risk cases,

majority, that is, 34.0% centers were managing as before. In early stage high-risk cases,

32.6% centers were managing as before. In advanced stage endometrial cancer cases,

28.8% had postponed any treatment and 28.8% administered chemotherapy. In early

stage, epithelial ovarian cancer 65.9% centers were performing complete staging of the

disease. In advanced stage epithelial ovarian cancer, 65.9% centers preferred biopsy

followed by neoadjuvant chemotherapy and 11.3% centers performed primary debulking

surgery. In cases of interval debulking surgery, 73.3% centers deferred surgery till all six

cycles of chemotherapy was completed. In cases of recurrent ovarian cancer amenable

for secondary debulking surgery, 38.6% preferred chemotherapy. In early stage cervical

cancer, surgical treatment was provided in 46.5% centers. In locally advanced cervical
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cancer, chemoradiation was given in 65.9% centers. In cases of metastatic cervical can-

cer, 46.6% centers were performing palliative radiation.

Conclusion: COVID-19 has affected the treatment of gynecologic cancers patients

and health care professionals are trying to mitigate the damage by incorporating new

elements which are suited to the current scenario.
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1 | INTRODUCTION

Coronavirus disease 2019 or COVID-19 caused by severe acute respi-

ratory syndrome coronavirus 2 (SARS-CoV-2) has emerged as a pan-

demic affecting more than 200 countries and territories around the

globe. It has impacted all areas of daily life including medical care. The

WHO has defined priority areas for all countries which include

protecting health workers, engaging communities to protect those at

highest risk of severe disease and supporting vulnerable countries in

containing infection.1 Across the world, health care systems are com-

ing up with new proposals and guidelines to tackle the disease.2 In a

developing economy such as India, lack of adequate health infrastruc-

ture (limited hospital capacity and ICUs, inadequate supplies of per-

sonal protective equipment) compounded by fear among patients and

health care workers has severely compromised the patient care.

Cancer care has suffered this set back particularly as majority of

health care has been diverted to COVID-19 care and cancer centers

have scaled back their services after studies from China showing sig-

nificantly worse outcomes of COVID-19 among cancer patients.

Patients with cancer are struggling to receive treatment. Even in

patients having curable cancer and without any comorbidities, who

will derive therapeutic benefit form timely care, treatment is being

postponed considering the risk of contracting COVID-19 may out-

weigh the benefits of cancer treatment. Several medical societies have

come up with guidelines for oncology care providers during pan-

demic.3-5 However, resources addressing the quality of current prac-

tice remain scarce. Amidst all these dilemmas we thought of

implementing a survey to see the pattern of cancer care among

gynaecologic cancer cases in India.

2 | METHODS

We constructed a survey consisting of 20 questions intended for the

gynaecologic cancer care providers with emphasis on their current prac-

tice and approach to their patients. Freely available online survey tool

(www.surveymonkey.com) was used to create the survey. The survey

was structured to capture general anonymous data of respondents. It

was up to the respondents to choose whether or not to answer any

question in the survey, thus each question was not necessarily

answered by all respondents. The percentages were counted from

those who answered a certain question and not from the entire cohort

(the denominator was the number of respondents to each single ques-

tion). Moreover, some questions allowed multiple options to be

selected. Questions were directed to the most common gynaecologic

cancers, that is, carcinoma endometrium, carcinoma ovary and carci-

noma cervix and the results are presented here. On April 30, after creat-

ing a social media link the survey was sent to gynaecologic oncologists,

medical oncologists and radiation oncologists across all hospitals cat-

ering to cancer patients in different states through email, Twitter,

Facebook andWhatsapp and the survey was closed on May 31, 2020.

2.1 | Statistical analysis

Data were analyzed using inbuilt software in the survey tool.

Descriptive statistics in terms of frequency and percentage were used

to analyze the results of this study.

3 | RESULTS

3.1 | Characteristics of respondents

There were a total of 61 respondents. All of them were health

professionals involved in managing gynaecologic cancer cases in different

centers across the country. Majority of them, 39 (63.9%) were surgeons

and remaining 11 (18.0%) were radiation oncologists and 11 (18.0%) were

medical oncologists. Fourty five (73.7%) were working in government

hospitals and 16 (26.2%) in private hospitals. At the time of survey

20 (32.7%) respondents said that their hospital was free from COVID-19

cases. Twenty three (37.7%) hospitals were admitting patients of

COVID-19 and rest 18 (29.5%) hospitals were following a different

pathways of care for COVID free and COVID-19 patients. Ten cancer

providers had managed COVID-19 case at the time of survey.

3.2 | Major changes in gynaecologic cancer care

Fifty eight (95.1%) health care professionals felt that COVID-19

pandemic has had a significant change on their practice pattern

whereas three (4.9%) respondent faced no changes in their current

practice. Twenty seven (56.2%) practitioners had stopped registering

new cases of cancer while 21 (43.7%) were still registering new cases.
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3.3 | Changes in surgery, chemotherapy, and
radiation protocols

In 46 (75.4%) centers, surgery was being done for gynaecologic cancer

cases. Among them 28 (60.8%) hospitals were doing surgery only for

cases requiring immediate intervention and rest 18 (39.2%) centers

were triaging cases based on the type of malignancy and urgency of

surgical management. Several changes in chemotherapy protocol were

made in different hospitals. Among the 46 centers providing chemo-

therapy, 20 (43.8%) hospitals were not registering any new patient for

chemotherapy, 9 (19.5%) were administering chemotherapy based on

acquity of cases, 8 (17.3%) were using granulocyte colony stimulating

factors (G-CSF) more often, 18 (39.1%) had switched to oral drugs to

minimize hospital visits, 4 (8.7%) had kept all treatment on hold,

5 (10.8%) were giving chemotherapy only in symptomatic cases and

10 (21.7%) centers did not implement any changes in their protocol.

Among the 44 centers providing radiation, 18 (40.9%) were providing

radiation to cases based on their type and urgency, 17 (38.6%) were

not registering new cases, 10 (22.3%) were functioning as before, four

(9.0%) had implemented hypofractionation to reduce the number of

hospital visits and three (6.8%) were only providing palliative radia-

tion. Changes in chemotherapy and radiation protocols are depicted

in Figure 1

3.4 | Changes in treatment protocol among
different cancer types:

3.4.1 | Carcinoma endometrium

In early stage low risk cases, majority, that is, 16 (34.0%) centers were

managing as before, 14 (29.7%) were doing only hysterectomy with or

without salpingo-oophorectomy, 14 (29.7%) postponed treatment and

three (6.3%) centers switched to hormonal treatment. In early stage

high risk cases, 15 (32.6%) centers were managing as before,

13 (28.2%) were only performing hysterectomy with or without

salpingo-oophorectomy, 10 (21.7%) postponed the treatment,

4 (8.7%) were giving chemotherapy, 2 (4.3%) switched to hormonal

treatment, 1 (2.1%) center was doing minimally invasive surgery in

uterine confined disease and 1 (2.1%) center was administering radia-

tion as treatment modality. In advanced stage endometrial cancer

cases, 10 (22.2%) were performing surgical debulking, 13 (28.8%) had

postponed any treatment, 13 (28.8%) administered chemotherapy,

5 (11.1%) gave hormonal treatment, 3 (6.6%) gave radiation and 1 cen-

ter (2.2%) performed only hysterectomy with or without salpingo-

oophorectomy. Figure 2 depicts the above findings.

3.4.2 | Carcinoma endometrium

In early stage low risk cases, majority, that is, 16 (34.0%) centers

were managing as before, 14 (29.7%) were doing only hysterectomy

with or without salpingo-oophorectomy, 14 (29.7%) postponed treat-

ment and three (6.3%) centers switched to hormonal treatment. In

early stage high risk cases, 15 (32.6%) centers were managing as

before, 13 (28.2%) were only performing hysterectomy with or with-

out salpingo-oophorectomy, 10 (21.7%) postponed the treatment,

4 (8.7%) were giving chemotherapy, 2 (4.3%) switched to hormonal

treatment, 1 (2.1%) center was doing minimally invasive surgery in

uterine confined disease and 1 (2.1%) center was administering radia-

tion as treatment modality. In advanced stage endometrial cancer

cases, 10 (22.2%) were performing surgical debulking, 13 (28.8%) had

postponed any treatment, 13 (28.8%) administered chemotherapy,

5 (11.1%) gave hormonal treatment, 3 (6.6%) gave radiation and

1 center (2.2%) performed only hysterectomy with or without

salpingo-oophorectomy. Figure 2 depicts the above findings.

F IGURE 1 Changes in chemotherapy and radiation protocol for all gynaecologic cancer types
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3.4.3 | Carcinoma cervix

In early stage cervical cancer, treatment provided was radical hysterec-

tomy and node evaluation in 20 (46.5%) centers, 12 (27.9%) postponed

treatment and 11 (25.5%) performed radiation as primary treatment

modality. In locally advanced cervical cancer, chemoradiation was given

in 29 (65.9%) centers, 7 (15.9%) centers postponed treatment, 7 (15.9%)

gave only therapeutic radiation and 1 (2.2%) center gave only palliative

radiation. In cases of metastatic cervical cancer, 21 (46.6%) centers were

performing palliative radiation, 13 (28.8%) only did symptom palliation,

7 (15.5%) postponed the treatment and 4 (8.8%) made no changes in the

treatment protocol. Figure 4 depicts the above findings.

3.5 | Changes in follow up care of patients

Fourty-eight centers were doing follow up of their patients. Among

them 20 (41.6%) switched to telemedicine, 13 (27.8%) were doing

triage by phone call, 10 (20.8%) were only catering to symptomatic or

suspected relapse cases and remaining 5 (10.4%) were following up as

before.

4 | DISCUSSION

Results of this survey depicts that COVID-19 has modified the

pattern of care of patients with gynaecologic cancer. A total of

95.1% respondents felt that COVID-19 pandemic has had a signifi-

cant change on their practice pattern. Nonetheless, management

of COVID-19 was quite heterogeneous. Of note, 56.2% practi-

tioners had stopped registering new cases of cancer altogether

raising questions regarding the preparedness in facing such a pan-

demic but other factors like availability/shortage of resources

might have contributed. According to published data from Chinese

hospitals, patients with cancer have a higher risk of COVID-19 and

outcomes are less favorable.6,7 This might have been the major

F IGURE 2 Pattern of care in endometrial carcinoma, A, early stage low risk, B, early stage high risk, and C, advanced stage
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reason of postponing the treatment. Several authors have rec-

ommended delaying surgical procedures as surgery might increase

the risk of developing covid-19 infection.8 Bogani et al conducted

a retrospective study including all consecutive patients affected by

gynecological cancer who developed COVID-19 in an academic

setting in Milan, Italy between February and March 2020. Of

355 patients with gynaecologic cancer, newly diagnosed or recur-

rent, 19 (5.3%) developed COVID-19. All patients were asymptom-

atic at the time of COVID-19 detection. Six patients were

diagnosed before starting planned treatments; while the remaining

13 were diagnosed for COVID-19 after they started their treat-

ment. In the first group of six patients, one patient died due to

COVID-19, 3 days after the diagnosis. The latter group of

13 patients (treatments started) included five patients who under-

went surgery and eight patients who underwent chemotherapy. Of

the five patients who were diagnosed after surgery, they observed

that two patients died during postoperative course, while in other

two cases prolonged hospitalization was needed. They concluded

that COVID-19 impacts the quality of treatments for cancer

patients.9 It is well established that abdominal surgical procedures

(especially if they are performed via open approach) per se, are

associated with a high risk of postoperative pulmonary

complications.10 Bogani et al in their review on gynaecologic

oncology in times of COVID-19 suggested that extensive surgical

procedures for which the admission of intensive care unit would

be necessary should be taken in consideration only in selected

cases, while unfit and elderly patients should receive the possible

less invasive procedures. A thorough consideration of patients'

performance score, disease characteristics as well as prognosis

should be taken into account.11

Fortunately, 32.7% and 29.5% respondents worked in COVID-19

free hospitals or in hospitals where different pathways of care for

COVID free and COVID-19 patients was being followed. Only 10 can-

cer providers had managed COVID-19 case at the time of survey

depicting the early phase of pandemic in the country. Globally, surgi-

cal practice (60.8% hospitals doing surgery only for cases requiring

immediate intervention), medical oncology (43.8% hospitals not regis-

tering any new patient for chemotherapy, 39.1% had switched to oral

drugs) and radiation oncology (40.9% providing radiation to cases

based on their type and urgency, and 38.6% not registering new

cases) were impacted by COVID-19.

Being a curable cancer, early stage low risk cases endometrial

cancer was being managed as before in majority, that is, 34.0% cen-

ters. Similar approach was seen in early stage high-risk cases, where

F IGURE 3 Pattern of care in carcinoma ovary, A, early stage, B, advanced stage, C, cases for interval debulking surgery (IDS), D, recurrent
cases amenable for secondary debulking
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32.6% centers were managing as before. In contrast to above, in

advanced stage endometrial cancer, majority were given chemother-

apy (28.8% each). Early stage epithelial ovarian cancer was also

treated with and intent of giving the maximum survival benefit to

the patients (65.9% centers were performing complete staging of

the disease). In advanced stage epithelial ovarian cancer, 65.9% cen-

ters preferred biopsy followed by neoadjuvant chemotherapy and

only 11.3% centers performed primary debulking surgery. Aim was

mainly to limit the surgical morbidity and decrease the time of stay

in hospital. With a similar intent, 73.3% centers deferred surgery till

all six cycles of chemotherapy was completed and secondary

debulking surgery was being performed only in 11.3% centers

despite its survival benefit. In a review on management of patients

ovarian cancer in COVID era, authors suggested that in the early

stage disease, surgery should be considered mandatory. In patients

with advanced stage disease at diagnosis, the use of primary cyto-

reductive surgery should be carefully considered. When extensive

surgical procedures are anticipated in this setting, surgery should

probably be avoided.12 In early stage cervical cancer, only 27.9%

had postponed treatment and 11 (25.5%) performed radiation as

primary treatment modality to avoid surgical morbidity. In locally

advanced cervical cancer, chemoradiation was given in 65.9% cen-

ters considering the risk benefit ratio of treating or not treating the

disease. In Metastatic cervical cancer, only palliative treatment was

considered in view of poor prognosis. Follow up of patients was

switched to teleconsultation in majority (41.6% centers). Indini et al

in their nationwide survey on reorganization of medical oncology

departments in Italy highlighted the importance of treatment tailor-

ing. They advocated the use of teleconsultation services and reduc-

ing the number of visits by means of customizing treatment

delivery.13

In the period of lock-down, social media became a reliable tool to

stay in contact with colleagues from around the world. With this sur-

vey, we tried to evaluate through social media the impact of the

COVID-19 pandemic on gynecologic cancer care in a developing

country. There are limitations of this survey. As COVID-19 pandemic

is a rapidly evolving situation and practices are changing rapidly,

response registered at the time of survey might change afterwards.

Across all centers, cancer-specific treatments are not standardized

(eg, use of neoadjuvant chemotherapy vs primary debulking surgery

F IGURE 4 Pattern of care in carcinoma cervix, A, early stage, B, locally advanced and, C, metastatic cases
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for advanced ovarian cancer, type of nodal staging in uterine cancers,

indication for primary surgery vs chemoradiation therapy for cervical

cancer). This could have affected the responses but it also depicts the

real world practice.

5 | CONCLUSION

COVID-19 pandemic has affected the way professionals manage

patients with cancer. Moreover, the common feeling of uncertainty

prevails. Rapid and difficult decisions are being made in response to

the pandemic which is straining already fragile health care system. Ele-

ments of cancer care are being redefined taking into account the risk

benefit ratio to patients as well as health care professionals. Never-

theless, as we can see from this survey that health care professionals

are trying to mitigate the damage by incorporating new elements

which are suited to the current scenario.
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