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Objectives: Care for older adults with cancer became more challenging during the COVID-19 pandemic. We
sought to examine cancer care providers' attitudes toward the barriers and facilitators related to the care for
these patients during the pandemic.
Materials and Methods: Members of the Advocacy Committee of the Cancer and Aging Research Group, along
with the Association of Community Cancer Centers, developed the survey distributed to multidisciplinary
healthcare providers responsible for the direct care of patients with cancer. Participants were recruited by
email sent through four professional organizations' listservs, email blasts, and messages through social media.
Results: Complete datawas available from274 respondents. Only 15.4% had access towritten guidelines that spe-
cifically address the management of older adults with cancer during the COVID-19 pandemic. Age was ranked
fifth as the reason for postponing treatment following comorbid conditions, cancer stage, frailty, and perfor-
mance status. Barriers to the transition to telehealth were found at the patient-, healthcare worker-, and
institutional-levels. Providers reported increased barriers in accessing basic needs among older adults with can-
cer. Most respondents agreed (86.3%) that decision making about Do Not Resuscitate orders should be the result
of discussion with the patient and the healthcare proxy in all situations. The top five concerns reported were re-
lated to patient safety, treatment delays, healthcare worker mental health and burnout, and personal safety for
family and self.
Conclusion: These findings demand resources and support allocation for older adults with cancer and healthcare
providers during the COVID-19 pandemic.

© 2020 Elsevier Ltd. All rights reserved.
1. Introduction

Since December 2019, the world has been confronting 2019 Novel
Coronavirus disease (COVID-19), categorized as a pandemic on March
11, 2020, when over 118,000 cases were diagnosed across the globe
[1]. As of May 1, 2020, the day this study's data collection ended,
the number of confirmed cases had increased to 3,127,126 with
233,388 deaths [2]. COVID-19 has an exceptionally large impact on
older adults (age ≥ 65) [3–7], people with multiple comorbidities
[3–5,8,9], and those with cancer [7,10–13]. The management of older
3, P. O. Box 210108, Cincinnati,

BrintzenhofeSzoc).
adults with cancer across the disease trajectory has significant chal-
lenges (i.e., comorbidity, frailty, polypharmacy) to which COVID-19 is
now added [13–17]. Recent research has found that older adults with
cancer present with increased symptom severity and are more likely
to die than younger adults when diagnosed with COVID-19 [6,11,17].

Providing excellent oncologic care to older adults with cancer is
challenging primarily due to the lack of evidence-based treatment op-
tions [18–20], or guidelines for treating specific cancers in older adults
[21–23]. This challenge has been intensified during the COVID-19 pan-
demic, and there has been a call for cancer-specific COVID-19 guideline
development and uniform implementation [24,25]. The delay and
cancellation of elective treatments, strict policies limiting visiting for
in-patients, and transfer of follow-up care to telehealth rather than
in-person visits have all led to concerns on the part of patients and
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Table 1
Demographic information of survey respondents (n = 274).

Variable %

Profession
Medical Doctor and Advanced Practice Providers a 28.3
Social Worker 43.0
Administrator/Program Leader 8.1
Navigator 5.1
Multiple 6.3
Other b 9.2

Percentage of patients with cancer older than age 65
<10% 0.7
10–25% 4.4
25–50% 26.4
50–75% 57.1
>75% 11.4

Years providing care to patients with cancer
1–4 20.5
5–10 24.2
11–20 28.9
20+ 26.4

Country of care – USA 92.0
Classification of cancer program
Academic/NCI comprehensive cancer center 36.4
Community cancer program 29.0
Hospital 17.3
Integrated network cancer program 7.0
Physician-owned oncology practice 4.0
Physician practice 0.4
Other 5.9

Location of cancer program/institution
Urban/city 53.1
Suburban 29.5
Rural 17.3

a Oncologists, geriatricians, or advanced practice providers. Oncologists included med-
ical, surgical, radiation, gynecologic, and geriatric specialties.

b Includes oncology nurses (12), dieticians (3), pharmacists (2), case managers (2),
medical assistants (2), pulmonologist (1), radiation therapist (1), and a research nurse (1).
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providers [13–16]. Health care providers have had to acknowledge cru-
cial unknowns of how these changesmay affect the clinical outcomes of
older adults with cancer [26].

Our aim was to learn about the experiences, including innovative
practices, concerns, and care-delivery barriers, which oncology
healthcare providers, both medical decision-makers and psychosocial
care providers, are experiencing and/or are observing among older
adults with cancer during the COVID-19 crisis. The specific objectives
were to learn, in the context of COVID-19, about: 1) the provision of
and concerns about cancer care for older adults; 2) decision making re-
garding cancer treatment and Do Not Resuscitate (DNR) orders; and
3) barriers and facilitators related to the care of older adultswith cancer,
particularly regarding telehealth.

2. Materials and Methods

Members of the Advocacy Committee of the Cancer and Aging Re-
search Group (CARG), along with the Association of Community Cancer
Centers (ACCC), developed a Qualtrics survey for multidisciplinary team
members responsible for the direct care of peoplewith cancer. For this ar-
ticle, 17 of the 20 survey items regarding the care for older adults with
cancer during the COVID-19 pandemic are addressed. The three addi-
tional questions are qualitative, and that manuscript is currently under
peer review. Six questions on a 5-point Likert scale (strongly agree to
strongly disagree) were scenarios focused on Do Not Resuscitate (DNR)
orders among older adults with cancer and COVID-19. One question
regarded potential age cutoffs for automatic DNR orders. Five questions
focused on the factors associated with the prioritization or rescheduling
of cancer treatments, receipt of guidance for decision-making, and the ex-
istence or lack of written guidelines regarding the management of older
adults with cancer during the COVID-19 pandemic. Other questions ad-
dressed barriers associated with the use of telehealth and increased bar-
riers observed among older people with cancer. Information about
participants' professional history was also collected (Appendix 1).

The three inclusion criteria were 1) providing care for people with
cancer, 2) participating in the study voluntarily, and 3) understanding
that the results may be reported in multiple publications. Participants
were recruited by email sent through four cancer focused professional
organizations' listservs and email blasts (ACCC, CARG, Association of
Oncology Social Work, and Social Work Hospice & Palliative Care Net-
work) as well as social media messages (e.g., Twitter, Facebook), with
a request to forward the survey to other cancer care professionals.
Each organization had a unique survey link to enable quantifying re-
sponses by group. We were interested in the experiences of all cancer
care providers, including medical and psychosocial, to ensure a full pic-
ture of the care of older adults with cancer. The survey was available
from April 8, 2020 until May 1, 2020. The median time to complete
was 11 min. The study was determined not to be human research by
the University of Cincinnati Institutional Review Board as no identifying
information was included in the data used for analysis. The data were
analyzed using descriptive statistics (frequencies, percentages). All
quantitative analyses were conducted using SPSS 23.

3. Results

3.1. Participant Characteristics

Four hundred ninety-five potential respondents started the survey;
274 (55.4%) met the required inclusion criteria and completed the
survey. Most respondents were either social workers (43%) or medical
doctors/advanced practice providers (28.3%) (Table 1). The majority
(68.5%) reported that more than half of their patients are over the
age of 65. The length of professional experience (post-training years)
the respondents have provided care to people with cancer was fairly
evenly distributed between one to more than 20 years (ranged from a
low of 1 to 4 years (20.5%) to a high of 11 to 20 years (28.9%). The
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vast majority (92%) of respondents were based in the U.S., and the
majority were practicing in urban areas (53.1%). Over 36% reported
working in an academic/National Cancer Institute (NCI)-Designated
Comprehensive Cancer Center, while 29% practiced in a community
cancer program (Table 1).

3.2. Decision-Making

Participants were asked to identify their level of agreement with six
scenarios regarding DNR orders for people with cancer who are COVID-
19 positive. Most respondents strongly or somewhat disagreed that all
patients with metastatic disease above a certain age should automati-
cally be made DNR (73.6%) or that all patients with metastatic disease
should automatically bemadeDNRorder (73.6%). A largemajority of re-
spondents (82.7%) strongly or somewhat agreed that the decision re-
garding a DNR order should be the result of shared decision-making
with the patient and/or the healthcare proxy when time and resources
permit, with more supporting a shared-decision making conversation
in every scenario (86.3%) (Fig. 1).

Only 15.4% of respondents reported they had access to written
guidelines that specifically address the management of older adults
with cancer during the COVID-19 crisis. In comparison, 54.9% said that
there were nowritten guidelines provided to them, and 29.7%were un-
sure if such guidelines were available.

Participants were asked to indicate how strongly they were consid-
ering postponing or rescheduling treatments by age group.While 17.5%
of respondents were strongly considering/considering postponing or
rescheduling treatment for younger patients (age 30 and below),
46.2% were strongly considering/considering postponing or reschedu-
ling treatment for patients aged >85. (Fig. 2). The top five reasons con-
sidered for postponement or rescheduling cancer treatment were



Fig. 1. Scenarios for automatic DNR.
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comorbid conditions (71.9%), cancer stage (70.4%), frailty (69.7%), per-
formance status (57.7%), and age (49.3%) (Fig. 3).

Themost common sources for support or guidance for decisionmak-
ing during the COVID-19 pandemic were other oncologists (60.6%),
medical directors (55.5%), and health system/institutional administra-
tion (54.4%) (Table 2).

When asked to select from four barriers one or more for which they
had seen an increase for older adult patients since the pandemic began,
respondents most often cited transportation (70.8%), followed by care-
giver availability (63.9%), access to food (32.1%), and access to prescrip-
tions (23.4%). (Fig. 4)

When participants were asked to rank their top five concerns out of
eleven options, patient safety was in the top five themost often (83.9%)
followed by treatment delays (64.6%), healthcare worker mental health
and burnout (56.6%), personal protective equipment safety (55.5%),
respondent's family safety (53.6%), personal safety (51.1%), and patient
mental health (49.3%) (Fig. 5).
Fig. 2. Considering postponing or resched
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3.3. Barriers to the Use of Telehealth

The two most common reported barriers to the use of telehealth
were patient access [e.g., no smartphones or high-speed internet
(91.2%) and patients having technology challenges (90.5%)]. Addition-
ally, 44.2% reported the patient's perception of using telehealth, such
as older adults having a strong preference for face-to-face care. The
final patient-related barrier was a concern for patient safety, where
the prescribed treatment regimen is not appropriate for telehealth
(31%). Other barriers included infrastructure issues within the institu-
tion or program (29.2%), healthcare workers having technology chal-
lenges (27.7%), and issues with the healthcare workers' home-work
environment (16.8%). Last was uncertainty regarding reimbursement
(12.4%) and healthcare worker preferences (11.3%) (See Fig. 6).

Other patient conditions identified as causing barriers to telehealth
utilization included being hard of hearing, having impaired cognitive
status, being hospitalized or in a nursing home, and difficulty in having
uling treatment by patient age group.



Fig. 3. Considerations in making decisions about postponing or rescheduling treatment during pandemics.
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a caregiver or familymember present for the visit. Health Insurance Por-
tability and Accountability Act (HIPAA) security issueswerementioned,
as was the inability to connect with a patient virtually the same as in a
face-to-face appointment. Final comments focused on the difficulty
older adults may have in adapting to the change to telehealth.

4. Discussion

Medical care, as we know it, has been transformed because of the
COVID-19 pandemic. The impact on vulnerable patient populations,
such as older adults with cancer, has been notable. In this study, the re-
search team sought to identify barriers and facilitators to care for older
adults with cancer during the first few months of this pandemic with
the goal of improved support for patients and providers moving forward.

Most survey respondents did not agree with any automatic DNR
status policies and strongly believed that DNR status should be a shared
decision with patients in every scenario. Given the current resource-
limited climate, coupled with visitor restrictions, shared decisions
about DNR status at the bedside may be more challenging than before.
As a result, it is crucial to have DNR and other advanced care planning
discussions and documentation prior to urgent medical needs [27].
Despite modified palliative response plans and faced with limited re-
sources, decisions, and rationale regarding DNRmust be communicated
clearly and in a timely fashion with the patient, if possible, and with the
family [28]. It is imperative that care teams work together to deliver
Table 2
Providing support and guidance.

Source of support and guidance n %

Other oncologists 166 60.6
Medical Director 152 55.5
Health System/Institutional Administration 149 54.4
Department/Division Chair 132 48.2
Other oncology health care providers 100 36.5
Ethics Committee 37 13.5
Other a 30 10.9

a Includes national organizations such as ACOG, ACRO, ASCO, ASTRO, COA, NCCN.
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ethical palliative and end of life care in light of the current obstacles
being faced during the COVID19 pandemic [29].

Respondents' degree of consideration for postponing or resched-
uling treatment increased as age increased. These responses could be
due to insufficient data related to toxicity versus the benefit of cancer
treatments in older adults, even in the clinical trial setting [18]. This
could also be due to a more restrictive approach, i.e., excluding older
adults from treatment during the COVID-19 crisis as in the French au-
thorities' guidelines [30–32]. Unfortunately, these may be related to
an ageist approach that older adults with cancer should not receive
equal treatment [17,33,34]. One other possibility is the notion that
older adults are more likely to have comorbid conditions or be frail
and, hence, at higher risk for cancer treatment toxicity during the
COVID-19 crisis.When respondentswere asked to list factors associated
with their decision making, comorbid conditions, frailty, and perfor-
mance status were among the top four concerns. This result corre-
sponds with the burgeoning evidence that suggests that older age and
higher comorbidity are associated with more severe COVID-19 symp-
toms and negative outcomes [11,14,25,26,35,36].

In this study, agewas thefifthmost common factor considered in the
postponement and rescheduling of cancer treatment. This may be be-
cause over 68% of the study sample regularly provided care for older
adults with cancer and the likelihood that they were trained to ac-
knowledge the heterogeneity of older adults and consider elements of
geriatric assessments (frailty, performance status) as well as cancer
stage in their care [37]. It is also important to note that respondents to
our survey were members of various groups, one being the Cancer
and Aging Research Group, who may have more exposure to concepts
of frailty in older adults with cancer. Researchers have shown the dis-
parities in cancer care and survival related to age as well as other factors
such as race, ethnicity, and socioeconomic status [38–42]. Future re-
search should examine how these factors inform how institutions, pro-
viders, and older patients should consider postponing and rescheduling
cancer treatments during the current pandemic aswell as future COVID-
19 waves and future health crises in general, especially when there is
lack of expertise in the care for older adults with cancer. Such studies
are crucial. Only 15% of our respondents were aware of institutionally
or nationally written guidelines on how to care for older adults with



Fig. 4. Barriers increased among older adults with cancer.
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cancer during COVID-19. Instead, they had to rely on their peers, medi-
cal directors, and institutional administration for guidance.

This unprecedented situation can put caregivers in a challenging posi-
tion regarding the balance between treating patients appropriately
Fig. 5. Top ranked concerns fo
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(i.e., not undertreating) and maintaining safety for patients who are in a
high-risk group. This has been made analogous to the classic Scylla and
Charybdis by Dr. Mark Lewis [43] and is an apt analogy; how do we navi-
gate this journey with our patients amidst competing risks? CARG has
r older adults with cancer.



Fig. 6. Barriers to using telehealth with older adults with cancer.
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published a perspective piece with guidelines on how to best approach
older patients based on functional status and goals of care conversations.
Treatment approaches will necessarily be based on best practices at indi-
vidual centers and shared decision making between patients/caregivers
and the treatment team [44].

4.1. Barriers for Older Adults

Healthcare providers believe that older adults with cancer are
experiencing significant increases in barriers such as transportation, care-
giver availability, and access to food and prescriptions during the COVID-
19 pandemic. Withdrawal of the formal and informal functional supports
on which many vulnerable older adults rely can negatively impact their
current cancer prognosis as well as physical and mental health. The stress
associated with getting basic and clinical needs fulfilled while attempting
to be safe as a member of an at-risk population is daunting. It is essential
to be mindful of the challenge that physical distancing is creating for vul-
nerable older adults and to address these challenges head-on [16]. One
wayof addressing theneeds of older adults, inparticular thosewith cancer,
has been through technology. However, as evidenced by this study and
others [44–46], there aremajor barriers (e.g., sensory impairments, access,
financial, infrastructure) to technology and telemedicine. Clinicians should
be aware of these difficulties and consider simple, common-sense inter-
ventions that are beneficial to bothparties, appropriately based onmedical
need and avoiding unnecessary exposure to the virus, while continuing
therapeutic relationships and cancer management [45].

One option to consider when evaluating patient appropriateness for
an in-person visit is to transition from intravenous chemotherapy to
oral chemotherapy.While this survey did not address providers' prefer-
ences as such, several societies have advocated for this change when
possible [47]. Important factors to remember in the older patient
population are: adherence to medication, increasing risk of medication
interactions with polypharmacy, and changes in bioavailability in the
older patient [48]. Again, this discussion must be based on shared deci-
sion making and risk/benefit analysis.

5. Limitations

Thefirst limitationwas that several of the survey items asked explicitly
about older adults. Therefore, even those respondentswhodidnot primar-
ily care for older adults were asked to think specifically about this age
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group. This limitation may skew the findings to the experiences related
to older adults with cancer, away from experiences related to the overall
population of people with cancer. A second limitation is the uneven distri-
bution of healthcare providers. The largest professional group to respond
was oncology social workers, followed by MDs and APPs. This potentially
alters the findings to a psychosocial lens rather than a lens of those who
make the decisions about treatments. The third limitation is that most of
the respondents work in urban areas, again, possibly skewing the findings
to the urban experience and away from suburban and rural settings. Fi-
nally, the respondents self-selected to complete the survey, so thefindings
are not generalizable beyond this sample.

6. Conclusion

This study examined the experiences, including innovative practices,
concerns, and barriers that oncology healthcare providers are having and/
or observing among older adults with cancer during the COVID-19 crisis.
Results indicated that providers received little written guidance regarding
caring for older adultswith cancer. Providers also felt strongly against auto-
matic DNR and that it should always be a shared decision. Comorbiditywas
the leading factor when considering rescheduling/postponing treatment.
More research is needed to understand the impact COVID-19 has on the
care delivery to older adults with cancer. In addition, these results demand
resource and support allocation not only for older adults with cancer but
also for healthcare providers during the COVID-19 pandemic.
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Appendix 1: Study Survey Items
Care for Older Adults with Cancer during COVID-19 Pandemic
Please mark each box below, as appropriate, to signify that you meet the following participation criteria:
□ I provide care for patients with cancer.
□ I am participating in this survey of my own choice.
□ I understand that the summarized data results may be used for one or more manuscripts that will be submitted for publication.
Q1 In what country do you provide cancer care?
○ USA
○ Other (please specify) ________________________________________________

Q2 Approximately what percentage of your patients with cancer are older than age 65?
○ < 10%
○ 11–25%
○ 26–50%
○ 51–75%
○ >75%

Q3 Please drag and drop the items below to rank your top 5 concerns related to COVID-19. (In order- your top concern should be #1.)
Top 5 Concerns Related to COVID-19
Personal Protective Equipment Supply
Personal Safety
Family of Patient's Safety
Your Family's Safety
Patient Safety
Patient Mental Health
Healthcare Worker Mental Health or Burnout
Treatment Delays
Patient Mortality Rate Increasing
Clinical Trial Accrual
Research Delays or Disruptions
Q4 With regard to your provision of care during the COVID-19 pandemic, which group of patients with cancer are you inclined to prioritize
treatment for?
○ Younger patients more than older patients
○ Older patients more than younger patients
○ Both groups are equally prioritized

Q5 Indicate which patients you intend to postpone or reschedule treatment for due to COVID related concerns:
Not considering
 Somewhat considering
 Considering
 Strongly Considering
atients Age < 30
 ○
 ○
 ○
 ○

atients Age 31–55
 ○
 ○
 ○
 ○

atients Age 56–65
 ○
 ○
 ○
 ○

atients Age 66–75
 ○
 ○
 ○
 ○

atients Age 76–85
 ○
 ○
 ○
 ○

atients Age > 85
 ○
 ○
 ○
 ○
P
Q6When consideringwhether to postpone/reschedule cancer treatment during the COVID-19 pandemic, do you take into account: (select all
that apply)
□ Age
□ Cancer stage
□ Comorbid conditions
□ Frailty
□ Life expectancy
□ Performance status
□ Psychosocial status
□ Employment status
□ Insurance status
□ Family member/caregiver access
□ Transportation access
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□ Other: ________________________________________________

Q7Within your program,who/which entity is providing support or guidance in decision-making regarding treatingpatientswith cancer dur-
ing the COVID-19 pandemic? (Select all that apply.)
□ Health System/Institution Administration
□ Medical Director
□ Department/Division Chai
□ Ethics Committee
□ Other hematologists and/or medical oncologists
□ Other oncology health care providers
□ Pharma/drug companies
□ No guidance has been provided
□ Other ________________________________________________

Q8 Does your program have specific written guidelines regarding the management of older adults with cancer during the COVID-19 crisis?
○ Yes
○ No
○ Not sure

Q9When it comes to Do Not Resuscitate (DNR) orders in the setting of a cancer diagnosis and a positive COVID-19 diagnosis with symptoms
(e.g. cough, fever, shortness of breath), regardless of your responsibility for making such decisions, please indicate your level of agreement
with the following statements:
A
A

A
A

D

D
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Strongly
agree
Somewhat
agree
Neither agree nor
disagree
Somewhat
disagree
Strongly
disagree
ll patients with metastatic disease should automatically be made DNR.
 ○
 ○
 ○
 ○
 ○

ll patients with metastatic disease with estimated life expectancy of < 6 months should
automatically be made DNR.
○
 ○
 ○
 ○
 ○
ll patients with metastatic disease above a certain age cutoff should automatically be made DNR.
 ○
 ○
 ○
 ○
 ○

ll patients with metastatic disease, with other underlying comorbid diseases, should
automatically be made DNR.
○
 ○
 ○
 ○
 ○
NR status should be determined as a result of shared decision-making with the patient or
healthcare proxy when time and resources permit.
○
 ○
 ○
 ○
 ○
NR status should be determined as a result of shared decision making with the patient or
healthcare proxy in every scenario.
○
 ○
 ○
 ○
 ○
Q10 In the case of an overwhelmed health care system, what is the age cutoff where automatic DNR should occur?
○ 55
○ 65
○ 75
○ 85
○ It should not occur
○ Not sure
○ Other ________________________________________________

Q11 Due to COVID-19, health care providers have rapidly expanded the use of telehealth. Please select which of the following are barriers to
using telehealth with your older adult patients (age 65+) during this time: (select all that apply)
□ Program/institution's infrastructure
□ Healthcare worker home-work environment/infrastructure
□ Uncertainty regarding reimbursement
□ Patient access (e.g., no smart phone or high-speed internet access)
□ Patient is not tech-savvy
□ Patient perception issues (e.g., strong preference for face-to-face care)
□ Healthcare worker technology challenges
□ Healthcare worker preference/policy
□ Patient safety (treatment regimen not appropriate for telehealth)
□ No barriers to telehealth
□ Other________________________________________________

Q12 Since the COVID-19 pandemic began, I have seen increased barriers for my older adult patients as it relates to: (select all that apply)
□ Access to food
□ Caregiver availability
□ Access to prescriptions
□ Transportation
□ None of the above
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DEMOGRAPHICS

Q13 Howmany years have you have been providing care to patients with cancer (not including your “training years”)?
○ 1 to 4 years
○ 5 to 10 years
○ 11 to 20 years
○ Over 20 years

Q14 Indicate your profession/specialties: (select all that apply)
□ Medical Oncologist/Hematologist
□ Surgeon/Surgical Oncologist
□ Internist/Hospitalist
□ Geriatrician
□ Palliative Care
□ Gynecologic Oncologist
□ Radiation Oncologist
□ Advanced Practice Provider (NP, CNS, PA)
□ Oncology Nurse
□ Oncology Nurse Navigator
□ Social Worker
□ Patient Navigator (not Nurse or Social Worker)
□ Psychologist
□ Financial Counselor
□ Pharmacist
□ Administrator/Program Leadership
□ Other (please specify)________________________________________________

Q15 Indicate the classification of your cancer program: (select one)
○ Academic/NCI Comprehensive Cancer Program
○ Community Cancer Program
○ Hospital
○ Integrated Network Cancer Program
○ Physician-owned oncology practice
○ Physician practice (other)
○ Other (please specify) ________________________________________________

Q16 In what type of setting is your cancer program/institution located?
○ Urban/City
○ Suburban
○ Rural

Q17 Please list up to 5 clinical barriers caused by COVID-19 as they relate to caring for older adults with cancer.

Q18What are the top 3 questions regarding COVID-19 being asked of you/your colleagues by older adult patients with cancer?

Q19 Is there anything else you would like to share with us about your experience as a member of the cancer care team during the COVID-19
pandemic?

Q20 Please provide your contact information (all responseswill be de-identified before sharingmore broadly). This is optional; however, we ap-
preciate your response so that we may better understand who participated in this survey.
○ First Name________________________________________________
○ Last Name ________________________________________________
○ Credentials (e.g., MD, RN, PharmD, MSW, NP, PA) _______________________
○ Role/Title ________________________________________________
○ Email Address ________________________________________________
○ Cancer Program/Institution Name (no abbreviations) _________________________
○ Cancer Program City, State (if USA)_________________________________
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