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On 30th January 2020, the World Health Organ-
isationdeclared the 2019 novel coronavirus disease
(COVID-19) outbreak, which is caused by the severe
acute respiratory syndrome coronavirus 2 (SARS-CoV-
2), a public health emergency of international concern. It
was declared a pandemic on 11th March, by then affecting
more than 100 countries with more than 100,000 people
being infected. COVID-19 was first identified in Wuhan, a
city in the Hubei Province of China at the end 0£ 2019, and
early reports from China describe epidemiological and
clinical characteristics of the disease [1,2]. Although un-
derstanding of the transmission risk is yet incomplete,
person-to-person spread of SARS-CoV-2 via respiratory
droplets, in combination with international traffic, ac-
counts for the fast disease spreading, with COVID-19
currently disrupting society worldwide.
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In many countries, at the moment, focus is, in
particular, on reducing and slowing down the spread of
the disease and treatment of increasing numbers of pa-
tients with COVID-19. Healthcare is severely affected by
the current impact of COVID-19, for example, non-
emergency (both clinical and outpatient) care receiving
less attention, as well as surgical treatments being
postponed. In China, as in Italy, it is seen that, due to
the rapid spread of the disease and many critically ill
patients who need medical care and intensive care sup-
port, in combination with limited resources, acute non-
COVID-19 medical care is compromised, including care
for patients with cancer.

Recently, the authors of the first report with focus on
COVID-19 and patients with cancer stated that in a
described cohort of laboratory-confirmed cases of
COVID-19, 18 of 1590 (1%) patients had a history of
cancer, and this incidence is higher than that in the overall
Chinese population (0.29%) [3]. Four of them had treat-
ment (chemotherapy or surgery) within the past month,
and 12 patients were cancer survivors in routine follow-
up. Treatment was unknown in 2 of 18 patients. These 18
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patients had a higher risk of severe events (i.e. necessity of
ventilatory support or death) than patients without can-
cer and after adjustment for confounding factors, and old
age was the only risk factor for severe events. In this small
group of patients, no differences were seen between
different types of cancer. The authors conclude that pa-
tients with cancer might have a higher chance to contract
COVID-19 infection and have a worse prognosis than
patients without cancer.

These conclusions should be interpreted with caution.
The higher percentage of patients with cancer with
COVID-19 (seen in 18/1590 patients) compared with the
overall population is insufficient to conclude, as they have
an increased risk for a COVID-19 infection. The studied
sample size is small, with heterogeneity in the group of
patients with cancer with different cancer types, treat-
ments, and moments of evaluation in the course of the
disease, so these 18 patients might not be representative
for all patients with cancer [4]. Most described patients
(12/18) were cancer survivors in routine follow-up,
without current immunosuppression and maybe even
cured from cancer, so the described relation between
COVID-19 and cancer is questionable. Furthermore,
older age in the group of patients with cancer, when
compared with patients without cancer, might partly have
attributed to increased susceptibility to COVID-19 and a
described higher risk for severe events.

Although patients with cancer may be immunocom-
promised because of the disease and/or cancer treat-
ment, it is unclear whether the success rate of COVID-
19 treatment is decreased because of this underlying
immunosuppression. Conversely, COVID-19 diagnosis,
not limited to critical illness and intensive care admis-
sion with ventilatory support, may delay cancer treat-
ment, contributing to tumour progression and decreased
outcome [5]. During this COVID-19 pandemic, the risk
for patients with cancer is discontinuation of their
routine medical care because of postponed hospital
visits, the inability to receive planned oncological
treatment and the necessary treatment in case of com-
plications of cancer treatment because of possible
limited staff and resources [5]. Moreover, clinical trials
are being delayed.

Medical and surgical oncologists are experienced in
caring for immunocompromised patients being treated
with cancer, those who are recovering from cancer
treatment and those who are in follow-up after treat-
ment. Today, they have to determine the balance be-
tween early quarantine in case of a possible COVID-19
infection and the consequences of a delayed anti-cancer
treatment.

Several measures need to be taken to minimise the risk
of infection of patients with cancer (e.g. rescheduling non-
urgent outpatient care appointments, telephone

appointments instead of clinical assessments and when
clinical assessment is deemed necessary, seeing patient in
anisolation room after taking precautions) and to prevent
spread of the disease. During a pandemic, intentional
postponing adjuvant treatment (e.g. chemotherapy,
immunotherapy) might be considered to reduce exposure
to unnecessary immunosuppression, especially in
endemic areas [3]. However, for any patient with cancer,
the risk of treatment delay should be weighed against the
risk of a possible COVID-19 infection. Moreover, the
oncological prognosis should be taken into account when
discussing treatment options in relation to possible access
to resources and medical supplies.

There is no evidence yet that patients with cancer
have an increased risk for COVID-19 infections nor is
there evidence to support withholding a non-meta-
stasised patient with cancer with COVID-19 treatment
for either disease. However, physical performance and
frailty [6], comorbidity and the oncological prognosis
(life expectancy) should be taken into account when
considering intensive care and ventilatory support for
these patients. Decisions about COVID-19 and onco-
logical treatment in patients with cancer should be made
on a patient-by-patient basis by a multidisciplinary team
experienced in treating oncological patients and medical
specialists experienced in intensive care support.
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