
BASO’ Role with NHS

NHSNHS

BASO
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Government & Policy 
Makers

Other Surgical 
Specialty Societies

Health related 
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such NICE, NIHR 
etc.

• BASO Members work within the NHS, bar BASO overseas members and Medical Students.
• BASO is stakeholder with NICE & other health related health organisations and provides expert consultations on request.
• BASO maintains links with other Surgical Societies, both independently and via Cancer Services Committee (CSC).
• RCS relationship: BASO maintains historic relationship with the RCS and always had its base at the College. BASO Chairs the RCS’s CSC as well as provides independent

consultations/feedback when requested.

List of abbreviations:
NICE – The National Institute for Health and Care Excellence
NIHR – The National Institute for Health and Care Research
RCS – The Royal College of Surgeons of England
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BASO~The Association for Cancer Surgery
at The Royal  College  of Surgeons of England 
35-43 Lincoln’s Inn Fields, London WC2A 3PE
Telephone 020 7869 6854  Email admin@baso.org.uk

www.baso.org.uk

 25th March 2020 

Pragmatic Management of Breast Cancer during COVID-19 

During the COVID-19 crisis, difficult decisions are being taken about management of other diseases and even 
management of cancer is being altered. At such time, there can be a temptation to use unproven treatments, 
often without consultation with patients. Having considered the evidence, and keeping the length and quality of 
life as the prime outcomes that patients would care about, we have come up with some recommendations, in 
consultation with Professor Jeffrey Tobias, Professor of Clinical Oncology, and Professor Bob Leonard, Professor 
of Medical Oncology, to be used in conjunction with the guidance already issued by Association of Breast Surgery 
(ABS) for the management of breast cancer patients during Covid-19:  

1. Discontinue all mammography screening. Patients diagnosed with only DCIS should be regarded low priority
for surgery

2. Breast MRI should be avoided where possible in view of the known risk of increased interventions and
hospital visits.

3. For patients suitable for breast conservation, and in patients who are considering mastectomy in order to
avoid EBRT, intra-operative radiotherapy (TARGIT-IORT) could be considered where available. EBRT over 5
days could be considered as published evidence unfolds.

4. Neo-adjuvant chemotherapy should not be recommended unless tumours are inoperable AND ER negative
5. Delayed reconstruction should be offered as the first option with immediate implant reconstruction, only

considered in selected patients, subject to local theatre capacity and low complication rate. Prolonged
autologous reconstruction should not be offered.

6. When surgical capacity is compromised, primary systemic therapy for ER positive or HER2 positive cases,
with surgery reserved only for triple negative cases may have to be resorted to.

7. The challenges of treating chemotherapy-related complications in coming months should be taken into
consideration by multidisciplinary teams/ tumour boards whilst balancing the relative benefits from
chemotherapy. Extending gene-expression analysis to include node positive patients may help in this regard.
For safety with any chemotherapy, growth factors should be considered to minimise the risk of neutropenic
sepsis. With rising incidence, adjuvant chemotherapy may need to be completely avoided or discontinued.

8. Patients should be encouraged to accept remote consultations, as much as possible. Encourage prospective
cohort studies about remote consultations.

9. All follow ups (and follow up imaging) should be stopped unless patients have specific breast symptoms or
are at high risk of relapse.

10. Genetic testing and risk-reducing surgery should be deferred for 3-6 months, unless it has direct immediate
impact on management of known cancer.

We strongly support the current campaign to a) improve the availability of personal protective equipment (PPE) 
b) testing of all HCW c) potentially test patients for COVID 19 and d) try and abrogate the introduction of
infection to hospitals by visitors.

With Best Wishes, 

Professor Jayant Vaidya   Professor Michael Douek  Professor Michael Baum 
BASO~ACS Trustee BASO Meeting Secretary      Past President, British Oncological Association and British 

     Breast Group 

11

mailto:admin@baso.org.uk
http://www.baso.org.uk/


12



13



14



15



16



17



18



19



20



Classification: Official 

Publications approval reference: 001559 

To:  
All trusts 

NHS England and NHS Improvement 
Skipton House 

80 London Road 
London 

SE1 6LH 

30 November 2020 

Dear colleagues, 

Advice on maintaining cancer recovery 

Thank you for all you are continuing to do to recover and protect cancer services for 

patients. From March to September this year, over one million people in England 

were referred urgently with suspected cancer, 90% of whom were seen within two 

weeks, and over 290,000 cancer treatments were carried out. This is testament to 

your leadership and teamwork. 

Cancer remains a priority for the NHS and to support the delivery of Phase 3 plans, 

we are: 

• making available additional funding over and above annual Cancer Alliance

funding, including £4 million to lock in innovations developed during the

pandemic

• sharing weekly and monthly data packs and analysis to enable targeting of

local action

• running a national public awareness campaign encouraging the public to

contact their GP if they are worried about a symptom that could be cancer.

To ensure that the recovery of cancer services continues through a ‘second wave’ of 

COVID-19, we are asking that you: 

• Maintain COVID-protected environments for cancer, by:

• Ensuring clear escalation plans are in place, with any redeployment of staff

involved in cancer treatment and care considered only as a very last resort.

Cancer Alliances should alert regions through the NIRB structures if any
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decisions are made at a trust or local system level which affect whole groups 

of cancer patients.  

• Stepping back up cancer hubs for cancer surgery and, where possible,

using hub arrangements to protect capacity for endoscopy. Hubs should

consolidate cancer surgery in a COVID-protected site and have centralised

triage in place to prioritise patients based on clinical need (see Appendix 1).

• Testing non-symptomatic staff who are directly involved in the treatment

and care of patients in cancer services on a twice weekly basis using lateral

flow tests.

• Regularly testing non-symptomatic patients attending chemotherapy

and radiotherapy appointments, as advised by their clinical team, ensuring

access to rapid testing at point of care for any patient who has not already

been tested or who has been unable to follow advice to isolate.

• Maximising independent sector (IS) use locally to ensure capacity for

cancer surgery. Under the new IS framework, this may mean utilising IS

capacity for non-cancer services so that NHS capacity is protected for cancer.

• Maintain patient-centred focus, by:

• Ensuring there is no reduction or cessation of any cancer screening

programmes, and that backlogs are cleared as a matter of urgency.

• reopening any clinical trials in cancer that are still paused due to COVID-19

• assigning an individual pathway navigator to each patient to guide them

through referral, diagnosis and treatment, as set out in the Adapt and Adopt

blueprint for cancer

• ensuring appropriate ‘safety netting’ of patients where it has been necessary

to postpone their treatment, and agreeing and clearly communicating any

changes to patients. Record appropriate safety netting in the free text element

of the weekly Patient Tracking List (PTL) submission.

• Continue to deliver on the Long Term Plan commitments for cancer, by:

• continuing or resuming the delivery of Targeted Lung Health Check projects.

• implementing at least one Rapid Diagnostic Centre (RDC) pathway for a

challenged two-week wait pathway, and one for patients with non-specific

symptoms.
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• Extending Personalised Stratified Follow Up (PSFU) programmes beyond

breast, prostate and colorectal to support patients following their treatment

and to increase clinical capacity by releasing outpatient slots.

The recovery of cancer services is supported by the new Cancer Recovery 

Taskforce, bringing together patients, charities and Royal Colleges. The Taskforce 

will shortly publish the national recovery plan for cancer, setting out the detail of how 

our priorities will be met and reflecting the work that you have all presented in your 

local system plans.  

As ever, thank you for your continued commitment and hard work. 

Yours sincerely 

Dame Cally Palmer  Professor Peter Johnson 
National Cancer Director National Clinical Director for Cancer 
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Appendix 1: Cancer hubs 

As set out in March this year, hubs should incorporate the following features: 

1. A central triage point within a local cancer system

All cancer patients should be considered by their MDT.

Any patients recommended for cancer surgery should be referred to a central,

clinically-led triage point. This may be placed at a regional or local cancer system

(Cancer Alliance) footprint level, depending on local circumstances.

The triage system will: prioritise patients for surgery on the basis of clinical need,

and the level of risk, both patient- and service-related; and match patients with

appropriate surgical specialisms and capacity across the cancer system.

2. Consolidation of cancer surgery on COVID-free sites

Where local circumstances permit, cancer surgery should be consolidated on a

COVID-free site within the local system. This could include independent sector

provision where this has been secured.

This will require arrangements for COVID-19 testing for all potential admissions

48 hours before surgery.

For any cancer patients found to be COVID-19 positive, clinicians will need to

decide locally when that patient will be considered fit for surgery, and be

considered alongside other urgent surgery within a hospital treating COVID-19

patients.

3. Specialty guide for the management of non-coronavirus patients requiring

acute treatment: Cancer

Advice has been published to support clinicians in treatment decision-making and

prioritisation, and to inform conversations about treatment with patients:

Management of non-coronavirus patients requiring acute treatment: Cancer
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Appendix 2: Guidance documents 

• NICE guidelines:

o COVID-19 rapid guideline: delivery of systemic anticancer treatments

(Updated 27 April)

o COVID-19 rapid guideline: delivery of radiotherapy (28 March)

o COVID-19 rapid guideline: arranging planned care in hospitals and

diagnostic services (27 July).

• The following guides originally produced by NHS England and NHS

Improvement have now moved to the NICE website at:

https://www.nice.org.uk/covid-19/specialty-guides#cancer

o Guidance for triaging patients with lower GI symptoms - using FIT to

help determine which patients are at greatest risk of bowel cancer and

should be referred for further testing, alleviating pressure on

endoscopy services.

o Management of non-coronavirus patients requiring acute treatment:

Cancer. This guidance can still be used as necessary to support local

decision making.

• Clinical guide to surgical prioritisation during the coronavirus

pandemic (guidance from the Royal College of Surgeons).

• Updated Government advice for people who are clinically extremely

vulnerable, including specific advice around locally tiered incident levels.
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NHS England and NHS Improvement 

Specialty guides for patient management during the coronavirus pandemic 

Clinical guide for the management of essential 
cancer surgery for adults during the coronavirus 
pandemic 

7 April 2020 Version 1 

Background 

Government and the NHS nationally have made it clear that cancer treatment should 

continue to be prioritised wherever possible during the response to the COVID-19 

emergency.  

On 23 March 2020, the NHS issued national guidance to support clinicians on treatment 

decision-making and prioritisation, and to inform conversations with patients on treatment 

plans:  

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/specialty-

guide-acute-treatment-cancer-23-march-2020.pdf 

On 30 March 2020, national guidance recommended that urgent consideration should be 

given to consolidating cancer surgery in a COVID-free hub, with centralised triage to 

prioritise patients based on clinical need: 

https://www.england.nhs.uk/coronavirus/publication/advice-to-trusts-on-maintaining-cancer-

treatment-during-the-covid-19-response/ 

This supplementary guidance, which builds on the experience in China, Italy and London, 

supports cancer services on the prioritisation and management of essential cancer surgery 
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for adults during the COVID-19 emergency. It has been developed in collaboration with the 

Royal College of Surgeons of England and the British Association for Surgical Oncology. 

Organisational planning 

NHS England and NHS Improvement regions should take steps to ensure that sufficient 

capacity and pathway arrangements have been put in place to maintain access to surgical 

treatment for cancer patients who require this during the COVID-19 outbreak, in line with the 

guidance published on 30 March (see above). 

It is recommended that the cancer senior responsible officer (SRO) for each region should: 

• Confirm with trusts what capacity and pathway arrangements are in place to support

the continuation of cancer surgery during the COVID-19 period. This assurance may

also involve Cancer Alliances, ICSs and/or lead providers where ‘hub’ arrangements

are already in development.

• Where it is considered that further resilience is, or is likely to be, required, the cancer

SRO should task the relevant organising unit (Cancer Alliance, ICS or lead provider)

to undertake a rapid assessment of need, in line with the guidance previously

issued, and to develop a proposed solution. This step should involve trusts,

specialised commissioners and local systems/CCGs.

• Where the solution uses independent sector capacity, the cancer SRO should

ensure that cancer activity is part of local system planning to make optimum use of

the available capacity.

Management of priority cancer patients for surgery 

National guidance (23 March 2020) proposed a system of prioritisation for cancer patients 

requiring surgery: 

• priority level 1a: emergency operation needed within 24 hours to save life

• priority level 1b: urgent operation needed with 72 hours

• priority level 2: elective surgery/treatment with the expectation of cure needed within

four weeks to save life/stop progression, taking into account symptoms and potential

complications from lack of treatment

• priority level 3: elective surgery can be delayed for 10 to 12 weeks and will have no

predicted negative outcome.

To support local hubs to plan activity: 

• Appendix 1 lists the conditions likely to covered by priorities 1a, 1b and 2. This is not

intended to be an exhaustive list but may help with the estimation of treatment

volumes.
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• Appendix 2 gives an estimate of the breakdown of expected surgical activity once

the prioritisation criteria are applied. Nationally, specialised commissioning is

seeking to ensure appropriate coverage of rarer conditions across the emerging

cancer hubs.

Emergency operations (priority level 1a/b) will normally be performed by emergency surgical 

services at whichever site the patient presents, although in some cases it may be possible to 

stabilise patients for transfer to specialist teams, ideally after rapid testing for COVID-19.   

For emergency surgery where COVID-19 testing is impractical, patients should be assessed 

on the basis of their history, and chest imaging performed in all cases. A plain chest X-ray is 

the minimum requirement, but many patients will undergo CT scanning preoperatively, in 

which case the chest should be included.  

Patients prioritised as level 2 require management that balances the risk from the cancer 

with the need for strict infection control to maximise safety. These patients should be 

prioritised for ‘clean sites’. 

Wherever possible, operations will be deferred for patients prioritised as level 3, with 

arrangements in place with cancer care providers for review if their condition worsens and 

for tracking to ensure their treatment is prioritised as soon as capacity allows. 

Maintaining essential cancer surgery will follow these principles: 

• equitable treatment of patients with life-threatening cancer who need access to

surgical and critical care capacity, in relation to COVID-19 patients

• in line with national guidelines, balancing the urgency of cancer surgery against the

risks of the procedure, particularly the risk of complications and a requirement for

intensive care support

• equity across local healthcare systems, with capacity maximised in dedicated NHS

or independent sector hospitals to allocate patient activity based on the greatest

prospects for cure

• safety of patients, especially with regard to infection control and access to critical

care as required

• safety of staff undertaking surgery and other care.
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Local cancer hubs – operational and management guidance  

In establishing systems within local cancer hubs, it is recommended that local systems have 

regard to the following guidance:  

(i) A central triage point within a local cancer system 

1. All cancer patients should be discussed at their usual specialist MDT. Both surgical and 

non-surgical treatment should be considered. Surgical decisions should be based on the 

priorities described above. 

2. Time-critical cancer surgery, for which there is no capacity within a trust, should be 

referred to a central, clinically led triage point. This may be placed at a regional, local 

cancer system (Cancer Alliance) or lead provider level, depending on local 

circumstances. Clinical prioritisation will be done by a group of senior clinicians from 

across the relevant cancer disciplines, with reference to the information from the 

specialist MDT. 

3. The role of the triage system will be to prioritise patients for surgery on the basis of 

clinical need, and the level of risk, both patient and service-related, and to match patients 

with appropriate surgical specialisms and capacity across the cancer system. 

4. A risk assessment must be performed by referring trusts, for patients who do not proceed 

to operation or whose surgery is rescheduled. Holding treatments such as systemic anti-

cancer treatment or loco-regional therapies may be explored. The potential risk of 

progression needs to be clearly discussed with the patient and the option of early 

reassessment clarified in their treatment plan. 

5. Where local capacity is insufficient to provide timely care, mechanisms should be in place 

to seek assistance from neighbouring or other systems, if patients are well enough to 

travel for treatment. 

(ii) Consolidation of cancer surgery in ringfenced ‘clean’ facilities  

1. Wherever local circumstances permit, cancer surgery should be consolidated on a 

‘clean’, COVID-19 free site (or several sites) within the local system. This could include 

independent sector provision where this has been secured.   

2. If fully COVID-19 free sites are not available, separate COVID-19 free facilities should be 

designated on a site, with dedicated access and admission processes as well as inpatient 

areas separate from those where COVID-19 patients are being treated. 
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3. Staffing for clean facilities will require a designated pool of anaesthetic and surgical

consultants, who may need to work outside their employing trust. Appropriate

governance arrangements will be required to support this, such as honorary contracts.

4. Staff who have recovered from proven or suspected COVID-19 infection must follow

Public Health England guidance on return to work, ideally supported by PCR testing to

confirm they are negative before returning. If possible, staff in clean facilities will be

tested for immunity to COVID-19 by serology, when this becomes available.

5. Surgeons and anaesthetists will need to maximise use of theatre time, with consultant-

delivered procedures and, where possible, dual-consultant operating to reduce theatre

times and the number of people in theatres who may be exposed to aerosols.

6. Adequate supplies of personal protective equipment (PPE) will be required for staff working

in the designated facilities, in accordance with current national guidelines. PPE is essential to

avoid unnecessary exposure and to protect patients and staff from intra-hospital

transmission. This will be required even where patients have tested COVID-19 negative.

7. Arrangements will need to be in place to test all potential admissions for COVID-19 at

most 48 hours before surgery, with patients self-isolating for seven days before

admission. Patients will need to consent to testing and self-isolation at the time of listing

for surgery. Only patients who have no symptoms suggestive of COVID-19 infection,

have been isolated for seven days and have a negative COVID-19 PCR test should be

admitted to the designated facilities.

8. For any cancer patient with symptoms or who is found to be COVID-19 positive, clinicians

will need to decide locally when that patient will be considered fit for surgery; they will be

considered alongside other urgent surgery within a hospital treating COVID-19 patients.

9. Postoperative major cancer surgery patients should be advised to follow shielding advice,

as they will then fall into the high risk category.

The national cancer team and national specialised commissioning team will work with 

regional offices and Cancer Alliances to monitor preparations across the country. They will 

offer more intensive support in areas where plans are not as advanced, where requested. As 

noted above, the national specialised commissioning team will work with hubs to ensure 

continuity of services in respect of rarer cancers for which there are a relatively small number 

of providers. 

If you have any questions or you feel the national cancer team can provide any particular 

support, please do not hesitate to contact us at: england.cancerpolicy@nhs.net. 
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Appendix 1: Indicative list of conditions expected to fall within the remit 
of this guidance 

Note: This list is neither exhaustive nor mandatory. Refer to the Surgical Specialty 

Association guidelines for more detailed recommendations to support MDT decision-

making. 

Tumour site Within 1 month Within 3 months 

Breast Breast cancer resection: ER 
negative/Her2+; pre-menopausal 
ER+ve with adverse biology 

Breast cancer resection: pre-
menopausal ER+ without adverse 
biology 

Lower GI Resection of colon cancer (if predicted 
aggressive biology) 

Resection of rectal cancer 

Gynaecology Suspected germ cell tumours 

Early stage cervical cancer  

Pelvic confined masses suspicious of 
ovarian cancer 

High grade/high risk uterine cancer 

Primary vulval tumours 

Thoracic Resectable non-small cell lung cancers 

Bladder Bladder cancer invading muscle 

Upper tract transitional cell cancer 
surgery 

Bladder cancer surgery – high risk 
carcinoma in situ 

Bladder cancer surgery not invading 
muscle 

Penile Penile cancer surgery including 
inguinal node surgery  

Penile cancer surgery: low grade and 
premalignant 

Prostate Prostate cancer surgery: high/ 
intermediate risk 

Kidney Renal carcinoma 

Partial nephrectomy on a single kidney 

Testicular Testicular cancer non-metastatic 

Head and neck EUA/biopsy for malignancy – 
hypopharynx; larynx 

Nasopharyngeal surgery for 
malignancy 

Oropharyngeal; tonsil; tongue cancer 
resection +/- reconstruction surgery for 
malignancy 

Treatment of small, high grade salivary 
cancers 

Salivary gland tumours: Low grade 

Otological cancer surgery. 
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Treatment of sinus cancers –
threatening sight 

Oesophago-
gastric 

Oesophagogastric cancer causing 
obstruction 

Oesophagogastric cancer surgery 

GI stromal tumour resection 

Hepatobiliary/
pancreatic 

Hepatobiliary/pancreatic cancer 
causing obstruction (biliary/bowel) 

Hepato-pancreatico-biliary cancer 
surgery 

Endocrine Thyroid/parathyroid cancer surgery 

Adrenal cancer surgery 

Thyroid cancer surgery: including 
diagnostic lobectomy 

Adrenal resections – intermediate 
masses:  

a) >4cm <6cm) with hypersecretion
(cortisol/androgen)

b) metastases – progressing on scan
at 3/12

Brain/CNS Brain tumour surgery (including 
gamma knife for metastases)  

Spinal tumour surgery 

Orthopaedics Sarcoma surgery – any site 

Solitary metastasis – any site 

Destructive bone lesion surgery with 
risk of fracture (eg giant cell tumour) 

Paediatrics Surgery for nephroblastoma, 
neuroblastoma, rhabdomyosarcoma 

Plastic 
surgery 

Major soft tissue tumour resection (all 
sites) 

Skin cancer resection – all sites: 
melanoma; poorly differentiated 
cancers; nodal disease; compromise of 
vital structures, including the eye, nose 
and ear 

Resection of head and neck skin 
cancer – moderately/well differentiated 
with no metastases 
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Appendix 2: Estimated breakdown of anticipated workload for level 2 
procedures 

These figures are indicative and derived from modelling in the Royal Marsden Partners 

Cancer Alliance. 

Tumour site % 

Breast 25–30 

Lower GI 15–20 

Gynaecology 10–15 

Thoracic 5–10 

Bladder 5–10 

Skin (mainly day case, local anaesthesia) 5–10 

Kidney 3–5 

Head and neck 3–5 

Endocrine 2–3 

Metastatic disease (spinal cord) 2–3 

Brain 2–3 

Sarcoma 2–3 

Prostate ≤1 

Testicular ≤1 

Penile ≤1 

Oesophago-gastric ≤1 

Hepatobiliary/pancreatic ≤1 
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Cancer surgery sustainability in the light of COVID-19 pandemic

Afsana Elanko*, 1, Jim Khan, Zaed ZR. Hamady, Hassan Malik
COVID-19 Pandemic has caused unprecedented pressure on
healthcare systems creating a need to conserve critical resources
and to provide Personal Protection Equipment (PPE) that is essen-
tial for protecting patients/staff from intra-hospital transmission.
As new evidence emerges guidelines should be updated.

Cancer patients are at increased risk of contracting the viral
infection due to their underlying disease and immunosuppression
associated with the treatment. We need to minimise risk of cancer
patients contracting the coronavirus and avoiding surgical com-
plications whilst making best use of resources.

There should be plans for cancer services to continue to inves-
tigate, treat and deliver care to patients within the SAFE practice
framework [1], whilst balancing the resources for the coronavirus
response [2]. Plans should include eventualities where cancer ser-
vices are compromised (e.g. staff/supply shortages) and clinicians
need to prioritise treatment using best evidence. Maintenance of
weekly tumour board meetings (ideally remotely) is imperative, as
decisions should be taken with their involvement and communi-
cated with patients.

We acknowledge the trauma, the workforce is experiencing and
the importance of “self-care” and “mental wellbeing”.

Phased approach needs to be adaptable and reproducible in
different healthcare systems:

1. Safe emergency/urgent Cancer Surgery
a. Maintain capacity to undertake cancer surgery for urgent

cases at acute hospitals (system should allow surgeons to
pool theatre capacity/lists/surgical teams to deliver cancer
surgery).

b. Decision making, resource management and process:
* Co
E-m

1 Of
Englan

https:/
0748-7
i. Cancer care, emergency surgery and COVID-19 planning
need to be balanced. Agreed prioritisation of resources
with operational support from management is required.

ii. Cancer Clinical Lead to coordinate processes of managing
patient lists, prioritising theatre access and answering
cancer queries from management/others.
rresponding author.
ail address: drelanko@mail.com (A. Elanko).

ficial: BASO- association for Cancer Surgery, The Royal College of Surgeons of
d, 35e43 Lincoln's Inn Fields, London, WC2A 3 PE.

/doi.org/10.1016/j.ejso.2020.05.018
983/© 2020 Elsevier Ltd, BASO ~ The Association for Cancer Surgery, and the Eu
c. Triage systems to be developed, to review cancer patients
balancing COVID19 risk and urgency. During pandemic, sur-
gery is not recommended for patients with low chance of
success or life prolongation. Clinical priority can be scored as
(see Table 1):

d. Consultant delivered service to reduce the number of people
in theatres and thereby reducing the risk of transmission.

2. Clean Sites (“COVID-19 free”) for Cancer Cases (urgent/
advanced) where non-surgical options do not exist:
a. “Clean site” ring-fenced e Deliver well-coordinated cancer

surgery through sites for immediate and medium term dur-
ing the pandemic. These sites should be isolated from COVID-
19 patient flow.

b. Locations - Clean sites to be placed regionally to ensuring
equality of cancer services.

c. Staffing eCOVID-19 screening of staff. Agreed number of staff
members “ring-fenced” to work at these sites for infection
control purposes.

d. Screening and testing will need to be carried out on all pa-
tients being admitted to designated sites; including careful
travel and contact history using a questionnaire administered
at point of entry (e.g. pre-operative assessment clinic). Pa-
tients should self-isolate 1 week before admission. Assess-
ment for COVID-19 symptoms carried out on daily basis for
inpatients. Patients developing symptoms should be swab-
bed and moved to wards for suspected/confirmed cases.

e. Environment - Theatre and ward space needs disinfection and
appropriate PPE availability as per guidance.

f. Social isolation advice - Post-operative major cancer surgery
patients should follow advice as they fall in this high-risk
category.

3. Cancer surgery system recovery
a. Prioritise cancer patients that need surgery due to being “on-

hold” during the COVI- 19 outbreak.
b. Extra resources required covering diagnostic services, theatre

and critical care capacity to allow delayed cancer treatments
to be carried out without further delay. During this time new
cancer cases will be presenting as per normal incidence.

c. Good practice and innovations introduced during the crisis
need to be maintained.

d. Healthy workforce important for system recovery.
e. Research should be commissioned looking at the robustness

of systems for any future pandemics.
ropean Society of Surgical Oncology. All rights reserved.
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Table 1
Categorising patients for surgical cancer treatment.

Priority
level

Categorisation

1a Emergency - operation needed within 24 h to save life.
This should be undertaken on the acute site, as currently.

1b Urgent - operation needed with 72 h.
This should be undertaken on the acute site, as currently.

2 Elective surgery with the expectation of cure, prioritized to:
Surgery within 4 weeks to save life or prevent progression of disease beyond operability. This should be prioritized for phase 2 (below)

3 Elective surgery can be delayed for 10e12 weeks with no predicted negative outcome. This should be prioritized for recovery phase, depending on length
of pandemic.

Table adapted from NHS England's Clinical guide for the management of non-coronavirus patients requiring acute treatment: Cancer 23 March 2020 Version 2 [3].
Decision-making should factor in the patient's co-morbidity and frailty. Patients at highest risk of COVID related morbidity/mortality should ideally be managed at a “COVID-
19 free” clean site (see below). All new data being published should be considered when making decisions (e.g. information being published is indicating 20% mortality for
patients who develop post-operative COVID-19 pneumonia) [4].

A. Elanko et al. / European Journal of Surgical Oncology 46 (2020) 1174e1175 1175
Conclusions

COVID-19 Pandemic has put immense strain on healthcare
systems across the globe, but has led to innovation. Surgery, as one
of the few curative options for patients with solid organ tumours,
needs maintenance. These recommendations may help clinical-
leaders to instigate system change required for the pandemic.
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