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Surgical cancer care in the COVID-19 era: front line views
and consensus

A assistência cirúrgica oncológica na era COVID-19: opiniões e consenso
do campo de batalha

 INTRODUCTION

The estimate in Brazil for each year of the 2020-2022 

triennium points out that there will be 625 thousand 

new cases of cancer (450 thousand when excluding cases 

of non-melanoma skin cancer). Non-melanoma skin cancer 

will be the most incident (177 thousand), followed by 

breast and prostate cancer (66 thousand each), colon and 

rectum (41 thousand), lung (30 thousand) and stomach 

(21 thousand). These data corroborate the magnitude of 

the problem1,2.

A few and limited studies address the risk of 

COVID-19 in cancer patients undergoing treatment. The 

association of these diseases and its relations with our 

population are still poorly understood2. The operational 

overload of health systems in the affected countries makes 

the situation even more worrisome2-5, especially in areas of 

scarce resources. However, data are lacking to understand 

the dynamics of the disease and its spread in a country 

with peculiar characteristics like Brazil2.

From the current information, we know that 

cancer patients may have a higher risk of manifestations 

of COVID-19 disease when compared with individuals 

without cancer2,6-8. In addition, cancer patients have 
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A B S T R A C T

Objective: to suggest a script for surgical oncology assistance in COVID-19 pandemic in Brazil. Method: a narrative review and 

a “brainstorming” consensus were carried out after discussion with more than 350 Brazilian specialists and renowned surgeons from 

Portugal, France, Italy and United States of America. Results: consensus on testing for COVID-19: 1- All patients to be operated should be 

tested between 24 and 48 before the procedure; 2- The team that has contact with sick or symptomatic patients should be tested; 3 - Chest 

tomography was suggested to investigate pulmonary changes. Consensus on protection of care teams: 1 - Use of surgical masks inside the 

hospitals. Use of N95 masks for all professionals in the operating room; 2 - Selection of cases for minimally invasive surgery and maximum 

pneumoperitoneal aspiration before removal of the surgical specimen; 2 - Optimization of the number of people in teams, with a minimum 

number of professionals, reducing their occupational exposure, the consumption of protective equipment and the circulation of people in 

the hospital environment; 3 - Isolation of contaminated patients. Priority consensus: 1- Construction of service priorities; 2 - Interdisciplinary 

discussion on minimally invasive or conventional pathways. Conclusion: the Brazilian Society of Surgical Oncology (BSSO) suggests a script 

for coping with oncological treatment, remembering that the impoundment in the assistance of these cases, can configure a new wave of 

overload in health systems.
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had worse results in the clinical evolution of COVID-19, 

suggesting that more attention should be paid to this 

population, especially in the event of rapid deterioration of 

the condition2,6,7. So far, teams that have experienced this 

COVID-19 crisis have proposed three strategies for cancer 

patients2,6,7:

1. Optimization of elective surgeries for cancer can 

be considered in endemic areas4, according to 

the assessment of the assistant team, conditions 

of care, time of crisis, and guidance from local 

health authorities2,5;

2. More intense measures of individual protection 

must be taken for cancer patients or survivors2,5;

3. Surveillance or more intensive treatment 

should be considered when cancer patients 

are infected, especially the elderly (group with 

higher mortality) or individuals with other serious 

comorbidities2,5,6.

The discussion on the postponement of cancer 

treatment is controversial, since the definition of severity is 

changeable according to the type of cancer and staging2. 

In Brazil, there are still legal implications, with the risk of 

sanction of health managers, according to Law No. 12,732 

/ 12 (in force since 05/23/3013), which established that the 

first oncological treatment in SUS (Brazilian Public Health 

System) must begin within a maximum period of 60 days 

from the issuance of the pathological report2.

Current scientific evidence is incipient, so any 

generalized conclusions for these patients should be 

interpreted with caution. However, the prolonged effects 

induced by surgery, chemotherapy, radiotherapy and other 

cancer treatments, which can lead to immunosuppression, 

cannot be overlooked2, 6.7. Due to the well-agreed need to 

continue the treatment of patients with severe cancer and 

to the imminent exhaustion of resources of all kinds and 

probable overloading of hospitals with patients infected 

with COVID-19, the Brazilian Society of Surgical Oncology 

(SBCO) strongly recommends the creation of COVID-19 

free pathways for assisting patients with illnesses unrelated 

to the current epidemic, called COVID-19 free Units.

These routes must be agreed upon by local 

managers, both in public and private health, and must be 

prepared to meet the repressed demand of other units 

that specialize in caring for COVID-19 patients. Exceptional 

situations are highlighted, in which, due to an extreme 

emergency in public health, for a certain period the direct 

combat against the epidemic is required, abandoning the 

COVID-19 free condition. With the restoration of normality, 

these hospitals should also be the first to resume normal 

activities in view of the priority of the cases they provide 

care for.

Aiming also to produce knowledge, the SBCO 

articulated a response group, with the functions of providing 

surgeons with guiding information, condensed in periodic 

official notes, building scientific communications, and 

organizing the Cancer Updates event (in virtual conference 

format) with the participation of colleagues from countries 

at a more advanced stage of the pandemic.

 METHODS

An international virtual event held on 

03/30/2020 had the participation of more than 350 na-

tional specialists and eminent professionals in the field of 

surgical oncology from Milan, Italy, Porto, Portugal, Paris, 

France, and Seattle, USA. These professionals explained 

the main impressions and data from the battle front in 

these centers, which were in a more advanced situation of 

the pandemic. From this discussion resulted a summary in 

the form of a consensus in the style of brainstorming, 

and a narrative review of the literature. This text can 

serve as a basis for future national and international public 

health measures in the face of an unprecedented crisis in 

which little is known about the disease, its repercussions 

and risks for health care teams.

Meeting Objectives:             

1. To understand the experiences of reference 

centers in different stages of the epidemic and 

the associated public health chaos;     

2. To understand important moments of the pan-

demic installation;     

3. To select and prioritize patients in the face of 

each cancer disease;     

4. To organize the hospital and operating room 

settings; and   

5. To indicate individual protection care in conven-

tional and laparoscopic surgeries.     

Testimonies:

After the appropriate presentations and intro-

duction of the objectives, Dr. Ailton Sepúlveda, from the 
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5. He also emphasized that all French hospitals are 

references for COVID-19. Therefore, the space 

for patients with other diseases is extremely li-

mited, and it may have been a mistake not to 

have hospitals for other serious diseases.

Dr. Sepúlveda pointed out that until then, pa-

tients were not tested before surgery, and that this routine 

would have started that same week, 24 to 48 hours be-

fore the procedures. He remembered that false negatives 

are around 30%, and therefore, all surgical patients also 

undergo chest Computerized Tomography (CT) scans.

Pancreatic and liver cancer cases with few co-

morbidities and after neoadjuvancy are priority, and all 

are discussed in an interdisciplinary meeting. About liver 

transplants in that institution, they will be performed only 

in cases where the risk of death in this waiting period is 

greater than 50%. Another problem is the lack of donors.

The cases for laparoscopy are discussed indivi-

dually, always taking care to deflate the entire pneumope-

ritonium before removing the surgical specimen, avoiding 

the spray of viral particles. The use of suitable masks is 

mandatory.

Then, Dr. Joaquim Abreu de Sousa, from IPO, 

Porto, Portugal, started his testimony. He explained that 

Portugal is still going through a different phase, but so far 

the case curve is similar to the French one.

He stressed that in his institution there is an at-

tempt to maintain a COVID-free route to protect cancer 

patients, but the lack of tests makes effective diagnosis 

difficult. In their operating room, most elective surgeries 

take place, but they are already decreasing, as in the case 

of cytoreductive surgery with HIPEC and breast surgery.

He reported that many surgeries were postpo-

ned to increase availability for priority cases, delaying pro-

cedures that could be submitted to other treatment stra-

tegies, until the end of the crisis.

Laparoscopic surgeries were suspended. There 

is also an attempt to reduce the duration of the procedu-

res, since this may be related to a higher risk of team con-

tamination. The use of telemedicine, started about three 

weeks before, became a reality, since it was an instrument 

that had not been used before.

The third to speak was Dr. Flávio Rocha, Virginia 

Mason Hospital, Seattle, USA. He explained that the first 

official case detected in the United States was in January, 

Beaujon Hospital, Paris, started the presentation by em-

phasizing the following points:

1. Everyone must prepare for the worst, since 

when least expected, chaos comes and a large 

number of patients will need hospital and inten-

sive care at the same time, with a risk of resour-

ce depletion. One must prepare for the crisis, as 

the “wave” of infected patients is faster than 

the institutions’ organizational capacity;     

2. Dr. Sepúlveda also highlighted the scarcity of 

three main hospital resources, in addition to 

personal protective equipment:     

a. Low availability of intensive care unit (ICU) 

beds for surgery; There is a tendency to prio-

ritize patients with expected shorter hospita-

lization and ICU stay times;

b. Low availability of operating rooms, which 

can be used as intensive care beds;

c. Deficiency in the number of anesthesiolo-

gists, since in that country they can be de-

signated as intensivists.

3. The side effect to cancer care is evident, the de-

lay in definitive treatment being expected with 

the scarcity of the aforementioned resources.

4. The crisis is divided into five phases, and at the 

moment they believe they are living the second 

one.

a. The first is Calm before the Storm. This is 

the period that everyone should prepare by 

increasing ICU beds, respirators and other 

supplies;

b. The Storm: with saturated hospitals. The 

peak was expected to occur one week after 

that date;

c. Third stage, Plateau: with limitations for new 

patients, due to the lack of hospital resour-

ces, depending on the previous preparation 

instituted;

d. Improvement phase: progressive decrease in 

new cases and resolution of the majority of 

those affected;

e. The last phase, the Rebound, in which all pa-

tients who were not treated in the early sta-

ges of the pandemic will return to hospitals 

to treat oncological diseases.
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in the state of Washington, and that shortly thereafter 

there was a rapid and significant increase in cases. He em-

phasizes that the institutions prepared for the crisis from 

the beginning and a consistent contingency plan was im-

plemented in a coordinated manner.

 From the beginning, the physical structure was 

prepared to separate suspected cases from those already 

confirmed, with the intention of preventing contamina-

tion of non-COVID-19 patients, thus avoiding overlap. For 

surgical cases, they used a protocol similar to the one pu-

blished by a group from Singapore9.

A major challenge, despite prior preparation, is 

the scarcity of personal protective equipment (PPE). There 

was a need for some adaptations, such as reuse of masks 

and equipment initially considered disposable.

A surgical committee was set up to decide on 

priorities and indications. It uses a system similar to the 

traffic lights: green, yellow and red, in an increasing se-

quence of priority.

Friday was set to be a day free of elective sur-

geries, destining this period exclusively to attend to emer-

gency cases and other operating room demands. This 

blockade aims to spare the teams, as well as to optimize 

resources for days of greater surgical concentration, and 

to separate a day for decontamination of equipment, res-

pirators and operating rooms used in the front lines.

The contamination of the health team is com-

mon, leading to a sequence of leaves and high absen-

teeism. This fact led to an increase in prevention of conta-

mination of professionals who deal with the population, 

including the universal use of a mask inside the hospital 

for all patients and professionals. The recommendation is 

that all professionals and patients in the preoperative pe-

riod be tested for the virus.

Still as a strategy to minimize the risk of CO-

VID-19 spread among health professionals and the mo-

vement of people through the institution, about half of 

the residents were released from duty. At the same time, 

several colleges anticipated graduations, in order to ac-

credit more professionals to practice in services across the 

country, and licensing them to work in any state.

In laparoscopies, the use of handports has been 

abolished and for each case there is a discussion on the 

possible risks and benefits of this access route.

The last to share the experience was Dr. Mar-

cello Deraco, Institute of Tumors of Milan. He reported 

that practically all hospitals were dedicated to the treat-

ment of COVID-19, except for two that remained as a 

reference for Oncology.

Care for cancer patients was boosted during the 

pandemic due to the increased risk. There is a two-level 

screening for all patients: First, a questionnaire is applied 

about symptoms, family history and previous exposure to 

contaminants. If the questionnaire is negative, the patient 

undergoes testing for COVID-19, clinical evaluation and 

chest tomography. Positive or suspicious cases in any of 

these tests result in novel exams seven days after. Patients 

are only operated on if they test negative twice. Another 

problem is the lack of tests, so only symptomatic or sus-

pect patients are tested.

To enter the institution, hand washing, body 

temperature measurement and the use of surgical masks 

are mandatory. In the wards, everyone wears surgical 

masks except for otolaryngologists, thoracic surgeons and 

endoscopists, who use N95 masks or similar.

Due to the high demand, repairing plastic sur-

gery, stoma closure and others without prognostic impact 

were suspended. Regarding laparoscopies, despite great 

controversy, they were suspended.

Despite all the care, cases of COVID-19 are still 

registered in the postoperative period. These patients are 

referred to a specific ward, with trained and equipped 

personnel. Patients not requiring surgery are transferred 

to another hospital. For the selection of surgical patients, 

the institution uses a flowchart similar to that of Seattle, 

using the colors green, yellow and red, as follows:

• Green: can wait > 2 months;

• Yellow: can wait from 2 weeks to 2 months;

• Red: can wait < 2 weeks.

 DISCUSSION

It is a fact that surgical procedures that can 

wait should thus be treated. This cited difficulty refers 

to another need, that of developing a standardized 

informed consent form (ICF), with the help of legal 

advice, which legally protects the assistance team and 

ensures the understanding and the protagonism of 

the patient in therapeutic decision-making. The SBCO, 

through the crisis-response group, whose existence is 



5

Rev Col Bras Cir 47:e20202601

Pinheiro
Surgical cancer care in the COVID-19 era: front line views and consensus

itself a fundamental response strategy, built this tool 

(ICF), composed of three parts. The first includes the 

identification and data of the team, the patient and the 

clinical case. The second part of the tool has two main 

functions: a session ensures that constantly updated 

information is delivered to the patient and with that (its 

second function) establishes the pedagogical character of 

the form. We thus inform that:

• Patients without comorbidities who undergo 

elective surgery may contract COVID-19 during 

hospitalization;

• Patients without comorbidities who undergo 

elective surgeries who contract COVID-19 in 

the postoperative period may develop more 

severe conditions due to the immunological 

changes caused by the operation;

• Patients who have contracted the infection a 

few days earlier may not yet have developed 

symptoms and mechanical ventilation during 

operations may result in worsening cases;

• Patients with asymptomatic infection by CO-

VID-19 can transmit infection to the team;

• Patients who undergo elective surgery and pre-

sent with respiratory complications may have 

symptoms similar to COVID-19 infection, cau-

sing diagnostic confusion;

• Patients who undergo elective surgeries that 

develop severe infection by COVID-19 in the 

postoperative period may have more surgical 

complications2,6-8,11.

The third part of the term is the consent to 

carry out or to postpone the procedure after clarification.

Still in the field of knowledge as an instrument 

of response, the SBCO established a committee for 

the construction of periodic information for the press, 

patients, and especially for specialists, associated or not. 

Through this committee, they maintain contact with 

authorities and constituted medical entities, aiming at 

proactive scientific collaboration.

Understanding the set of different dynamics 

and situations, and evaluating the possibilities of 

mounting surgical oncological cases, there is a risk of 

another impact wave on the health system, along with 

the economic crisis predicted after the resolution of the 

pandemic. For this reason, some points regarding the 

institution and maintenance of COVID-19 free Oncology 

Hospitals (CFOH) are12:

1. CFOHs would consume less PPE, allowing use 

by other hospitals;     

2. CFOHs health teams would be less impacted by 

the pandemic and could work with less absen-

teeism and occupational risk;     

3. Cancer patients are often immunocompromi-

sed and treatment in CFOHs would reduce the 

risk of contamination.

After the aforementioned discussion, and 

in view of the strategy of building knowledge and its 

subsequent dissemination, supporting therapeutic and 

management decisions, the following consensus was also 

established.

Consensus on testing for COVID-1912:

1. According to resources availability and determi-

nation of the local health authority, all patients 

to be operated on must be tested between 24 

and 48 hours before the procedure;     

2. Team members who have had contact with pa-

tients or who are symptomatic should be tes-

ted;     

3. Routine chest tomography for surgical patients 

is also suggested for the investigation of pul-

monary alterations, given the possibility of false 

negative patients even if asymptomatic. Two of 

the institutions (the French and Italian hospi-

tals) perform these exams routinely.      

Protection team consensus consensus12:

1. Use of surgical masks in hospitals in view 

of the possibility of a significant number of 

asymptomatic patients and the possibility of 

transmission in these cases, especially in relation 

to the lack of little-known evidence. Use of PPE 

for all professionals in the operating room;     

2. Careful selection of cases for minimally invasive 

surgery10,13 and maximum aspiration of the 

pneumoperitoneum before removal of the 

surgical specimen, avoiding “spray”12-14;     

3. Optimization of teams, with a minimum 

number of professionals, reducing occupational 

exposure, consumption of protective 

equipment, and the circulation of people in the 

hospital environment; 
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4. Isolation of patients in wards dedicated to 

caring for infected individuals if the CFOH 

cannot be installed.     

Priority consensus:

1. Determination of care priorities, including those 

with absolute priority, in which the clinical or 

oncological condition may worsen within two 

weeks. The intermediate level can wait between 

two and 8 weeks. And a third one, in which  

waiting for more than two months should not 

interfere with the patient’s prognosis12;     

2. Discussion in meetings (preferably virtual) to 

assess priorities and the use of minimally invasive 

or conventional access routes10,12.

 CONCLUSION

The SBCO herein suggests a guideline for 

carrying out  cancer treatment, remembering that the 

mounting of non assisted cases may constitute a new wave 

of burden on health systems and that the preparation in 

the terms mentioned above can mitigate the announced 

tragedy, in particular, the mortality collaterally related to 

the current pandemic.
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Objetivo: sugerir roteiro de assistência oncológica cirúrgica em meio à pandemia COVID-19 no Brasil. Método: foi realizada revisão 
narrativa da literatura e consenso tipo “brainstorming” após discussão com mais de 350 especialistas brasileiros e cirurgiões renomados 
de Portugal, França, Itália e Estados Unidos da América. Resultados: consenso sobre testagem para COVID-19: 1-Todos os pacientes a 
serem operados devem ser testados entre 24 e 48 antes do procedimento; 2-Equipe que tenha contato com doentes ou sintomáticos 
deve ser testada; 3-Tomografia de tórax foi sugerida para pesquisa de alterações pulmonares. Consenso sobre proteção das equipes 
de assistência: 1-Uso de máscaras cirúrgicas dentro de hospitais. Uso de máscaras N95 para todos os profissionais na sala cirúrgica; 
2-Seleção dos casos para cirurgia minimamente invasiva e aspiração máxima do pneumoperitônio antes da retirada da peça cirúrgica; 
2-Otimização das equipes, com número mínimo de profissionais, reduzindo a exposição ocupacional, o consumo de equipamento de 
proteção e a circulação de pessoas no ambiente hospitalar; 3 -Isolamento de pacientes contaminados. Consenso sobre priorizações: 
1-Construção de prioridades de atendimento; 2- Discussão interdisciplinar  sobre via minimamente invasiva ou convencional. Conclusão: 
a Sociedade Brasileira de Cirurgia Oncológica (SBCO) sugere roteiro de enfrentamento para o tratamento oncológico, lembrando que o 
represamento na assistência desses casos, pode configurar uma nova onda de sobrecarga em sistemas de saúde.

Palavras chave: Neoplasias. Saúde Pública. Pandemias. Coronavirus. Oncologia Cirúrgica.
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