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Coronavirus disease 2019 (COVID-19) has emerged as an unforeseen challenge for head and
neck cancer care providers. A similar challenge is also faced by other oncological fields, but
the severity of this challenge is highest in otolaryngology because of the need for additional
precautionary measures and curbs on the possibility of aerosol forming interventions related to the
upper aerodigestive tract. In this narrative review, provision of ethical and consistent care on moral
and professional grounds to head and neck cancer patients during the pandemic are discussed for
professionals who provide head and neck oncology care.
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Introduction
The
coronavirus
disease
2019
(COVID-19) pandemic has tested the
mental and physical tenacity of humanity
at multiple levels. During the pandemic,
the field of medicine primarily focused
on the prevention and management of
COVID-19. In these difficult times,
the practice of ancillary aspects of the
field of medicine and surgery suffered
severe polarization and ultimately led
to the compromise of a huge subset of
our patient population. Head and neck
cancer patients partly form this subset.
The grim environment of the pandemic

delayed and even denied the due care
needed for such patients (1). Surveys
have showed a pervasive impact of
the pandemic on the care of all cancer
patients, some attributing it to the lack
of preparatory steps and foresight, others
calling it a crisis of conscience (2, 3). A
recent study estimated 33,890 deaths
in excess among the United States (US)
cancer survivors over 40 years of age in the
current COVID-19 pandemic (4). With
the realization that the pandemic is here
to stay and one would have to operate
in all walks of life with its presence, the
field of medicine must be molded if not
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transformed in order to ensure effective medical care for all
patient subsets. Head and neck cancer care, in order to address
the conflicts considering the ongoing ethical issues, needs to
standardize the goals of care in the light of the pandemic,
and ensure consistency in these principles with apt allocation
of the resources. This review intends to highlight the various
aspects of head and neck cancer care, including the conflicts
of duties for a physician, the balance of clinical ethics and
public health ethics, and lastly the goals and the standards
of care for such patients while ensuring consistent allocation
of resources.

Conflict of Duties
During the pandemic, risks of exposure and contracting
the COVID-19 virus have emerged as a great challenge for
the clinicians providing care to the patients with head and
neck cancers. The risk is higher especially while examining,
performing biopsy and treating the diseases of the upper
aerodigestive tract. A large number of health professionals
were infected in the first cohort (3). Earlier, management,
including the head and neck region, and endoscopic
examination, biopsy, and surgery were all routinely performed
procedures. In the current pandemic, however, the threat
of potential aerosol formation of the SARS-CoV-2 virus
has created hurdles in performing routine management
and requires extra time and a lot of resources. Regularly
updated and publishing guidelines and infection control
measures confirm the importance of limiting unnecessary
exposure of healthcare professionals as well as emphasizing
on the protection of the patients (5, 6). For sure, protecting
both healthcare workers and patients is our fundamental,
professional and ethical responsibility; however, the
conditions are yet to be balanced on how to provide the
appropriate treatments that patients should receive while
protecting healthcare workers.
Healthcare staff providing head and neck oncology care can
refer to dynamic online guidelines and resources provided by
societies including The American Head and Neck Society,
The American Academy of Otolaryngology – Head & Neck
Surgery, The American College of Surgeons, The Society of
Surgical Oncology and The American Society of Clinical
Oncology (3). All these available resources and guidelines
emphasize the need to avoid all unnecessary clinical
interactions, and to delay or postpone nonessential surgeries
and procedures, although, such decisions should be made
based on the physician’s judgement, the patient’s medical
condition and the social needs.
While provision of the best standards of care to the patient
is the ultimate goal of a healthcare professional, a balance
should be maintained between the duty towards the patients
and the duty of caring for ourselves and our colleagues. For
example, the number of personnel in the operating room
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should be limited in such a manner that the surgical procedure
can be performed with ease and at the same time not all the
team members are at risk. Similarly, those patients who are
on regular follow-up can be referred to telemedicine clinics
rather than physical follow-ups. Head and neck oncology
care providers should understand and recognize the stress of
the current ongoing pandemic, and practice efficient selfcare
which can be achieved by involvement in clinical activity
only as long as deemed necessary for the patient and requires
urgent intervention.

“Clinical Ethics” vs. “Public Health Ethics”

Medical ethics requires healthcare providers to consider the
preferences of patients, providing maximum benefits to the
patients while reducing harms and providing fair treatment
options (7). Adhering to these principles has become a major
challenge due to the lack of resources during the pandemic.
There will be instances where we have to overlook the specific
needs of an individual patient because of the obligation to
protect the larger population and spare the resources for
others. Situations like these highlight the increasing conflict
between the principles of clinical and public health ethics (7).
Clinical ethics emphasizes a healthy relationship between
a patient and doctor and encourages the development of a
management plan designed to provide the maximum benefit
to an individual patient. In comparison, public health ethics
is in the best interest of a larger population even if it turns
out to be harmful to an individual patient.
Acceptance of this paradigm shift might prove to be difficult
and become an increasing challenge for the head and neck
cancer caregivers. Institutions should take lead from the front
for smooth and swift shift to a public health framework. It
should be distinguished by the oncology community that
when the needs of a community outweigh the requirements
of an individual patient. Which will ultimately lead to delay
in treatment and use of nonstandard management protocols
(3).

Goals of Care

Although the standard of care varies institutionally, we
should deliver a universal benchmark of the most basic and
realistic care goals during the pandemic. Any algorithm
design has to address two key factors—protect the patient,
the healthcare staff, and the community from COVID-19
and allocate resources fairly to prevent undue delay in the
care of a cancer patient (8).
The complexities in the management of head and neck
cancers stem from the many treatment options available in
terms of surgery, radiation, chemotherapy, or a combination
of these. Multidisciplinary tumor teams—comprising
specialists from each of these domains—discuss individual
patients in the light of the disease and patient-specific
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factors, and reference rigorous scientific evidence to actualize
the treatment pathway (9). These teams’ roles of expediting
the decision to treat the patient is of utmost importance
and typically range from days to weeks. Any further delay
can advance the stage and give rise to the need for further
imaging and possibly change of treatment modality.
The four pillars of medical ethics—beneficence,
nonmaleficence, patient autonomy and justice—place the
goal of care to the patient in the center. Thus, individual
patients have complete autonomy on deciding their
treatment. In an ideal world, this should be unaffected by
the availability of healthcare resources, access, and finances.
COVID-19 exposed the disparity of these services available
to cancer patients—even more strongly in the developing
nations. The pandemic turns our perspective to the notion
that medicine cannot be practiced in isolation from the
world and is a complex interplay between political, economic
and social factors influencing medical decisions (10, 11).
Studies today attempt to further characterize molecular level
tumor characteristics as targets for therapy; e.g., for immune
checkpoint inhibitors such as anti-program death (PD1)
Nivolumab was approved by the FDA as a standard of care
regimen for patients with platinum refractory recurrent/
metastatic head and neck squamous cell carcinoma (12).
Although immunotherapy is currently utilized for palliative
measures, deeper understanding might extend them to
adjuvant or definitive treatment armamentarium as standard
goals of care.

Standards of Care

The National Comprehensive Cancer Network (NCCN)
guidelines play a very important part in determining the
course of treatment for patients with head and neck cancers.
These guidelines are updated at least annually. All these
guidelines are derived from evidence which is reviewed. The
NCCN guidelines were last updated in April 2021. There has
not been enough data regarding COVID-19 to determine
the risk to healthcare providers and patients with head and
neck cancers.
Any form of treatment, whether surgery, radiotherapy or
chemotherapy, comes with its own share of risks. The art of
decision making is to weigh the benefits of any treatment
against its known risks.
Due to the ongoing pandemic, many committees including
the NCCN have come up with solutions that cannot be
considered the standard of care. These include cancelling
the clinic visits and imaging for routine cancer surveillance,
conversion to telemedicine and avoiding aerosol generating
procedures in the elective setting (13).
Most of these changes that have been proposed cannot be
considered standard of care, but are deemed appropriate in
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these circumstances where minimizing exposure has become
a priority (14).
These changes may not directly affect the management plan
for patients with head and neck cancers, there is a possibility
that early detection or recurrences can be missed. The
question remains whether this risk is justified by the need to
reduce exposure to COVID-19.

Consistency of Ethical Principles
Management of head and neck cancers requires a
multidisciplinary care team including surgeons, radiation
and medical oncologists, physiotherapists, psychologists, and
nutritionists. Besides these main stakeholders there are many
other members of the hospital care staff that are involved
in the care of these patients including the nursing staff,
healthcare assistants and intensive care specialists. Many
factors need to be taken in account while taking decisions in
the management of the patients with head and neck cancers,
and the safety of both the patients and the healthcare
personnel should be considered. When this pandemic first
emerged on the world stage, the initial response from many
head and neck cancer teams was that the surgeries were
delayed indefinitely; however, as the pandemic progressed it
became evident that these patients could not be left untreated
for indefinite periods of time.
While the risks to the healthcare staff remains as threatening
as ever, World Health Organization (WHO) highlighted an
alarming rise in reports of verbal harassment, discrimination,
and physical violence towards healthcare workers in the
wake of COVID-19. WHO has also outlined specific World
Patient Safety Day 2020 Goals for healthcare leaders to
invest in, measure, and improve healthcare worker safety
over the next year. The goals are intended for healthcare
facilities to address five areas: preventing sharps injuries;
reducing work-related stress and burnout; improving the use
of personal protective equipment; promoting zero tolerance
to violence against healthcare workers, and reporting and
analyzing serious safety related incidents (15).
All patients should still be discussed in multidisciplinary
tumor boards; however, these meetings can be held online
rather than physically. Free flap reconstructions can be
replaced with loco-regional flaps as free flaps require longer
operating times and oftentimes require postoperative
intensive care including ventilator support—which cannot
be spared in an era when ventilators are scarce because of
the overburden caused by COVID-19 affected patients (16).
Another step that can be taken is that ancillary services can
be provided via online channels; for example, nutrition and
psychology clinics can monitor patients, and physiotherapy
exercises can be taught to patients and families online.
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Another important point that needs to be taken into account
is that certain populations have been subjected to different
treatments on basis of race, geographical and economic
status while triaging patients for definitive treatment (17).
All efforts should be taken to avoid this from happening and
healthcare providers should partner with underrepresented
groups to assure that the risks of care disparities are
minimized in the face of crisis.
It is also important to take into account the patient’s
autonomy. It is the patient’s right to make a decision about
their medical care without their healthcare provider trying to
influence their decision. The healthcare provider can help by
informing the patient about the pros and cons of a particular
management plan but cannot decide for the patient.

Allocation of Resources

The burden of COVID-19 was borne by a number of
departments within a state, but hospitals were the real shock
absorbers. It created an immense logistic inconvenience for
the hospitals that were already rich in resources; however,
the hospitals in a developing country like Pakistan were out
of the league. Surgical treatment is the mainstay of head and
neck cancer management and cannot be performed without
having a ventilator, intensive care unit or special care unit on
back up. Additionally, the operating team must be provided
with an adequate number of personal protective equipment
(PPE) and respirators in order to operate on a patient with
head and neck cancer, but unfortunately such items are
already scarce (8).
This is where the justified allocation of the resources or what
we call, rationing, comes to play its part. Rationing has always
been a topic of debate among healthcare providers. It can
simply be defined as refusing the most beneficial treatment
for a patient and providing an alternative treatment because
of the scarcity of resources (18). In otolaryngology and
head and neck surgery, a number of daycare procedures can
be delayed in given circumstances, but the treatment of a
patient with squamous cell carcinoma cannot be delayed as it
will result in the extension of the disease which can threaten
the patient’s life. Therefore, in such cases, economic rationing
can be achieved by maneuvers like limiting the number of
staff involved in the pre-, intra and post-operative care of
the patient. This will not only reduce the number of PPEs,
masks, gloves, etc. utilized but also will prevent the exposure
of a number of staff in the times of pandemic. This will be
then a part of rationing to promote public health, where the
exposure of an infected patient to the staff and other patients
in the hospital is minimized.

COVID-19 and Healthcare Workers

An important consideration to be made is for the healthcare
workers who are more vulnerable to dire complications of
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this disease, i.e., the elderly and those have other systematic
diseases. A study from the USA and a systematic review
published in BMJ have reported an alarmingly high rate of
37% mortality among healthcare workers who are above the
age of 65 years (19, 20). This should prompt the authorities to
keep these vulnerable healthcare providers away from taking
care of patients with COVID-19 and instead use them in
settings such as telemedicine, non-COVID-19 outpatient
clinics or administrative positions. This can also be achieved
by relocating the younger head and neck staff to the isolation
wards if the units are having low number of cases.

Conclusion
During the pandemic there has been a significant risk
to patients as well as healthcare professionals. Further,
COVID-19 has jolted the true spirits of head and neck
oncological care delivery. It has created a hurdle that must
be recognized as an ethical dispute between the care of an
individual and care of the society.
We recommend provision of consistent and ethical care to
the patients with head and neck cancer. All cases should
be discussed in multidisciplinary tumor board meetings
which can be conducted online. Free flap reconstruction
can be replaced by local flap reconstruction where necessary.
Head and neck oncology care providers should practice
efficient selfcare and justified allocation of resources should
be performed. Lastly this epidemic should prompt the
authorities to make long term policies regarding ethical
considerations in a future pandemic which may well turn to
have a much higher morbidity and mortality ratio then the
current pandemic.
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Main Points

• During the pandemic, the risks of exposure and contracting
the COVID-19 virus have emerged as a great challenge for
the clinicians providing care to the patients with head and
neck cancer and the risk is higher especially while examining,
performing biopsy, and treating diseases of the upper
aerodigestive tract.
• Available resources and guidelines emphasize the need of
avoiding all unnecessary clinical interactions and delaying or
postponing surgeries and procedures which are nonessential.
• A balance should be maintained between the duty towards the
patients and the duty of caring for ourselves and our colleagues.
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