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Urgent guidance at the start of Wave I
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NHS England interim treatment options
during the COVID-19 pandemic
These interim treatment options allow for greater flexibility in the management of cancer during COVID-19 pandemic to ensure clinicians
have additional treatment options through this time.
These interim treatment regimens are based on clinical opinion from members of the Chemotherapy Clinical Reference Group and
specialised services cancer pharmacists and endorsed by NHS England and NHS Improvement.

Each interim treatment change has been clinically assessed against the following criteria:
The treatment is less immunosuppressive and thereby mitigates a patient’s likelihood of
becoming seriously ill during the coronavirus pandemic
The treatment can be administered at home or in a setting that reduces the patient’s exposure
to the coronavirus
The treatment is less resource intensive and makes better use of clinical capacity

The treatment is feasible; that is, it is not likely to require significant service change or
additional training
There is likely to be adequate capacity in the relevant sector (such as home care providers) to
deliver the treatment.
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Utilisation and review of the
NHSE Interim treatment options
50+

47

10

Total number of drugs/regimens that were reviewed

Total number of drugs that were added to this list

Interim treatment options have been removed as the treatments have
either been NICE approved in the meantime or no longer required as
capacity is better

Latest update 9th November 2020
Scheduled to remain in place until 31st March 2021
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Learning from Wave I - Operational
Minimising the number of visits to hospital

Virtual consultations

PPE adherence

Remote blood testing

Enhanced cleaning of physical
environments

Couriering of treatments and treatment
closer to home

Designated pathways for cancer
patients who were COVID+

Shielding
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Maintaining a COVID free environment

Learning from Wave I - Workforce
The impact of COVID-19 on oncology professionals: Initial results of the ESMO
resilience task force survey collaboration
Banerjee et al ESMO 2020
Online surveys of oncology professionals in April/May and July/August 2020
From 101 countries
Examined wellbeing/distress, burnout and COVID19 job performance
Survey 1: 25% at risk of stress, 38% reported burnout, 66% altered CJP
Comparison of surveys 1 & 2 ongoing
Stress and burnout appear to be worsening although CJP has improved
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Learning from Wave I
Greater understanding of impact of COVID19 for patients on SACT

ISARIC
Companion
Cancer Study

International
perspective:
US COVID-19
and Cancer
Consortium

UK: UK Coronavirus
cancer monitoring
project and others
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• Prospective observational study of patients with a
diagnosis of cancer (metastatic, on any type of
anticancer treatment or within 12 months of treatment)
and symptomatic COVID-19 disease (RT-PCR positive)
• Network of 55 UK cancer centres contributing near real
time data
• Led from the University of Birmingham
• Collected data on age, gender, cancer, treatment,
severity of COVID-19
• Primary end points: all cause mortality or discharge
from hospital
• Published on first 800 patients in Lancet, June 2020
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Lee et al, Lancet. 2020 Jun 20;395(10241):1919-1926

28% of patients died and 93% of these deaths were attributable to COVID-19
Age distribution of patients with cancer in the cohort and relation to patient mortality
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Lee et al, Lancet. 2020 Jun 20;395(10241):1919-1926

Forest Plots showing the effect of anticancer treatments and mortality from COVID-19
Odds ratios were adjusted for age, gender and comorbidities. Whiskers indicate 95% CI

10 | Lee et al, Lancet. 2020 Jun 20;395(10241):1919-1926

• Clinical Impact of COVID-19 On
patients with cancer (CCC19):
o A cohort study Kuderer et al
o Lancet 2020
• 928 cancer patients from US,
Canada & Spain:
o 13% all-cause mortality within
o 30 days of COVID-19 diagnosis
• Anticancer therapy not a factor in
This study
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Figure 1. Age and all-cause case–fatality rate of patients with cancer after presenting with COVID19 in the UK Coronavirus Cancer Monitoring Project cohort
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Lee et al Lancet Oncol 2020 Oct;21(10):1309-1316

Figure 2 Case–fatality rate after presentation with COVID-19, by tumour subtype, age, and sex Grey
boxes represent where the number of cases was less than four, and case–fatality rate was not estimable.
White boxes mean not applicable.
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International Severe Acute Respiratory and
Emerging Infections Consortium

ISARIC Coordinating Centre
Nuffield Department of
Medicine’s
Centre for Tropical Medicine
and
Global Health,
University of Oxford, UK

Launched Dec 2011
50 Networks
132 Countries

Aim: To prevent illness and deaths from infectious diseases outbreaks

Clinical Characterisation Protocol
• Develop protocols in readiness: Data elements, CRF, Common Outcomes, Ethics
• Pathogens deliberately not named
• Activation exercises
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https://isaric.tghn.org/

CCP-UK case report forms
History of cancer captured as a co-morbidity

April 2020: CRF amended ‘on active
treatment’
Chemotherapy

Immunotherapy/antibody treatment
Targeted therapy
Recent bone marrow or stem cell transplant
(<6 mths)
Radical Radiotherapy for lung cancer
Haematological malignancies at any stage of
treatment

Details on cancer or type of treatment has currently not been collected
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https://isaric4c.net

Cases registered as of 16th October 2020
Patients in database
n= 86,967

Patients with complete outcomes
n= 80,225

Patients with Cancer variables
complete
n= 73,718

No Cancer
n=66,055 (82.3%)
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Cancer
n=7,663 (9.6%)

History of Cancer
n=5,775 (7.2%)

Active Treatment
n=1,888 (2.4%)

Escalation of care & outcomes
Patients with complete outcomes n= 80,225
With complete cancer data n= 73,718

No Cancer
n= 66,055

On active Treatment
n= 1,888

Critical Care
n=
9,450(14.3%)

Critical Care
n= 432, (7.5%)

Critical Care
n= 182, (9.6%)

IMV
n= 5,715
(8.7%)

IMV
n= 226, (3.9%)

IMV
n= 72, (3.8%)

Died n= 18,901,
(28.6%)
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History of Cancer
n= 5,775

Died
n= 2,532, (43.8%)

Died
n= 778, (41.2%)

Critical care admission

Diabetes
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Admission less likely

Survival: No cancer vs cancer

Unadjusted HR 1.66 (95% CI 1.60 to 1.72), P < 0.001
30-day mortality
28.7% (no cancer) vs 43.3% (cancer)
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Conclusion
• Based on this large prospective UK series ~10% of hospitalised patients with COVID-19 had a
history of cancer
• No clinically significant differences in symptoms were observed in patients with cancer and
COVID-19
• Significant differences were observed in admission to critical care and IMV between patients with
and without cancer
• Patients with a reported history of cancer have a worse survival than those without cancer
• While absolute survival was worse in older cancer patients, the impact of cancer on survival was
the greatest in those cancer patients aged <50
• Limitation: Lack of information around cancer type, stage and treatments
• CCP-Cancer UK Companion Cancer study has started
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Unintended consequences
• Concerns about impact for lockdown on cancer
patients:
o Lower 2WW presentations during Wave I
o Issues with delayed diagnosis
o Later presentations potentially leading to later
Stage shift
o Deterioration of co-morbidities leading to
patients less able to tolerate radical treatments

o Predicted future cancer deaths due to the first
lockdown
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Timothy P Hanna et al. BMJ
2020;371:bmj.m4087
©2020 by British Medical Journal Publishing Group

Cancer Service Recovery – Progress
Our focus is on three main priorities – referrals, treatment levels
and reducing longer waiters – and to ensure services are
maintained throughout the second wave.
Referrals are continuing to rise:

• Latest published data (August) shows us at 85% of the level last
year with 170,000 people referred.
• From the start of the pandemic in March to the end of August,
over 870,000 people were urgently referred, over 90% of whom
were seen within 2 weeks.
• We continue to focus on increased and effective referrals
through:
o Increasing targeted public health messaging through the
Help Us to Help You campaign.
o Optimising conversion rates and stratifying diagnostic
pathways.
o Increasing diagnostic capacity.
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People first seen by a consultant following a Two
Week Wait urgent referral by GP (comparative to
2019)

Cancer service recovery – Progress
Treatment levels also continue to rise:
• Between March and August, overall cancer treatment was
maintained at 85% of the level in 2019 and over 125,000
people began a first treatment between March and August.
• Covid-friendly drugs and changes in radiotherapy regimes mean
cancer treatment capacity levels are rising.
Longer waiters:
• In August, the number of people waiting over 62 days to start
treatment after being urgently referred had come down
significantly from its peak in late May.
• Many of these people won’t have cancer and will be waiting for
a diagnostic test.
• Alliances, STPs/ICSs, and regions are making a targeted effort
to improve capacity, particularly in endoscopy and imaging.
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First treatments on 31-day pathway (comparative to 2019)

Wave II
Need to maintain
emergency and
elective work for
multispecialty
hospitals

Better understanding
of COVID19 and
impact on different
tumour
groups/treatments

Winter Pressures

Better treatments for
COVID19

Tailwinds
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EU Exit

Headwinds

Less fit for
patients worse
stage cancer

Better understanding
of infection control
and PPE

Tired workforce

Interim SACT
regimens in place
until end of March
2021

Uncertainty
about adherence
to lockdown

Local models of care
to facilitate virtual
working and more
home care

Necessity is the mother of invention
How do we hold onto the positive changes that have happened?
How do we address the pre-COVID issues:

Workforce

Space

Increasing therapeutic options

High cost treatment
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