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Ethical and practical considerations on cancer
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Abstract. National and international authorities and societies
have recently published important cancer treatment recom‑
mendations in order to propose extra measures that should be
taken during the COVID‑19 pandemic, such as prioritisation
of intend‑to‑cure treatments and younger patients, omission of
non‑urgent cases, and reduction of personnel present. These
measures raise important ethical considerations, since they
prioritise protection of Health Systems and Professionals
without seemingly taking cancer patient feelings of stress
into consideration. This could lead to an erosion of the physi‑
cian‑patient relationship, which is considered the core element
of medical ethics. Moreover, they raise practical concerns
about the continuous education of Health Professionals, the
status of reference centres and the evaluation of the hitherto
cancer treatments.
Introduction
Dealing with COVID‑19 pandemic is a global absolute neces‑
sity (1) and its priority is fully understood. Unavoidable, yet
not desirable, effect of this is the alteration of the course of
other diseases, as well as their treatment restriction (2), always
in a way that is compatible with the specificities of each. As far
as cancer treatment is concerned, national and international
recommendations published in March 2020 (3‑8) call for
extra measures to be taken by the surgical, chemotherapy and
radiotherapy (RT) personnel in order to protect themselves
and patients alike from being infected by COVID‑19. Among
others, most recommendations propose the following:
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i) Treatment omission for certain non‑urgent cases and all
COVID‑19 positive patients; ii) Prioritisation for intent‑to‑cure
treatments versus palliative ones; iii) Prioritisation of younger
versus older patients (with 65 years of age usually set as the
cutoff age); and iv) Reduction of the number of personnel
present to as low as reasonably achievable (ALARA), so
that the least possible number of patients and personnel are
present at a given moment, in order to decrease the chances of
COVID‑19 infection.
These recommendations indeed correspond to the special
conditions that spread of the pandemic imposes on Health
Systems and specify restrictions to be taken into consideration
by health personnel and administration concerning people
management and cancer treatments. While it is not the authors'
intention to question the necessity of such recommendations,
this article focuses on some ethical considerations that their
content may have on cancer patients and some practical
concerns that their implementation may bring to health profes‑
sionals.
Ethical considerations
It is commonly accepted that Health Services should treat all
patients on an equal basis (9). Of course, an equal treatment
does not mean same treatment for all, since each disease
differs in the ways of dealing with it and terms of affecting
patient's quality of life. After all, a disease is never experi‑
enced the same exact way by all patients or by a given person
throughout the course of their treatment. It is also universally
accepted that emergencies impose and justify extraordinary
measures, which may deviate substantially from usual medical
practice (10). However, patients consider that treatment of their
illness at the very moment it occurs is of great importance,
since it deprives them of the fundamental good health and
makes their life harder. This is even more true in the case of
cancer patients, since cancer is perhaps the disease that people
fear the most (11), due to its high mortality rate, and alleged
painful death. This is why moral and psychological support
of cancer patients throughout their illness is of paramount
importance. Recently published cancer treatment guidelines
focus on the Health System needs and personnel protection,
underestimating the psychological needs of cancer patients
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and consequently the importance of trust in the physician and
applied medical treatment. In general, good physician‑patient
relationship is considered the core element in medical ethics at
least since the Hippocratic Oath, not only for genuine ethical
but also for efficiency reasons. The more the patient trusts the
physician and has a positive attitude towards the treatment, the
better the results that can be achieved. In other words, a good
understanding between physician and patient improves the
medical and emotional condition of the patient, leads to better
compliance with the treatment and enhance the trust towards
the health services (12,13).
However, reduced number of treatment sessions than
the ones initially presented to the patients and distinctions
based on age criteria and level of emergency are likely to
upset cancer patients, make them feel they are being put
aside and neglected, despite the imminent risk to their lives.
Should one try to put him/herself in their position, he/she
will be faced with treating physicians announcing that ‘based
on new, international guidelines due to the COVID‑19
pandemic, some sessions will be postponed and the others
will be carried out, but at more sparse intervals, since the
pandemic needs to be addressed and personnel protected’.
Although justification for these changes could possibly be
largely accepted by the public, it is very likely that this kind
of explanation may be perceived as unfair and condemnable
by cancer patients and relatives. In other words, cancer
patients may consider that the Health System regards them
as a ‘burden’ and their treatments should be set aside in order
to promote saving human and non‑human resources for other
efforts that are broadly considered as more important. Such
a view is reasonable to cause feelings of anxiety and fear
concerning the outcome of their treatments as well as frustra‑
tion and anger against the Health System, while it could wear
down the physician‑patient relationship and have a negative
impact on the treatment's outcome.
Cancer patient feelings are of course not the only or
the best criterion for decision making during the current
COVID‑19 pandemic context. We believe, however, that they
should be taken into account and not without some empathy
for these people. After all, societal measures are generally
successful only when fully understood and accepted by the
vast majority of concerned people. Although in this case
neither the necessity nor the purpose of the recommendations
are questioned, one may reconsider the proportionality of
the proposed measures in terms of personnel contamination
risk and negative consequences for cancer patients resulting
from different treatment schedules or its postponement.
Strengthening the psychological support in view of treatment
alterations or cancelations and maintaining the patient's trust
and compliance in the medical treatment would also be helpful
in order to keep cancer patient morale and hope for full health
restoration intact (14). Such a proposal seems at first glance
to simply shift the offer of care from Oncologists, Surgical
Oncologists and Radiation Oncologists to Psychologists, and
therefore merely transfer the pressure from some medical
specialties to others. This extra care provision can, in our
view, be addressed if the number of people providing psycho‑
logical and moral support is expanded to also include clergy
and volunteers who should, obviously, meet the requirements
for such an endeavor.

Especially for religious patients support of a clergyman is
generally considered welcomed and important, and that is why
the possibility of having such a religious minister in hospitals
is accepted in many countries (15,16). Positive effects of this
kind of psychological support for cancer patients has been
documented in several studies (17,18), but under the extreme
circumstances of a pandemic and taking into consideration the
expected reduction of the number or postponement of treat‑
ments, the importance of this support to these patients becomes,
in our estimation, even greater. Especially for Christian Ethics,
this kind of help to the suffering fellow human being is of the
highest moral duty and its importance goes beyond the psycho‑
logical aspect and the aim of therapy, embracing also a certain
spiritual dimension: the disease highlights the weakness
of human nature, providing at the same time fertile ground
for humans to reconsider their lives and actions, forgive and
reconcile with people with whom their relationships have been
ruptured, and draw strength, optimism, peace, and tranquility
from their faith and hope in God. But also for non‑religious
patients, psychological support and solidarity by psychologists
and volunteers alike can be particularly valuable under the
prevailing conditions of this pandemic period.
Ethical considerations on cancer recommendations during
COVID‑19 pandemic concerning the maintenance of a
trust‑based physician‑patient relationship includes the physi‑
cian's duties as well. Reduction of the number of personnel
present to ALARA could represent more stressful working
conditions than usual, resulting in augmented fatigue, less
patience and burnout risk. These, in their turn, could poten‑
tially affect the quality of the provided services and increase
accidents, since most accidents in cancer therapy are associ‑
ated, among other factors, with too few health professionals
present (19,20). Based on these, the laws in most cases foresee
the constant presence, as an example among many specialties,
of ‘at least two (2) Medical Technologists in RT per Linear
Accelerator’. However, there have been national Competent
Authorities (CA; for example in France) that have temporarily
removed this requirement, at least for what is considered as
simple techniques of irradiation. People tend to be anxious and
worried when going to public services running on minimum
personnel assuring only the essential services, as is the case
during strikes. Thus, it would be difficult to convince cancer
patients and their relatives that cancer treatment services
running on ALARA are of equivalent quality as before, some‑
thing that is likely to add yet another stressing factor to their
lives.
Practical considerations
During the pandemic travel is generally not allowed or
extremely limited, leading most national and international
congresses to be postponed or cancelled, and all progress on
cancer research to be communicated only via scientific arti‑
cles. In Belgium, as is the case in many European countries,
radiation practitioners need continuous education ‘points’ in
order to renew their authorizations to exercise, as described in
the relevant Royal Decree (21) and Technical Regulations (22).
During this period the Belgian CA on radiation (FANC) was
forced to prolong the before mentioned authorizations without
first summing their points of continuous education (23). Health
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Professionals, mostly those working on a freelancer basis
(mainly but not only dentists) and, thus, those paying their
continuous education out of their pockets, could see this as
an opportunity to avoid congress participation also out of the
pandemic era.
Although reading more publications than before will not
necessarily interfere too much with the already overloaded
program of practitioners, there is always a small chance that
important research might be overlooked, while webinars, that
were thought by many to be anyway the future of scientific
communication, are still lacking administrative and technical
support within most major scientific societies. A possible
temporary solution could be that scientific societies create
specific working groups that will keep an eye on all relevant
publications and will broadly communicate the most impor‑
tant ones to their members, while trying to search for feasible
solutions on holding webinars.
Moreover, some recommendations seem to be contradic‑
tory, maybe even creating a feeling of non‑equal, or even
unfair, behavior from CAs and scientific societies towards
their members and health professionals. This seems to be
the case, for example, in France, where external audits must
take place annually (24), during which a certified auditor,
who is usually a Medical Physicist (MP), makes an official
visit to the RT department and checks if the internal Quality
Assurance (QA) controls have indeed taken place according to
the national regulations. These external audits are mainly, if
not exclusively, administrative and based on printed or online
documentation provided by the RT department. The internal
QA procedures checked by the external auditor are commonly
accomplished by MPs or Dosimetrists, who have been clearly
informed by their respective scientific society that during the
pandemic the minimum frequency and content of QA remains
unchanged, even if the exact same recommendations propose
the physical presence of ALARA MPs (25). However, the
French CA has allowed its temporary postponement (24), even
if this could obviously take place remotely, given the difficulty
in traveling and in order to protect the auditors. In other words,
less MPs than before need to conduct the same amount of QA,
even if ‘extra hours of work might be necessary’, the external
audit of which will wait until the pandemic is over.
Given points i), ii) and iii) of the recommendations
presented at the beginning of the article, it is expected that
most cancer treatment services will slowly experience a
decline in their number of patients. However, some national
and international societies demand that a minimum number
of cases per cancer site per year is reached, so that centers
and doctors are considered as ‘reference’. Should the dura‑
tion of the pandemic continue to extend, it is possible that
this number is not reached. On the contrary, other centers and
doctors could eventually decide to keep the same number of
patients as before, to treat or not being ultimately a medical
decision, or even be obliged to augment their numbers, since
patients that would normally be treated by the reference
centers will just seek to be treated elsewhere. Consequently,
it might now be these non‑refusing centers and doctors
that could reach the desired number of patients and, thus,
be considered as reference and/or opinion‑leaders once the
pandemic is over. This change might be inevitable or even
insignificant, but needs at least to be kept at the back of one's
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mind when deciding to fully implement the recommenda‑
tions.
Medicine is an evidence‑based science, constantly evolving
and improving by research and new data evaluation. In order
to offer the best possible treatment, health professionals and
researchers constantly search for the ideal hypofractionation
scheme, least total dose that is sufficient, irradiation field sizes,
necessity of boosts, etc. It would be difficult even to look for
answers to these questions during the COVID‑19 period, but
although these recommendations are temporary, they imply
that treatment results concerning overall survival with or
without hypofractionation and with or without boost will
not be dramatically different amongst them. Boost omission,
regardless of hypofracionation, leads to lower total irradiation
dose received by the tumour (or tumour bed). If this is deemed
feasible, as shown at least for some breast cases (26), the view
that boost sessions still practiced is considered overtreatment,
regardless of whether they take place within or out of the
pandemic era, will be reinforced. At the same hand, if hypo‑
fractionation and/or boost omission prevail, the total number
of sessions a patient will have and, thus, the total number of
patients per working day a RT department has will decrease.
If ALARA personnel carrying less sessions than usual is not
considered essentially worse nor more dangerous, the higher
management of hospitals will be reluctant to return to the
before the pandemic human resources. This situation, in its
turn, might be cost‑effective, but should not be implemented
without some solid prospective proof of its sustainability also
during normal periods.
Conclusions
Cancer treatment recommendation measures published
recently under the COVID‑19 pandemic era seem not to be
taking cancer patient feelings and morale into account, endan‑
gering the desired trust‑based physician‑patient relationship.
In addition to that, fully following the recommendations could
create practical issues ranging from questioning continuous
education to concerns about potential overtreatments.
As is the case with every crisis, COVID‑19 pandemic
could also create opportunities: this might be the best time to
empower the already proven usefulness of Psychologists and
to make better use of the help that clergymen and volunteers
can offer to cancer patients. In parallel, it could revive the
discussion on cost‑effectiveness in terms of personnel, cancer
treatment techniques and best care strategies both under
normal and pandemic circumstances.
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