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Almost 18 months since the beginning of 
the COVID-19 pandemic, we are still witness-
ing a heterogeneous burden of response to the 
disease across various regions of the world. 
While some nations pass through the ‘recovery 
phase’, others are in lockdown or experienc-
ing subsequent surges. Every country in the 
world has registered infection with COVID-19. 
Globally, the WHO Coronavirus disease situ-
ation dashboard presents official daily counts 
of COVID-19 cases and the mortality from the 
pandemic. As of 15 June 2021, 175,987,176 
confirmed cases have been reported world-
wide, including 3,811,561 deaths (https://covid19.
who.int/). 

Older people and those with underlying co-
morbidities, including cancer, are more vulner-
able to complications from COVID-19.  Cancer 
is a major public health problem.  Its burden 
continues to grow to exert tremendous phys-
ical, emotional and financial strain on individ-
uals, communities and health systems, specifi-
cally in low and middle-income countries which 
are least prepared to manage its consequences. 
Pooled analyses from a large series of studies 
showed that approximately 1-4% of patients 
with COVID 19 have a prevalence of cancer 
history.1-3 Higher rates have been observed in 
other systematic reviews4 specifically among 
patients who were critically ill or died.  

Recently, cancer is registered as the third 
cause of death among the general Iraqi popu-
lation, following cerebrovascular and ischemic 
heart diseases.5 WHO Coronavirus disease dy-
namic infographic dashboard of Iraq has so far 
reported over one million cumulative cases of 

COVID-19 (1, 259,683 in 14 June 2021) and 
16,736 deaths from the disease. Out of the de-
ceased cases, cancer as a cause of comorbidi-
ty was recorded in only 1% of Iraqi individuals 
who died from COVID-19, while cardiovascular 
diseases and diabetes mellitus were reported in 
49% and 39%, respectively.6 By applying logis-
tic regression in a recent retrospective survey, 
it has been displayed that cancer stage, history 
of receiving chemotherapy in the last month, 
severe lung involvement and lymphopenia 
were among the most important factors influ-
encing the survival among the affected cancer 
patients.7        

On the other hand, ongoing research on 
cancer patients themselves has so far illustrat-
ed that they do have a higher risk of develop-
ing COVID 19 infection than the general pop-
ulation. The incidence rates in those receiving 
active treatment ranged between 0.79% and 
4.2%.8, 9 A large cohort study on 73 million 
health records demonstrated an adjusted odds 
ratio for infection with COVID-19 of 1.46 (95% 
CI 1.42-1.50) in patients who have ever had 
cancer and 7.14 (95% 6.91-7.39) in patients 
who had a recent diagnosis compared to those 
who have never had cancer.10 The evidence 
clearly points out that patient with cancer 
tends to have much worse outcomes. Multiple 
meta-analytic studies reported statistically sig-
nificant odds ratios for increased mortality risk 
in COVID-19 patients with cancer versus those 
without.11-13

Nowadays, the oncology community is ac-
tively working together to face that problem, 
emphasizing that to assess the longer term im-
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pact of COVID-19 on cancer care across the 
global regions, we should focus on the “Current 
Normal” for oncology service.  To avoid the risk 
of infection, cancer care has been adapted to 
reduce the time spent in hospital settings. If 
there is an essential appointment, special safe-
ty measures should be placed to protect the pa-
tient and the working staff. It has been agreed 
that in many cases, it would be perfectly safe to 
delay some types of diagnostic and screening 
procedures or even certain treatment proto-
cols. In general, it has been concluded that if 
a cancer patient develops symptoms of COV-
ID-19, the medical priority will be to isolate and 
treat the infection rather than cancer which 
could be managed after recovery. If continuing 
diagnosis or therapy is essential, careful evalu-
ation of the risks versus the benefits of any in-
tervention should be thoroughly explored. 14-16

In general, the unprecedented burden of 
the pandemic on the health system has dis-
rupted the full spectrum of cancer care; not 
only through delaying diagnosis, treatment and 
halting clinical trials but also by posing signifi-
cant impact on other aspects of cancer control, 
including prevention, screening, supportive 
and palliative care strategies. The American 
Society of Clinical Oncology (ASCO) developed 
guidelines to standardize management of pa-
tients with active, progressing malignancy and 
those with lung or thoracic cancers across the 
health care system during the COVID-19 era 
and recommended that the general principles 
of treatment should be continuously followed 
in most cases where delays could result in rapid 
cancer progression.14 In 2020, ASCO produced 
a special guide on cancer delivery during the 
pandemic, stressing the significance of testing 
for COVID-19 in all patients with cancer and 
care providers.15

With the objectives of mitigating the neg-
ative impact of the pandemic on the affected 
patients and prioritizing the different aspects 
of cancer care, the European Society of Med-
ical Oncology (ESMO) published a consensus 
statement and treatment adapted recommen-
dations in the management of different can-
cers.17-19 The adopted approach considers the 
patient condition, the urgency of the planned 

treatment, its anticipated benefits versus the 
potential risks of COVID-19 and the available 
resources for safety. The adaptation strate-
gy differs depending on the therapeutic goal; 
i.e.,  curative treatment is likely to continue 
to ensure the best chance of remission, while 
the risks of COVID-19 in patients under pal-
liative therapy could outweigh the potential 
benefits of treatment. The structured tiered 
approach proposed by ESMO for the manage-
ment of cancer comprises three levels of prior-
ities, namely: Tier 1 (High Priority) for patients 
whose conditions are life-threatening or clini-
cally unstable; Tier 2 (Medium Priority) for pa-
tients with serious conditions but not immedi-
ately life-threatening; and Tier 3 (Low Priority) 
for stable situations where any treatment could 
be safely delayed.  

Obviously, the current impact of COVID-19 
pandemic on cancer care has resulted in seri-
ous delays that affected the identification of 
new cancer cases and the delivery of appropri-
ate treatment.20-22 The natural consequence of 
disruption in cancer-preventive and screenings 
measures accompanied by the late diagnoses 
will eventually yield advanced stages at cancer 
presentation, thus requiring critical treatment 
strategies with a lower likelihood of response 
to therapy and higher risks of mortality. A 
global collaborative cross-sectional study, en-
rolling 356 cancer centres from 54 countries 
across six continents, reported that 88% of 
the examined cancer care centres faced great 
challenges during the pandemic. These were 
mainly manifested by reduced services (55%), 
overwhelmed health systems (20%), lack of suf-
ficient personal protective equipment (19%), 
shortage of staff (18%) and restricted access 
to the requested medications (10%). The same 
study revealed that more than one-third of the 
participating centres reported that their pa-
tients were exposed to harm from the interrup-
tion of cancer-specific care and the deficiency 
of the relevant drugs.22 

In conclusion, anticipating the effects of 
COVID-19 on access to cancer care on long 
term bases, experts warned that the next sev-
eral years could bear witness to thousands of 
additional cancer-related deaths that could 
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have been prevented through routine care, 
which was delayed because of the pandemic.  
Urgent policy interventions through concerted 
efforts are highly recommended to handle the 
backlog of the suboptimal diagnostic and ther-
apeutic services to minimize the substantial 
harmful impact on cancer outcomes. 
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