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1.0 Introduction

The COVID-19 pandemicrepresentsa potentially significantstress to currentand future workflowsand
timelypatientcare withinBC Cancerand health organizations deliveringcancer care. Duringthe COVID-19
pandemic, itis verylikelythatclinicalcare willneedto be prioritized, deferred and reduced due to capacity
issuesfrom health care worker absence and decreased efficiency. This documentis intendedasa guidance
documentto provide recommendationsfor determiningpriority for consultation, assessment,and
treatment of patientswith cancerinthe event that the COVID-19 outbreak disruptsaccess to health care
resources.

These guidelines can be used inthe event of anactivation ofan Emergency Management Planin oneor
more regional cancer centres. Thisguideline can alsoserve asrecommendations tothe provincial
communityoncology networkclinicsand other health authorities delivering cancer care.

In additionto the clinical management guidelines outlined here, the BC Cancer staff will follow the
guidelines sent out by PHSA, BC Cancer, Employee Wellness and Infection Control.

2.0 Preamble

Itisrecognizedthatthere isa needto assess, manage andtreat patients with cancer duringthis pandemic.
Cancerisa lifethreateningdisease and evenif notimmediately life threatening, if left untreated or if
treatmentis significantly delayed will result in sufferingor shortening of survival.

Physicians, pharmacists, radiation therapists, physicists and oncology nurses and other health care
providers are essential for the appropriate and safe delivery of cancer treatments.

BC Cancer has developed patient prioritization criteria based on need and potential benefit. When capacity
isnotableto meet care demands,a Cancer Centre will enact a Prioritization Phase (a component ofan
Emergency ManagementPlan)to ensure patients with indications that are of the highest priority will
receive their carein anappropriate timeframe. All patients will continue to be monitoredand puton
waitlists regardless oftheir priority level. Where possible, a patient’s care will be transferred to another
centre with greater capacity. Different departments and tumour groups within a centre mayalsobe
affected disproportionately requiring flexibility of Prioritization Phase withina centre.

The decision to advance Prioritization Phase willbe determined by Centre Leadership in conjunction with
Provincial Program Leaders and BC Cancer Executive based on capacityand demand. BCCancer Centres
and Community Oncology Networks (CON) sites will be variably affected over time.

3.0 Assumptions

* Fundamentalresources willbe available (e.g. electricity, hardware and software infrastructure, water,
safe andsecureaccessto the physical plant) otherwise the provision of treatments willnot be
possible.
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* Everyeffort willbe madeto have appropriate Personal Protective Equipment (PPE) thatis required
accordingto B.C.infection control guidelines available for staff.

* Everyeffortwillbe madeto have appropriate and ongoingeducation specificto the pandemicagent
available to staffin a timely manner.

* Everyeffortwillbe madeto havethe appropriate drugs and suppliesavailable to treat patients. Inthe
eventofdrug, equipment or supplies shortages, specific management algorithms willbe referredto or
created as needed.

* Healthcareprovidershave anethical dutyto provide careina pandemic despite the elevated risk of
morbidityand mortality associated with these duties. However, this dutyis not without limitand
institutions mustprovide protectionsand supportto staffto deliver careina manner that minimizes
risks to their own personal safety. When an individual health care provider faces certain and
significantharmto theirpersonthatdutymaybe discharged. For furtherdetailson this dutyto care
will be available shortly (when available, please referto the ‘Ethical Framework regarding Healthcare
providers’ dutyto provide care duringCOVID 19’)

* Staffmaybe requiredto complete tasksoutside of theirnormal scope of responsibility, and attendto
patients not usuallyintheir care.

4.0 General Measures and Mitigation strategies

4.1. Advance care planning and code status:

Preliminary data fromthe early experience from China demonstrates a poor probability of survivalin
patients whorequire ventilationin the settingofsevereillness from COVID-19 and a cancer diagnosis.
Proactive discussionsabout patientwishesaround advance care planning, end of life care and shared
decisionmakingaroundthe value of cancertreatments and risks associated with treatmentarean
important part ofroutine cancer careandare more vitalin a pandemicsituation. These discussionsshould
occurasearlyas possible.

4.2. Group meetings

Continuingeducation, workshops, conferences androunds should be curtailed duringthe COVID-19
pandemic.

Tumour boards/conference/rounds/peerreview thatare directly related to patient care and management
should continue if possible. Ideallyallsuch meetings should be virtualized (e .g. teleconference, MOVI or
Skype participation). If convertingto virtual meetingsis not possible,all effortsshould be made to comply
with infection control measuresinplaceatthe time ofthe event (e.g. social distancing, not attending with
respiratorytractsymptoms, usinglarger conference rooms if possible). Duringsignificant workload
pressures radiation oncology peer review roundsshould be prioritized to only most critical cases, and
curtailed inextreme setting. In all circumstancesradiation oncology peer review should be convertedto
peer-to-peervirtual reviews.
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4.3, ACU visits

In usualclinical practice, mostclinical interactions involve face-to-face visits:initial consultation, patient
review/on-treatment visits, follow-up, doctors and allied health visits on treatment, simulation,and

treatment visits.

Waitsfor follow-up appointmentscanhave negative impacts, but vary with treatmentintentand cancer
site. Manyfollow-up appointmentscould be deferred for months withoutincident, particularlyroutine
follow-ups inwell patientswithoutknown evidence of disease. Assessmentsofthe patient while
undergoingtreatment needs to be timelyto be useful, butinsome cases,canbe minimised infrequency,
e.g.onlyoccuronan“as necessary” basis.

Ma ny consultations, on-treatment visits, and follow-up appointments canbe done by phone or virtually
without a patient visit. Some patient a ppointmentsrequire anexamination for optimal patient care and
decision making. Some examinations have higherrisks (i.e. potential foraerosol) thanothers: e.g.
nasopharyngoscopy, vaginal examination, etc.). All direct face to face patientinteractionsand exams
should be deferred if possible and convertedto a phone of virtual visit. Higher riskexamination maybe
even moreimportant to defer than others,and/or may need extra infection protection processes (see high
riskproceduressection below), and should be discussed with infection control. In general, examinations
should be deferred in patients known or suspected of COVID-19, but specificscenariosto use as a guide are
described inappendix B.

4.4, Other treatment mitigation strategies to consider at any phase

Exactly how susceptible cancer patientsare to infection with COVID19 has yet tobe established. Patients
with compromised immune systemsare thoughtto be more vulnerable andthe risk/benefit ratioofany
treatment hasshiftedin the context of this pandemic.

e Thelongest possible cycle frequency schedules consistent with safe and effective use of systemic
therapyshouldbeusede.g. q 3-4 monthly LHRHanaloguesvs. g monthly.

e Selectingprotocolsthatareshorterinduration.

e Usingq4 or6 weeklyimmunotherapy protocolsratherthan2 or4 week.

e Consideringdeferringsupportive therapies suchaszoledronicacid.

e Use of GSCFas primary prophylaxis to protect patients and reduce admission rates.

e Considerdeferringor holdingmaintenance treatments for patients whohave hada goodresponse
totherapyreceivedto date.

e Asmuch as possible use standardofcare protocolsand Preprinted Orders (PPO) and limit the use
of Compassionate Access Program (CAP) approved exceptional treatments.

e Changingintravenoustreatments to subcutaneousororalifthere arereasonable alternatives.

e More thoughtful consideration of risksand benefitsinsituationswhere evidence and benefits are
less certaine.gadjuvant chemotherapyforstagell coloncancer.
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e Use most efficient/parsimonious fractionation scheme andtechniques with whichthe centre has
experience forall patients startinga new course of radiation (e.g. hypofractionated breast and
prostate regimens, and single fraction for bone metastasis).

e Wherepossibletreaturgent cases duringregular operatinghoursto maximize support from
infection control.

e Wherepossibletreatatriskorknown COVID-19positive patientson specific Linacs atendofday.

e Use electronicformsof RTorderingwherever possible.

e Minimize use of CTcontrastfor CTsimulation inRT.

e Deferhighriskexams such as nasopharyngoscopyaslongas possible asappropriate forindividual
case.

e Avoid useofhighlyspecialized techniques (e.g. Gammaknife, or Proton therapy) requiringout of
provincereferral or referral outside region.

e Inthe exceptionalcircumstance where a knownor suspected to be positive for COVID-19 is
treated, use the most efficient/parsimonious fractionation scheme and simplesttechnique thatis
appropriate.

e Wherewaitlistsdevelop orworsen due to capacity constraints, patientsshould be prioritized from
waitlist bythe department head usingthe prioritizationframework as a guide in additionto
consideringthe amountoftime a specific patienthas already waited.

e Inclinicallyappropriate circumstances, pharmacy and otherhealth care providersmaymailor
courier medicationsand provide telephone counseling/ use other telehealth methods.

e When group family meetings relatedto patient care are required, whenever possible such
meetings should be virtualized by telephone or telehealth/video.

e Wheninterpreters arerequired for communication, wheneverpossible there use should be
virtualized by telephone or telehealth/video.

e Oncologistsandsurgeonsshouldbein dialogueinregards to surgicaland other medical resources
inthe regionandwhether an howthat should impactthe timingofreferrals.

For otherRTspecificconsiderations please refer to RTProgram Sharepoint site:RT Operational
Considerations.

Fortumour group specificrecommendations inthe face of restricted accessto care and con strained

resourcessee:

4.5, Laboratory, Pathology, and Ancillary medical services used in oncologic management

Manylaboratory, pathology, and othermedical services are usedin decision makingand management of
cancer patients. All of these procedures,andin particular those with potential to create aerosols, have the
potential to put patients and staffatriskduringa pandemic,and physicians orderingsuch testand
proceduresshouldreview the necessity and timelinessofthe testsin relation to the patient’s individual risk
fromcancerand frominfection.

There mayalsobe some limitationsoriginatingfrom other publicand private health care facilities,asa
result oftheir contingency planningorinfection control issues. Itisstrongly encouragedthat teststhatcan
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be delayedaredone so, and that tests not critical to patientshort term (i.e. next 6 months) management
be deferred until the surge ofthe pandemic has diminished.

4.6. Clinical Trails

Assignificant proportion of BC Cancer patients are clinical trial participants. Duringa pandemic ensuringthe
safetyoftrial participantsis paramount. The principlesandstrategiesoutlined inthis document apply
equallyto clinical trial patients, however. See section 13.5 for further Clinical Trial details.

5.0 Ethical Guidelines and Principles in cases of restricted services
See Appendix A for additional considerations and framework.

5.1. Principles

* Agoalwillbeto provide cancerservices to the largest possible numberofpatients whoare likely to
benefitin a safe mannerthatminimizes riskofexposure to otherpatients, health care providers
and flattens the curve ofincident infections.

* Patients with indicationsfor emergency access to assessmentand treatment should be provided a
high priorityaccessto treatment whereitis safe forstaffandthe patienttodo so.

e Accesstocancerservices willbe influenced by the likely be nefit from treatment, and whether
alternative treatment optionsare available.

* Patientsontreatmentshouldbe prioritized but in circumstances where patients with high priority
disease are unable to be accommodated, consideration should be givento discontinuingtreatment
forthose patientswho would be considered lower priority or for whominthe opinion of their
treatingoncologist,additional treatment may provide modest additional benefit.

* Thereisanunderlyingassumptionthat everyone who requirescare will receive care and that there
isa dutyofnon-abandonment. As such, duringa pandemicall patientsin clinical need willbe

supportedandcaredfor; however not all patientswill be able to receive certain therapiesand
instead have their needssupportedin the medical, palliative and community health systems of
care.Insomesetting patientsmayhave their assessments andtreatmentsdeferredto a later date.
* Cancer patientswillwant to discuss with theirclinicianswhether the risks of beginningor
continuingtheir cancer treatment could outweigh the benefits, giventhat many patients receiving
treatmentin particular are more atriskofbecomingseriously unwell ifthey contract the
coronavirus infection. In the eventofdisruptionto cancerservices, cliniciansmayalso need to
prioritize treatment for those mostinneed. Itisimportantthatalldecisionstaken are done sowith

multidisciplinary team (MDT) inputand clearly communicated with patients.
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6.0 Prioritization Guidelines

Throughout a pandemicthere will needto be greater clinical stringency and a pplication of prioritization
criteria.Importantly, the application of prioritization criteria will resultin an adjusted and lowered standard
of care fromusual stateandthus must onlybe enactedin relationto anaccurate determination ofthe
actualsurge state ofthe system.

Patients shouldalso be considered interms of urgency ofindicationfor treatment and assessment. The six
levels of urgencycan be used as a guideline to prioritize cases, but ideallyindividual cases should be triaged
by the departmentheadwithinput fromtreatingphysician ona case bycasesbasiswhen possible. In
general, curative treatmentswith high probability of success should be prioritized over other indications.
Table 6.1lists the priority phases that centres mayneed to restrict theirservices temporarilybasedon
demandandcapacityin situationwhere health care staff maybe limited. Table 6.2 groupsthe common
indications that are encounteredinto prioritization levels. These prioritization levels are used to triage
patientwaitsandto groupindicationsinto prioritization phases. Indications not described below need to
be assigned a level bythe department headincollaboration withthe relevant MRP. The decision to
advance Priority Phase will be determined by Centre Leadership based on capacity and demand and
must be made in conjunctionwith Provincial Program Leaders and BC Cancer Executive before instituting
any limitation in service.

The process used to make these decisions should be informed, participatory, values-based, beneficial,
systems-focused, reasonable, andtransparent, as outlinedin detail in Appendix A.

Criteria such as Age, Stage of Life, Mental Ability, Physical Ability and/or Disability per se should notbe
usedinisolationasallocationcriteria. The moralworth, value and dignity ofall persons are equal
regardless of these criteria. However, these criteria maybe considered withinthe decision-making process
when other objective clinical features such asassociated comorbidities are likelyto impact anindividual's
abilityto survive theiracuteillness.

There maybe circumstanceswhen, all other criteria beingequal, we prioritize a specific population,suchas
younger patients, because the allocation ofthe limited critical care resources will do the greatest good for
the greatest numberbysavingthe most healthylife years. The impactofthe care provided will serve to
save life orlimbetc.and not simply because theyareinthis populationgroup.

Communicating with Families When Normal Standard of Care is Withheld due to a

Pandemic
Underanycircumstances, patientsand families beingcaredforin the health care context experience

vulnerabilityand emotional and psychological stress. It is assumed that communication withfamiliesand
patientsinthis settingis caring, compassionate and sensitive to the particular needs of these individuals.
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This need willbe heightenediftreatment choicesare limited due to conditions of scarcityas patients may
interpret withholdingoftreatment options as being abandoned. The responsibility on care teams for

excellent communicationinsuchsituations isthat much greater.

If treatmentsthatwould have beenofferedto patientsinmore normaltimesis beingwithheld from
patients due to excessive demand caused by a pandemic, then communication with families shouldinclude
the followingthree features:
a. Thefactthattheresourceis beingwithheld:
e Thisisdue tothe COVID-19 pandemic
e The criterion usedto make allocation choices has beenestablishedandis used
provincially
e The criterionisthenumberofhealthylife yearsthatcanmostlikelybe preservedinthe
contextofa robustethical framework

e The criteriabeingused donotmake social judgments andthat the value ofevery
humanlifeisseenas equal
b. The care teamiscommittedto servingthe patient’sneedsandwill useallavailable
resourcesasappropriate to help meet the patient’s goals of care —the patientand family
are notbeingabandoned
c. Thereisa processto disputethisifthe family wishes

Every familyis different and different me mbers of a family may have differentclinical understandings and
values related to the patient’s care. This information should be conveyed as sensitivelyas possible, based
on the particularsituation and needsofthe family.

Because ofthe crucialrole that physiciansplayliterallyandin the minds of patients and families, wherever
possibleit maybe best that thisinformationis shared bythe physician. Although notidealin normal
circumstances, such communications maybe inwritingoroverthe phone/videolinkratherthanin person.

Leadershipshould alsoconsider settingthe expectation proactively with patients and families that the
systemis operating under enormous constraint due to the COVID-19 pandemic. Thisstep should be taken
with careandin consultation with hospital communications experts.

6.1. Radiation and Systemic TherapySpecific Guidelines (see footnotes)

There aretwo main elements of prioritization: 1) centre specific restrictions inthe typesof patients thata
centre will treat (Priority Phase) based on the relative benefit of various treatment indications duringa
period of crisis andinabilityto meet demand; and 2) reasonable delays for patients with specificindications
withina prioritylevel (i.e. Reasonable treatment delaysin a period of crisis).
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This sectionoutlines the former,i.e.the Priority Phases for treatmentwithin a centre. The later, i.e.
reasonable treatment delays withina prioritylevel, are outlinedin more detailin Appendix B for RT

indications.

Itisimportantto notethatdifferent centresmayhaveto set differentpriority phasesfromothercentres
dependingon availability of staff. Similarly, although the table below combines RTand Systemic priority
levels for simplicity, itis possible that withina given centre RTand Syste mictherapy maybe operatingin
different priority phasesata particular time dependingon availability of staff.

Centre Priority Phases for Systemic and Radiation Therapy

Phase Prioritization Levels

0 No prioritization restrictions

1 OnlypatientsinLevels1-5 willbe prioritized for treatment pertime frame
2 OnlypatientsinLevels1-4 willbe prioritized for treatment pertime frame
3 OnlypatientsinLevels1-3 willbe prioritized fortreatment pertime frame
4 OnlypatientsinLevels1-2 willbe prioritized for treatment pertime frame
Guidelines

“Target Treatment Start Within” T times listed below are meantasroughguide reflectingwait times for

patientsinparticular priority groupsthat arein excess of usual wait times. These time lineswill helpinform
decisionmakingas to whena centre moves to the nextcentre priority phase.

Prioritization | Target External Beam Radiation* IV Systemic Therapy
Level Treatment
Start
Withint
1 1day * Emergencies: cord * Emergencies: chemosensitive
compressions, life threatening malignancy causingorat high
bleeding, circulatoryor riskoforgan function
respiratory obstruction. compromise (e.g. airway
obstruction, spinalcord
compression, bowel
obstruction, severe debilitating
symptoms, severe potentially
reversible metabolic
derangement)
2 14 days * Curativeintent RTfor: Limited or extensive stage
o Squamouscellcancerof smallcellcarcinoma
the Head & Neck, Cervix, Curativeintent treatment for
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Anus or Esophagus germcell cancersand
o Aggressive and lymphoma
intermediate grade Neoadjuvant treatmentwhere
Lymphoma thereis high likelihood of
o Bladdercancer enablingsurgical cure and high
o Smallcellcancers levelevidence supportingthat
o NeoadjuvantRTfor rectal treatment (e.g. locally
cancerwitha 5 day advanced breastcancer)
regimen Patients eligible for dual
o Pediatriccases modality treatmentwith
* Palliative RTforintractable curativeintent (e.g. squamous
symptom fromcancerin patient cell cancer ofthe head & neck,
with > 6 weeklife expectancy cervixcancer, bladder,and
lungcancer)

3 21days * Other curative-intent RTin Palliative therapy for patients
whomthereisclinical or who have moderate to severe
radiographic evidence of gross symptoms
tumour present thatis not Patients beingconsidered for
otherwise specified adjuvanttreatmentwherethe

* Neoadjuvant RTforsarcoma, absolutereductioninriskis >
locallyadvancedbreastand 10%.
rectalcancerwitha 25day
regimen

* AdjuvantorprophylacticRTfor
indications associated with a
survivalbenefit

* Curative RTforgood prognosis
gliomas

* Palliative RTforindicationsnot
otherwise specifiedin patient
with > 6 weeklife expectancy

4 28 days * Curativeintent RTto the low and Palliative therapyfor patients
intermediate risk Prostate thathave no or minimal
cancerorhigh risklocalized symptoms
prostate cancer respondingto Patients beingconsidered for
Androgen Deprivation. .

* AdjuvantRTindications that are adjuvant t.reatmenthh(.arethe

. . . absoluteriskreductionis less
not associated witha survival
benefit (e.g. DCISofthe breast) than 10% but greaterthan 2%

* Benign CNSlesions (pituitary,
meningioma (other than optic
meningiomas)

* Palliative RTfor poor prognosis
gliomas/glioblastomas

* Prophylactic palliative RT for
asymptomaticlesions

* RTfor lowgrade lymphoma
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* SABR for asymptomatic
oligometastatic disease
Palliative RTfor brain
metastasesin cases where there
is a systemic optionswith
potential CNS control
Non-melanoma skin cancer
Palliative RTfor symptomfrom
cancerthatarecurrently
reasonably controlled with other
methods

* Hyperplasticsoft tissue lesions:
peyronie’sdisease, Dupuytren’s
contracture)

* Minimalriskacoustic neuromas,

* Arteriovenous malformations

5 >28 days * VeryLowriskprostate cancer Palliative therapy wherethere
* AdjuvantRTforlowrisk DCIS is minimal expected benefit
* Palliative RTnearendoflife (<6 from patient factors (e.g.
weeks survival) those with poor performance
* Non-threateningmeningiomas status >3)and/orforwhom
* Patientsinwhomtreatments the benefitsof systemic
otherthan radiationare options therapyare minimal(e.g.
toreplaceordeferradiation response rate <10%, median
(e.g. hormonaltherapyin PFS/0S benefits<2 months)
selective patients with prostate Patients beingconsidered for
cancerorwithlowriskluminal A adjuvant treatmentwithan
breast cancergrwomgnover70 absolute riskreduction of less
years ofagewithlowrisk breast than 2% (e.g. adjuvant
cancer). bisphosphonates)
Patients whoare on palliative
intenttherapyand have been
onthe sameregimen for>6
months willbe considered for
treatmentinterruptionor
lengtheningtheinterval
between treatments
6 Not * Elective non-malignantcases. Not Applicable
Applicable | * Heterotopicbone

*See appendixfor special circumstances related to brachytherapyand systemic radiotherapy.

Furtherdetails on tumour group considerations for systemic and radiotherapy forinternal use can be found

at:
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6.2. Functional Imaging

Currently BC Cancer operates the onlythree publicallyfunded PET/CTscannersin the provinceandis the
onlylicensed producer of FDG. ScansaredoneinVancouverand FDG is shipped daily Mondayto Friday by
ferrytothe BC Cancer-Victoria PET/CTscanner.BC Cancer hasdiscontinued sendingpatientsto

Bellingham for PET/CT scans.

There isno rolefor PET/CTin the management of COVID-19 infected patients. If additional CTresources
were to be required however,the PET/CTscannerscouldbe operated as CTscannersonly, whennot being
used for PETimaging

The BC Cancer-Vancouver cyclotronfacilityis the sole producer of FDG for the province. Operations
depend ona limited number of cyclotron operatorsandradiochemists. In order to minimize risks to key
personnel,includingclerical and administration staff, workfrom home measures have been implemented

and will applyasmuchas possible. Remote readingfor physicianswill alsobe utilizedasmuchas possible.

The use of PETin oncologyis based upontumour group approved evidence basedindications. Inthe event
of forced reductionin clinical capacitythe planwould be to prioritize the mosturgent cases needing
PET/CT to planpotentially curative treatment and inpatient requestsfor approvedindications. In general,
indications for response assessment and non-oncologic indicationswould be givena lower priority.

Centre Specific Prioritization Phases for Functional Imaging

Phase Prioritization Levels
0 No prioritization restrictions
1 OnlypatientsinLevels1-5 will be prioritized for treatment pertime frame
2 OnlypatientsinLevels1-4 will be prioritized for treatment pertimeframe
3 OnlypatientsinLevels1-3 will be prioritized for treatment pertime frame
4 OnlypatientsinLevels1-2 will be prioritized for treatment pertime frame

Priority | Disease States
Levels

1 - CervicalCancer—staginglocallyadvancedorrestagingprior to salvage therapy

- Esophageal Cancer—stagingpriortoCRTorsurgery

- HeadandNeckCancer-stagingand restagingfor potentially curable disease

- Inpatientrequestsforapprovedindications

- Lymphoma-—stagingHodgkin and aggressive non-Hodgkinlymphoma

- Lymphoma—plan for duration oftreatment in Hodgkin and aggressive non-Hodgkin
lymphoma
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- Nonsmall celllungcancer—preop orradical radiotherapy staging
- Pediatricsolid tumours—staging/restagingand assessment of treatment response
- Small cellcancer—stagingin presumed limited stage disease

2 - Analcancer—stagingandRTplanning

- Breastcancer—staginglocallyadvancedorlocallyrecurrent disease
- Colorectalcancer—stagingfor potentially resectable recurrences

- Endometrial cancer—stagingandRTplanningin high riskdisease

- Melanoma—stagingorrestagingpriorto radicalsurgery

- Ongoingclinicaltrials where PETis mandated by study protocol

- Sarcoma-staginghigh grade disease

- Vulvar—stagingandRTplanningforlocallyadvanced disease

3 - Esophageal cancer—restagingpriorto surgery
- Lung-characterization of solid solitary pulmonarynodule <2 cm or ground glass lesion <4
cm

- Prostatecancer—PSMA

- Neuroendocrine —68Ga-DOTATOC

- Thymoma/thymiccarcinoma —staging/restagingprior to potentially curative treatment
- Oligometastatic Disease —stagingpriorto consideration of SBRT

q - Brain—evaluationofrecurrent disease versus radionecrosis

- Cholangiocarcinoma—adjunct to staging

- Gastriccancer—adjunctto staging

- HeadandNeckcancer—evaluationoftreatmentresponseat3 months

- Lymphoma—evaluationof newlydiagnosed solitary plasmacytoma to exclude multiple
myeloma

- Melanoma—evaluatingresponse to treatmentifresultis likelyto change therapeutic
response

- Myeloma —assessment of response in non-secretory or oligosecretory disease

- Neuroendocrine—FDG PET ifbeingconsideredfor PRRT

- Pancreaticcancer—adjunctto staging

- Seminoma-—adjunctto stagingand restaging

- Thyroid cancer—detection of suspected recurrence

5 - Anal cancer—evaluatingresponse to treatment

- Breast—Evaluation ofresponse to therapy

- Cervicalcancer—evaluatingresponse to treatment

- GIST-Evaluationofresponse to treatment

- Mesothelioma—stagingpriorto resection

- Paraneoplastic Syndrome —searchingfor occultmalignancy

6 - Evaluation for active cardiac sarcoidosis
- Detectionofseizurefocusin patientswith medically refractory epilepsy who are potential
candidates for epilepsysurgery

Specific indications for a PET/CT not listed should be discussed with the Functional Imaging Program Lead
and Physician ordering test to establish appropriate priority level.

Implementation
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Requisitionswill be triaged by PET/CT physicians as per normal upon receipt. Technologistsand booking
staffwith guidance as needed by PETdoctors ofthe dayin Vancouverand Victoria, will book p rioritized

patients as perthe phasesandlevelsoutlinedabove.

Patients whose scans are delayed by this prioritization process willbe wait-listed and rebooked in priority
basedon datereceivedandhowtheywereinitiallytriaged. PETphysiciansanddepartmentheadsin
Vancouver andVictoria will be available to discussindividual cases with referringphysiciansasneeded.

ScanningPatients with Known COVID-19 Infection

Current infection control recommendations for cleaningrooms and equipmentaftera patientwith COVID-

19isthesimilarto cleaningthe roomaftera patient with TB requiringairborne precautions.

The settle time variesfromsite to siteand roomto room, dependssomewhat onthe air exchangesin the
room-90 minutesis usually maximum amount of time.

Regular hospital-grade cleaningsolutions are effective in cleaningfor COVID.

6.3. Pain and Symptom Management, psychiatry and Counselling (PSMPC)

General principles

e Asalways, all BC Cancerclinical staff will have to contribute to painand symptom manage ment
and palliative care support for patients and their families.

e Familyphysiciansand other community supports willhave to playaneven biggerroleinsupporting
our patientswith palliative care needs.

e Anexcellent COVID-19-specific resource to guide painand symptom management duringthistime
canbe foundhere: https://www.capc.org/toolkits/covid-19-response-resources/. For regular
PSMPC patient needs, please go to the CPAC guidelines
https://www?2.gov.bc.ca/gov/content/health/practitioner-profe ssional -resources/bc-
guidelines/palliative-care-approach.

e We havesmall PSMPCservices that maybe cutto 50% or even 0% at some centreswithonly one or
two staffmembersabsent.BC Cancer -Vancouveris the onlysite with a MOCAP-funded24/7 on-
call contract and oncologists can callfromanycentre.

e Thevastmajorityof PSMPC services are now beingdelivered byvirtual healthor by phone.

e Some situationsthatwouldusually resultin afull consult mayhave to be addressed through advice
to otherclinicians over the phone

Prioritization | Treatment | PSMPC
Level Required
Within
1 1day ® Patients requiring immediate expert PSMPC according to clinical judgment of treating physician
® Patients with significant risk for harm to self or others related to physical symptoms
® ESAS score of 9 or 10 for Pain, Nausea, or Shortness of breath despite standard measures
® ESAS score > 7 for Pain, Nausea, or Shortness of breath despite standard measures and other forms of
significant distress magnifying impact on patient, clinicians, or Centre operations
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7 days ® Patients requiring semi-urgent expert PSMPC according to clinical judgment of treating
physician/failure of trials of standard treatment

ESAS score > 7 for Pain, Nausea, or Shortness of breath despite standard measures

ESAS score 4 to 6 for Pain, Nausea, or Shortness of breath despite standard measures and other forms
of significant distress magnifying impact on patient, clinicians, or Centre operations

Patients who have difficulty with fatigue or appetite despitestandard measures thatis likelytolead to
serious decompensation if not addressed quickly

14 days

ESAS score 4 to 6 for Pain, Nausea, or Shortness of breath despite standard measures

ESAS score < 4 for Pain, Nausea, or Shortness of breath with standard measures, but other forms of
significant distress magnifying impact on patient, clinicians, or Centre operations

Patients who have difficulty with fatigue or appetite despitestandard measures that will predictably
lead to serious decompensation if not addressed

28 days

ESAS score < 4 for Pain, Nausea, or Shortness of breath with standard measures and no other
significant distress, but treating physician believes PSMPC consult required

>28 days Any other patient who the treating physician believeswould benefit from a PSMPC consult

>28 days

Patients whose symptoms are well-controlled by other clinicians but who are nonetheless requesting
extra assessment

6.4. Psycho-oncology/Mental Health

Generalprinciples

All BC Cancer staff willhave to contribute to mental health care duringthistime asall patients will
be anxious.

All BC Cancer staff willhave to do whattheycanto maintain theirown mentalhealthin orderto be
ableto continue serving patients.

We have small mental health/psychiatry/social work/counseling/spiritual care services that maybe
cutto50%oreven0%at some centreswithonlyone staff member absent.

Manymental healthandsocial workservicescanbe delivered by virtual healthor byphone and
some psycho-oncology staff willbe workingfromhome.

Some situationsthatwouldusuallyresultin afull consult mayhave to be addressed through advice
to otherclinicians over the phone.

Prioritization | Treatment | Psychiatry/Patient & Family Counseling
Level Required
Within

1 1day * Active suicidal ideation with imminent riskto self (few protective

factors)
* Active homicidalideation withimminent riskto other (few
protective factors)
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* Aggression/Violence significantlyinfluenced bya mental illness

* Uncontrolled hyperactive delirium creating significantbehavioural
disturbance on inpatientunit

* Uncontrolled psychosis causingsignificant behavioural disturbance
orothersafetyconcern

* Uncontrolled alcohol withdrawal on inpatient unit

* Imminentriskto safetyrelated to housing, neglect,domestic
violence, nutrition, finances, orinability to seek medical helpor
secure other necessities of life

* Mental health comorbidity preventingemergentmedical treatment
/ need for expertcapacityassessment

2 7 days * Newactivesuicidalideation withoutimminentriskto self (some
protective factors)

* New homicidalideation withoutimminent riskto other (some
protective factors)

* Deliriumrequiringexpertadvice despite trialsat management

* Uncontrolled psychosis without significant behavioural disturbance

* Maniawithoutpsychosis

* Predictableriskto safetyrelatedto housing, neglect,domestic
violence, nutrition, finances, orinabilityto seekmedical helpor
secure other necessities of life

* Patients whoworkin essential services who mightreasonably
return to workwith helpwith mental health or practicalconcerns

* Mental health comorbidity preventingnecessary medical treatment
/ need for expertcapacity assessment

* Personalitydisorder disruptingcare of other patients/function of
the Centre/mental health of staff

* Factitiousdisorder or malingeringdisruptingcare of other
patients/function of the Centre/mental health of staff

3 14 days * Worseningchronicsuicidal ideation without imminentrisk
(longstanding protective factorsremain)

* Worseningchronic homicidal ideation (longstanding protective
factors remain)

* [lIness Anxiety Disorder, OCD, or Panic Disorder that hasbecome
completelydebilitatingoris causingsuicidalideationin the context
of COVID-19

* Graduallyworseninghealth or overall state due tochallenges with
housing, neglect, domestic violence, nutrition, finances,
transportation, orinabilityto seekmedical help or other necessities

* Patients whose mental healthor practical concerns are directly
relatedto having COVID-19

4 28 days * Worseninganxiety or de pression without significant changein any
chronicsuicidalideation
* Practical helprelated housing, nutrition, finances, transportation
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that will significantlyimprove course of life/treatmentif addressed

>28 days

* Follow-up for patients with nounderlyingmental health
comorbidityandnoriskforharmto selfor others, but whoare
copingpoorlyunder the circumstances

* Follow-up for patients who have no underlying mental health
comorbidity orimminentsafety concerns, but who are socially
isolated

* Help with housing, finances, transportation, etc. that hasno urgent
time pressure

>28 days

* “Worried well” —high functioning patients whoare experiencing
some anxietyin the context of COVID-19 and cancer, but continue
to function better than most

Centre Priority Phases for Mental Health Care

Phase Prioritization Levels

0 No prioritization restrictions

1 OnlypatientsinLevels1-5 will be prioritized for treatmentpertime frame
2 OnlypatientsinLevels1-4 will be prioritized for treatment pertime frame
3 OnlypatientsinLevels1-3 will be prioritized for treatment pertime frame
4 OnlypatientsinLevels1-2 will be prioritized for treatmentpertime frame

6.5. Nutrition

General principles:

Released:

AllI BC Cancer staff will have to contribute to identifying patients atrisk of malnutrition
versus those who have informational needs around nutrition and cancer

All BC Cancer staff will have to do what they can to maintaintheirown mental healthin
order to be able to continue serving patients
We have small teams of Registered Dietitians (RDs) that may be cut to 50% or even 0% at
some centres with only one staff member absent
Many oncology nutrition services can be delivered by virtual health or by phone and some
on staff will be working from home
Some situations that would usually resultin a full consult may have to be addressed
through advice to other clinicians overthe phone
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Prioritization | Treatment | Nutrition
Level Required
Within

1 1day

Urgent tube feeding and refeeding risk
assessment to determine need to admit to
hospital versus remain in community for
management

2 7 days Curative-intent treatment with progressive weight

loss and nutrition impact symptoms

Enteral feeding-related nutrition impact
symptoms

Partial bowel obstruction

Weight loss:

>2% in 1 week
>5% in 1 month
>7.5% in 3 months
o >10% in 6 months

O O O

3 14 days

Palliative-intent treatment with progressive
weight loss and nutrition impact symptoms

Post curative-intent treatment with progressive
weight loss and nutrition impact symptoms

Staff referrals not meeting the above criteria
BMI < 18.5 in adults under 65 years

BMI < 22 in adults over 65 years

Community/home health RD referrals

4 28 days
5 >28 days
6 >28 days

Nutrition Screening Tool (NST) score 3

HealthLinkBC referrals

General nutrition question

Centre Priority Phasesfor Mental Health Care

Phase Prioritization Levels

0 No prioritization restrictions

1 OnlypatientsinLevels1-5 willbe prioritized for treatmentpertime frame
2 OnlypatientsinLevels1-4 willbe prioritized for treatment pertimeframe
3 OnlypatientsinLevels1-3 willbe prioritized for treatmentpertime frame
4 OnlypatientsinLevels1-2 willbe prioritizedfor treatmentpertime frame

6.6. Surgical Services

Presently, most cancer surgeryis performed athospitalsin British Columbia not directly under the auspices
of BC Cancer. As such, eachinstitution must balance the needs of their urgentelective surgery patients
(includingcancer patients), emergency surgery patientsandthe ventilatory needs of critical care patientsin
hospital,including COVID-19 infected patients.

While the current pandemic hasstretched resources, hospitals across British Columbia h ave protocols in
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place to manage and triage patient care. Under these provisions, cancer surgery patientsareamongthe
last patients to be delayed or postponed. Short of an extreme scenario where most hospital ventilatorsare
commandeered to manage criticallyill patients, surgeonswill strive to meettargettimesfor cancer
patients’surgery.

Once a hospitalreachesa critical mass of ventilated patients, virtually all elective, and mostsemi-urgent
surgerywillbe postponed. Underthese circumstances, BC Cancer recommends regional coordination
between institutions and surgeonsto redistribute cancerrelated proceduresand minimize the waitto
surgeryforcancer patients. Itisclearthat delayto surgerycould leadto the need for emergencysurgery
(e.g. bowel obstruction, spinal cordimpingement) or compromise ofthe patient'slong-term cancer free
survival. Prioritization shouldbe onthe case bycase basis, where institutional clinicianswill triage casesto
minimizetheriskofdelay. Furthermore, BC Cancer recommends early multidisciplinary discussion
(medical, radiation, surgical) to tailor multimodal therapy and mitigate the risk of tumour progression
undercircumstancesof limited access to surgical resources.

Whileinhospital recoveringfrom surgery, cancer patients should be considered immunocompromisedand
athighriskofsevere consequences with COVID 19infection. Appropriate precautionsare
recommended. Discharge from hospitalas earlyaspossibleis encouraged.

Finally,in cancer patients who have suspected infection with COVID-19, urgentconfirmatorytestingand
prioritization of cancer surgery after appropriate treatment/isolation andinfection resolution is
recommended.

6.7. Hereditary Cancer Program (HCP)

The Hereditary Cancer Program will be prioritizing a ppointments for patientsreferred foran urgent
indication (e.g. results of genetic testingrequired forimmediate medical management decisions, patients
with advanced disease). Allnon-urgentreferrals will continue to be received, reviewed and held for
bookingonce fullserviceis reinstated. Appointmentsto disclose genetic testresults to patientswho have
testingin process (orwhohaveitinitiated prospectively through the oncology clinics via established
procedures)willbe maintained. Please contactthe HCP team with questions regardingurgencyor for
telephone support.

6.8. Diagnostic Imaging

British Columbia Medical Imagingdepartmentsare rapidlyimplementinga disaster response planto
address the Covid-19 pandemic, with “phases” built alongsimilar lines to the Provincial Surgical Plan.

As of March 22, 2020, B.C. Hospitals are all in either Phase 2 or Phase 3 readiness, as such Phase 1is not

listed. Phases 2 and 3 goals and processes are as follows:

Phase2: Goalistodecant hospitals to free up space/resources & reduce COVID-19 transmission.
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Process: Postpone allnon-urgent, non-emergent outpatient imagingstudies.

Phase 3: Goalisto focusresources exclusively onemergent /urgent patients.

Process:Accept onlythe most urgent /emergent casesforimaging.

Allincomingradiology requisitionswill be triaged accordingto criteria below. BC Cancer regional centre
dyad leaderswill workwith local diagnosticimaginggroups todecide where triagingis performed. For
example, BC Cancer -Vancouveris coordinatingthe triagingprocess with our oncologists and askingthem
todo the triaging. Other centres mayelect to leave this taskto the radiology department that receivesthe

requisition.

Guidelines for triaginghave been developedfor B.C. Community Hospitals; the following BC Ca ncer -specific
guidelines areintended as an adjunct to those already published /distributed. Casestriagedintotriage
Stage Aand B willbeimmediatelyputon holdforatleast 4 weeks.

The BC Cancer Triage Criteria:

Stage

Example

Stage A: Examcan be
postponedatleast8
weeks oruntilthe
pandemicresponseis
over—Noriskor Minor
Riskto patientif
postponded.

Screeningtests (e.g. breast, lung, including high risk/hereditary cancer
screening).

Lowriskfindingfollow up :
(e.g. CT follow upsuspected alveolar carcinomainsitu (BAC,lung))
Lowriskposttreatmentsurveillance

(e.g. Thyroid Ca, NED post treatment low thyroglobulin; Sarcoma post-
treatment, NED, surveillance)

Treatmentplanning (RT/ ST / SURGERY) for slow-growingbenign tumors:
(i.e.RTprioritylevel 6: acoustic neuroma, meningioma)

Investigation ofa benign,incidental finding(e.g. smallinguinal hernia).

Stage B: Examcan be
postponedatleast4-5
weeks; mild riskto
patientif postponed.

Post-treatment surveillance of low/mild risk of recurrence.

(e.g. aggressive tumor with positive surgical margins)
Treatmentplanning (RT/ST/SURGERY) for slowly growing malignant tumors
(e.g. RTand STPriorityLevel4 to 5)

Active disease andinvestigation of low risk new clinical finding.

(e.g. thyroid cancer post RAl new subcentimeter left supraclavicular)

Stage C: Examcan be

postponedno morethan
2-3 weeks: Moderate risk
to patientif postponded.

Semi-urgent pre-treatment planning (RT/ ST / SURGERY), i.e. RTandSTpriority
Level 2to 3.

(e.g.LungCa w/hxofrapid progression)

Staging/restagingtumorsw/suspected moderate tumorgrowth rate.
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(e.g. suspected Cancer recurrence w/ mild-moderate symptoms)
Active disease -on treatmentdecision making.
(e.g.imagingassessment for patient on chemo, clinically responding)
Active disease -investigation of new moderate risk clinical findings.

(e.g. on treatment, disease moderately progressingclinically)

Stage D: Exammustbe
performedat highest
priorityin specified time
frame (e.g. 24 hours);
Severe riskto patient if
postponed.

Urgent pre-treatment planning (RT/ ST / SURGERY), i.e. RTand STPriority Level
1.

(e.g. progressive neurologic deficitw/malignant spinal cord compression).
Staging/restagingfortumors w/clinically suspected rapid growthrate.
(e.g. Transformed lymphoma with clinical evidence of rapid growth).
Active disease —on treatment decision making.

(e.g. on treatment, disease rapidly progressing clinically)
Active disease —investigation of new high risk clinical findings.

(e.g. immunocompromised patient w/suspected pneumonia)

For Clinical Trials imaging:

Clinicaltrials imagingshouldbe triaged accordingto the same criteriaasregularimaging.

For Example, BC Cancer Vancouver Centreis collatingclinical trialsimagingrequisitions and sending
themto the patient’s MRP; askingthemto triage the requisitionaccordingto thecriteriaabove. Forother
regional centers, please contact your clinical trial DI provider to developa clinicaltrialstriage strategy
appropriateto yourcenter. Forcenters whoobtain clinical imagingfrom multiple sourcesit maybebest

to askyour DIl providertotriage clinical trialsrequisitions the same wayasroutine patients.

Our strategy has both Proactive and Retroactive components:

As of March 21, 2020, for all Diagnostic Imaging requisitions:

1. Proactive: Designatedstafffor each centre will begin triagingincomingrequisitionsimmediately.

2. Retroactive: Imagingrequisitionsalreadyreceived by each regional centre will be pulledand
triaged by designated staff.
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Communication strategyfor Triaging: Replies, Questions, Comments, Concerns.

1. Fortriagingquestionsrelated to individual re quisitions, please contact the Diagnostic Imaging
department ingestingthe requisition.

2. Forquestionsrelatedto BC Cancer specific triaging policies, please contact: Dr. Monty Martin,
Medical DirectorBC Cancer Diagnostic Imaging at mmartin@bccancer.bc.ca.

Triaging & response: BC CancerRegional centersvs. Community Hospitals / Tertiary Hospitals Standard
Guidelines

BC Cancer - Triaging Stages & Actions

Phase Triage What DI will Do Postponement risk BC Cancer Triaging Guidelines
Phase 2 Stage A Postpone appt Minor Exam can be postponed 8 weeks or more
Phase 2 Stage B Postpone appt Mild Exam can be postponed 4-5 weeks
Phase 2 Stage C Book appt Moderate Exam must be done within 2 weeks

Exam must be performed with highest priority
Phase 2 Stage D Book appt Severe within specified time frame
Phase 3 Stage A Postpone appt Minor Exam can be postponed 8 weeks or more
Phase 3 Stage B Postpone appt Mild Exam can be postponed 4-5 weeks
Phase 3 Stage C Postpone appt Moderate Exam must be done within 2 weeks

Exam must be performed with highest priority
Phase 3 Stage D Book appt Severe within specified time frame

6.9. Oral Oncology/Dental Services Plan

Oral oncologyissues anddental care areimportant components of care for many patients with cancer.

General Guidelines:

e elective casesshould be delayed (i.e. 3 months, or at discretion of care team) and re -assessed
atthatpoint

e for urgentcases,ifthereis arisk of aerosols during dental exams (i.e. smoothing sharp
teeth)/procedures (i.e., surgery), pre-procedure screening for Covid-19 testing should take
place

e Standard protection and PPE should be worn when the patientis Covid-19 positive
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Centre Priority Phases

Phase Prioritization Levels

0 No prioritization restrictions

1 OnlypatientsinLevels1-3 will be prioritized
2 OnlypatientsinLevels1-2 willbe prioritized
3 OnlypatientsinLevels1 willbe prioritized

Oral Oncology/Dental specific guidelines (see footnotes)

Prioritization
Level
1 e Dentalemergencies
e Assessmentandtreatmentofheadandneckcancer patients
who havereceived, or will be receivingradiation therapyand
chemo-radiationtherapy
e Assessmentandtreatmentof LBMT patients
2 e Assessment and management of dental symptomsin patients
receivingcancer treatments
3 e Dentalscreeningincludingbisphosphonates (unlessnoted
urgent by oncologist)
4 e Allroutine dentalcare

7.0 Consideration for treating patients with systemic and radiation therapyin
relation to COVID-19 status

7.1. Assessing and treating patients awaiting tests results or with symptoms suggestive of
COVID-19 not yet tested
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e Patients with symptoms that could be COVID-19 infection, who have not yet started oncancer
treatment should either have their visitsand treatmentpostponed or be urgently tested if
treatmentis urgent (see Appendix B for radiotherapyalgorithm).

e Patients with symptoms that could be COVID-19 maybe selectedfor urgent testingorisolationand
deferred assessment and treatment dependingon their priority level or clinical judgement (see
Appendix B for radiotherapyalgorithm).

e Patients, whoareasymptomatic or minimally symptomatic awaitingresultsoftestingfor COVID-
19, should notattendclinic untilthe test result confirms negativity with rare exceptions*(see
Appendix B for radiotherapyalgorithm).

e Patienttreatmentschedules maybe requiredto be altered. If breaks are introduced into treatment
asa result ofinterruption for testing. See appendix B for RT considerations and referto policylll-
120 on BC Cancer website for guidelines on delayingor deferringtreatmentsfor systemic therapy.
Cases should be reviewed with MRP for specificdirection if unclear whatto do.

e All patientswho have been tested for COVID-19, inwhom a decision has been made to proceed to
cancertreatmentbeforethetest hasreturned,shouldbe treated usingthe same principlesand
precautionsasa known positive patient.

e Inasettingwhere Infection Control Guidelinesrecommendthe use of specific PPEs for this patient
circumstance, andthose PPEs are notavailable to a health care provider such that the healthcare
providers faces a certain andsignificant harmto their person, the dutyofcareto the patient may
be discharged.

7.2. Patients with known COVID -19 infections (i.e. positive test results)

e Patients with confirmed COVID-19 should notattendclinicor be treated with some rare exceptions
(considerationsvarywiththerapyand disease state)*

e Patients whohave previously tested positive for COVID-19, likely would be considered safe to treat
iftheyare asymptomaticand 10days have elapsedsince the positive test. However, at thistime,
thiswouldneed tobe assessed ona case-bycase basis.

e Patients with COVID-19should be assessed by phonefirst; if such patientsarrive inclinic
unplanned, theyshould be managed usingcurrent recommendationsforinfection control and
isolated.

e All patientspositive for COVID-19 beingconsidered for treatmentshould be peer reviewed and
discussed with the local de partment regional operations leader.

e Infectiousdiseasesspecialtyadvice should be obtained where-ever possible forall patientswho
have tested positive for COVID-19 beingconsidered for treatment.

e Adecisionto proceedwithtreatmentina COVID-19 positive patientshouldonlybe madeiftherisk
of death or disability from malignancy outweighstheriskof deathfrominfection.

e |f considered opinionis that the patient should proceed with treatment,andthe patientisfully
informed about the risks and consents, alllocalinfection control measuresshould be followed as
perfacilityand pandemicstandardsso asto minimize risksto othersofinfection spread.
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e Insituationswhere multiple patients are treated who are COVID-19 positive in a settingwhere
Infection Control Guidelines recommended specific PPE, considerationshould be givento cohorting
patients (i.e. treating positive patients consecutively) to preserve PPEs.

e Insettingoflimitedaccess to N95 masks, health care providers can usethe same maskforall
COVID-19 patients until the maskbecomeswet and unusable.

e Inasettingwhere Infection Control Guidelinesrecommendthe use of specific PPEs for this patient
circumstance, andthose PPEs are notavailable to a health care provider such that the healthcare
providers faces a certain andsignificant harm to their person, the duty of care to the patient may
be discharged.

*Exceptions:

1. Systemictherapy

In rare exceptional circumstances, patients with a positive test for COVID-19, who are asymptomatic,
and/orhave very mildsymptoms mayrequire urgent life or limb preservingtherapy. Examples could
include patientsreceivingtreatmentfor rapidly progressinggerm cell cancer, high grade lymphoma or
other curable malignancies, for whom reasonable delays intreatment could compromise their chances of
cure. Multidisciplinary and expert consultation (e.g. infectious disease) is recommended.

2.Radiotherapy

Delaysinstartingradiationor treatment interruptions can have negative consequences for patient
outcomes. Anydelayorsuspension of radiationtreatments should be as short aspossible. “Target
TreatmentStartWithin” times are meant as rough guide reflectingwait timesfor patientsin particular
prioritygroups thatarein excess of usual wait times. These timelines will help inform decision makingasto
when a centre moves to the nextcentre priority phase. In the exceptional life or limb-threateningevent
thata patient needs to start or continue treatment, infection control procedures should be followed. For
examplesin variousclinical setting, prioritylevels, andinfection status (see Appendix B for radiotherapy
algorithm).

8.0 OutofProvince and Out of Country treatment

There are two main categories of Out of Province patients: 1) patients referredto BC Cancer whoare not
B.C.residentsand/or Canadiancitizens;and2) patientsreferred out of province or out of countryfor

treatment notavailableinB.C.(e.g. Protontherapyand Gamma Knife, Radio-isotope treatment, or CAR-T).

8.1. Non-B.C. patients referred to BC Cancer from out of province

Cases fromout of province referred to BC Cancer will be considered ona case by case basis with approval
as perusual practicesbythe centre dyad. Prioritization and handlingofinfectionrisk will be as perB.C.
patientworkflow asoutlined elsewhere inthis document.
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8.2. B.C. patients referred out of province for specialized treatment not availablein B.C.

Radiationtreatments

This primarilyinvolves Proton Therapyin the United States (most often Seattle) and rarely Gamma Knife
treatment (usuallyin Alberta or Manitoba). Many patientsreferred out of province are dependent children.
Cases shouldbe considered withrespect to theirfitnessfortravelandalternate treatmentsavailablein B.C.
Itis possible patients with known positive active infections will not be allowed to enter othercountries. Itis
possible national and provincial borderswill be restricted as the pandemic evolves. Caregivers with active
symptoms maybescreenedandorrefusedentryintoother countries or provinces, or onto flights. Patients
and caregiverswill likely be asked to self-quarantine on returnto Canada for two weeks. Multiple border
crossings through phase of consultation, simulation and treatment, maydelaythe processof RTstart due
to self-quarantine requirements. As of March 17, 2020, the US-Canada border was only open for
exceptional circumstances, and Seattle Proton Centre wasstill acceptingreferrals. In generalalternate
strategies shouldbe usedinsteadofout of province referrals for specialized treatmentsinallbut
exceptional circumstances.

Systemictreatments

Chimeric Antigen Receptor Therapy (CAR-T)- As of March 16, 2020, Seattle wasno longer accepting
referralsfor paediatricoradult CAR-Ttherapy. Thereis minimalcapacity forin country CAR-Ttherapy.
Paediatriccasesmaybereferred to centresin Quebec; informationaround processand accesswillbe
sharedasitbecomes available.

Other

Peptide Receptor Radionuclide Therapy (PRRT)

Patients with neuroendocrine tumours are referred to centresin Alberta and Quebec. Physiciansshould
considerthe clinical circumstances of patients onanindividual basis and considerwhether treatments
could be deferred or skipped, particularlythose that are in the maintenance phase of treatments.

9.0 High risk procedures

Some invasive procedures inradiotherapy mayincrease risk of aerosolization and therefore mayneed
increased infection disease precautionsatthe time ofthe procedure whichincludes the use of N95 mask
and PPE.. Example ofincreasedrisk procedures mayinclude but notlimited to anyradiotherapyrequiringa
generalanesthetic, endobronchial or endoesophageal brachytherapy, and nasopharyngoscopy. For
anyprocedure a treatingradiationoncologistsis uncertainaboutshould review the procedure with
infection controland use appropriate precautions. If possible, considerationshould be given to usinga
lower infection risk radiationtechnique on acase by case basis. For procedures requiringan anesthetic,
where possible, cases should be converted to local anesthesia.

Released: Next Review:

Page 27 of 38

This material has been prepared solely for use at Provincial Health Services Authority (PHSA). PHSA accepts no responsibility for use of this material by any
person or organization not associated with PHSA. A printed copy of this document may not reflect the current electronic version on the PHSA Intranet.



PROVINCIAL CANCER CLINICAL MANAGEMENT GUIDELINES IN PANDEMIC
SITUATION (COVID-19). CURRENT VERSION AS OF APRIL 14, 2020

The requirements for Infection Control duringaerosolizingproceduresare regularly reviewed. As of Mar 28
2020a detailed framework for application of COVID-19 PPE has been posted onthe BC CANCER website at

http://www.bccancer.bc.ca/health-professionals/clinical-resources/provincial-cancer-clinical-manage ment-

guidelines-in-pandemic-situation-(covid-19)

At present the followinghas been recommended byinfection control:

“N95 respiratoris NOTrequired unlessanaerosol generatingmedical procedureisbeingperformed”

Nasopharyngoscopy is considered an aerosolgenerating medical procedure. Ifin doubt about other

procedures, contact infection control before performing the procedure.
Additional details canbe found at: http://our.healthbc.org/sites/BCCA IC Manual/routine-
practices/barriers-and-ppe.

In a settingwhere Infection Control Guidelinesrecommend the use of specific PPEs for this patient
circumstance, andthose PPEs are notavailable to a health care provider such that the healthcare
providers faces a certain andsignificant harmto their person, the dutyofcareto the patient maybe

discharged.

10.0 Bone Marrow Transplant (BMT)

As of March 19, 2020,the LBMTProgram of B.C.is electively delaying transplants for some patients.
Patients post highdose therapyandstem celltransplant(even autologoustransplant) are

immunocompromised to a much greater degree than most patients with cancer poststandard dose chemo.
Thisis notjustduringthe neutropenic phase postchemo but extends at least to ayear beyondbasedon
immune reconstitution studies. This period of course canbe much longer post allogeneic stem cell
transplant. Theirrisk of significantlyworse outcome ifthey were to contract COVID-19 infection post-
transplantcanbereasonablybe expectedto be higherthanother pts. In addition, there are anticipated
blood productand drugshortageswhich mayimpact care of patients post transplants inthe coming weeks.
Therefore, B.C. LBMTare prioritizing patientsfor transplant based on risk/benefit, takinginto account
currentcircumstances. Patients with myeloma and some lymphomas have alternative treatment options
which for them willbe safer atthe moment comparedto undergoingauto-SCT.

As of March 13" LBMTphysicians have been carefully goingthrough patients listed for transplant and

assessingeach patient’s clinical situationand need to proceed to transplant on a case by case basis. The
planisforthis to continue to occur on a weekly basis, asthe situationrelatedto COVID-19 evolves.

A plan to reschedule patients will be developedinthe future.
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11.0 General information and Links

BC Cancer Infection Control Manual: http://our.healthbc.org/sites/BCCA IC_Manual/routine-practices

BC Cancer Radiation Therapy Operational Considerations for COVID-19:
http://our.healthbc.org/sites/PRT/Pandemic

PHSAStaffResourcesfor COVID-19: http://www.phsa.ca/staff-resources/covid-19-resources-for-staff

BC Centrefor Disease Control: http://www.bccdc.ca/
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12.0 Appendix A

12.1. EthicalGuidelines and Principles in cases of restricted services

When the demand for servicesexceedsthe available resources, it isrelevant to consider ethical principles
in makingresource allocation decisions.

® Respect: To whatever extent possible, individual autonomy, individual liberties, and cultural
safetymustberespected. Thismeansrespect for privacy and confidentiality,and an
obligationon behalf of leaders and care providers to be truthfuland honest to individuals
affected.

e TheHarm Principle: A societyhasa rightto protectitselffromharm,realor threatened. The
government isjustifiedin interveningand possiblyimpingingon the rights of individuals to
protectthe community fromharm.

e Fairness: Everyone matters equallybutnot everyone maybe treated the same. Thereare
three competingforcesin fairdelivery of care andservices that must be balanced. Persons
oughtto have equalaccess to health care resources (equality), however:

o Those who mostneedand canderive the greatest benefit fromresources oughtto
oughtto be offeredresources preferentially (equity), and

o Resourcesoughtto bedistributed suchthat the maximum benefits to the greatest
number willbe achieved (utility, and efficiency) and

o Resourceallocation decisions mustbe made with consistencyin application across
populationsand amongindividuals regardless of their human condition (e.g. race,age,
disability, ethnicity, ability to pay, socioeconomic status, pre-existing health conditions,
socialworth, perceived obstaclesto treatment, past use of resources).

® Least Coercive and Restrictive Means: Anyinfringementson personal rightsandfreedoms
must be carefully considered, andthe leastrestrictive or coercive means must be sought.

e Workingtogether: Cooperation isessential to thisinternational threat—betweenindividual
citizens, healthregions, provinces, and nations.

e Reciprocity: Ifpeople are askedto take increasedrisks, or face increased/disproportionate
burdensduringa pandemicinfluenza, theyshould be supportedin doingso,and therisks
and burdensshould be minimizedasfaraspossible.

e Proportionality: Measures implemented, especially restrictive ones,should be
proportionate to and commensurate with the level of threat andrisk.

e Flexibility: anyplanmustbeiterative andadaptedto new knowledge that arises.

e Procedurallustice: There willbe accountabilityto a fair and transparent process throughoutthe

planningand implementation of managing COVID-19.

o Openness and transparency: Any planning, any policy, and anyactions derivingfrom
such policies, must be transparent and open tostakeholderinputaswellas available to
publicinspection.All plansand all decisions mustbe made withanappealto reasons
thatare mutuallyagreed upon and worktoward collaboratively derived goals.

o Inclusiveness: This meansthat those makingdecisionsshould:

* Involve peopletothegreatest extentpossibleinaspectsofplanningthataffect
them.
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= Decisionmakersshouldtakeinto accountallrelevant viewsexpressed.

*  Workto make surethat particular groupsare not excluded from becoming
involved. Some people mayfind it harder to accesscommunications or services
than others, and decision-makers should consider howtheycanexpress their
views and have afair opportunityto get their needsfortreatment or care met.

» Take intoaccountanydisproportionateimpact ofthe decisionon particular
groups ofpeople.

o Accountability: This meansthat those responsible for making decisions mayhave to
justifythe decisionsthat theydo or do not make.
o Reasonableness: This meansthatdecisions shouldbe:

= Rational

* Notarbitraryorbasedon emotional reactivity

= Based onappropriate evidence, available at the time

» Theresultofanappropriate process,takinginto accounthow quicklya decision
hastobemadeandthe circumstancesinwhich a decision ismade

* Practical -havea reasonable chance of beingfeasible to implementand to
achievetheirstatedgoals

13: Appendix B: Additional considerations in Prioritization of Radiotherapy

13.1  Application of priority levels to viral iliness settings in specific patient care setting

The followingapproach outliningtimelines and actions for various scenarios to guide actions within a
Prioritization Phase at givencentre (asoutlinedin section 6 above); notethatonly some priority levels
applydependingon the Prioritization Phase. See general principles for managinginfectedandatrisk
patients outlined above. The timelines listed below are delaysin initiation of RT, orinterruption of RTthat
maybe reasonable over andabove usual waits to start RTin the context ofthe pandemic; however, in
practice each cases should be considered on a cases by case basis.In a situationwhere the patientis to be
seenforconsult orfollow-up, ideallyassessment shouldbe virtualized (by phone or videolink) rather than
in person, andappropriate precautionsusedforthe circumstance as per B.C. infection control policy. All
patients are asked screeningquestions onentryto facility,and are categorized forinfection status

Infection Categories for algorithmin Table below (13.1):

1) Asymptomaticpatients, notonisolation, with no known risk factors (i.e. passedscreening questions for
symptoms, isolationand pending test results). Patients with prior COVID-19 infectionwho are considered
fully recouvered. (Asx, no Iso)
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2) Asymptomatic patients whohave answeredinaffirmative to one ofthe screeningquestions (i.e.
exposure historydue to COVID-19 contact or travel, orisstillinanupto 14 dayisolationperiod
due to prior symptoms).Screen questiongroupB. (Asx, Iso)

3) Anyasymptomaticor mildly symptomatic patientthatisawaitingtestresults for COVID-19. (Test
Pend)

4) Patients with symptoms consistentwith COVID-19 (i.e. screen question group A), who are notyet
tested. (Sx, not tested)

5) Mildlysymptomatic known positive test for COVID-19 who are not yet considered fully re couvered.
(Min Sx, pos)

6) Critically unwell symptomatic patients positive for COVID-19 (unwell, pos

Table13.1
1) Consultations: (see footnotes belowfor additional cell details and definitions)

CORRECT INTERPRETATION OF THE TABLE REQUIRES CAREFUL READING OF THE FOOTNOTES AT

Released:

THEBOTTOM OF THE TABLES
Priority level INFECTION CATEGORY
1: Asx, no Iso 2:Asx, Iso 3: Test pend 4: Sx, not tested 5:minSx, pos 6: Unwell, pos’

Emergent-1 | See, NoDelay’ | See, NoDelay' | See, NoDelay’ | See, NoDelay" See, NoDelay” | Delay, until well’

Urgent - I See, No Delay’ Delay until post | Recat post test” | Urgent test’ Assesst toAsx' | Delay, until well’
isolation®

Urgent - 111 See, No Delay’ Delay until post | Recat post test” | Urgent test’ Assesst toAsx’ | Delay, until well’
isolation®

Urgent - IV Consider Delay” | Delay until post | Recat post test Delay until post AssessttoAsx’ | Delay, until well’
isolation® isolation®

Urgent -V Consider Delay’ | Delay until post | Recat post test Delay until post Assesst toAsx’ | Delay, until well’
isolation® isolation®

Elective-VI | Consider Delay’ | Consider Consider Delay” | Consider Delay” Consider Delay, until well’
Delay® Delay®

2) Follow-up:
Priority level INFECTION CATEGORY
1: Asx, no Iso 2:Asx, Iso 3: Test pend 4: Sx, not tested 5:minSx, pos 6: Unwell, pos7

Emergent-1 | See, NoDelay" | Delay until post | Recat post test® [ Urgent test’ See, NoDelay” [ Delay, until well’
isolation®

Urgent - 1 See, No Delay’ Consider Recat post test’ | Urgent test’ Assesst toAsx’ | Delay, until well’
Delay®

Urgent - 111 See, No Delay’ Consider Recat post test’ | Urgent test’ Assess t toAsx' | Delay, until well’
Delay®

Urgent - IV Consider Delay” | Consider Recat post test’ | Delay until post Assesst toAsx’ | Delay, until well’
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Delay’ isolation

Urgent -V Consider Delay” | Consider Recat post test” | Delay until post Assesst toAsx' | Delay, until well’
Delay® isolation®

Elective-VI | Consider Delay’ | Consider Consider Delay” | Consider Delay” Consider Delay, until well’
Delay® Delay®

3) Patients waiting to start RT:

Priority level INFECTION CATEGORY
1: Asx, no Iso 2:Asx, Iso 3: Test pend 4: Sx, not tested 5:minSx, pos 6: Unwell, pos7

Emergent-1 | See, NoDelay’” | See, NoDelay' | See, NoDelay’ | See, No Delay" See, NoDelay” | Delay, until well’

Urgent - I See, No Delay’ Delay 7 days® Recat post test’ | Urgent test’ Assess t toAsx' | Delay, until well’

Urgent - 111 See, NoDelay™ | Delay 10days’ | Recat post test” | Urgent test Assesst to Asx” | Delay, until well’

Urgent - IV Consider Delay” | Delay 14 days’ Recat post test® | Delay until post Assess t toAsx' | Delay, until well’

isolation®
Urgent -V Consider Delay” | Delay until post | Recat post test” | Delay until post Assesst toAsx’ | Delay, until well’
isolation® isolation®
Elective-VI | Consider Delay’ | Consider Consider Delay’ | Consider Delay’ Consider Delay, until well’
Delay® Delay’
4) PatientsonRT
Priority level INFECTION CATEGORY
1: Asx, no Iso | 2:Asx, Iso 3: Test pend 4: Sx, not tested 5:minSx, pos 6: Unwell, pos”

Emergent- | Tx, No Delay" | Delay 1 days® Delay 1 days’ See, No Delay’ See, No Delay’ Delay, until well’

Urgent - 11 Tx, No Delay” | Delay 3 days" Recat post test Urgent test” Assesst toAsx” | Delay, until well”

Urgent - 111 Tx, No DeIay1 Delay 5 days6 Recat post test’ Urgent test’ AssessttoAsx | Delay, until well

Urgent - IV Tx, No Delay” | Delay 5 days® Recat post test Delay until post Assesst toAsx” | Delay, until well’
isolation®

Urgent -V Tx, No Delay” | Delay 5 days® Recat post test Delay until post Assesst toAsx’ | Delay, until well’
isolation®

Elective-VI | Tx, No Delay' | Delay 5 days® Recat post test” | Delay until post Consider Delay’ | Delay, until well’
isolation®

Footnotes:

See, No Delay'- ifsituation allows, delay patient until known to be Covid-19 negative, if situation does

notallow, see patient without delay usingappropriate precautions. Where possible do
assessmentsvirtuallyi.e. by phoneor video.
Recat posttest’ Delay seeing patient until test resultis back and re- categorize infectionrisk after

positivetestis known, and follow appropriate algorithm.
Urgenttest’ - Swab patientfor urgent testing within 2days, and re-categorize with result. If testing

is notavailable, consider delayuntil Asx if appropriate for case. For consults of follow-up in
which a patientcan be seen by phone or video only, testing is not required.
Assesstto Asx*- Assess the time the patientis expected to become asymptomatic and/or negative for
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virus, and delay seeing/treating them until then if timeis withinRT treatment parameters
specificin levels of priority guidelines. Cases should be considered in terms of number of
fractions remaining if on treatment, and delay if just started on RT within first 5% of prescribed
fractions.

Consider Delay® - Consider delay of case for atleast two weeks andreassess based on status of

Pandemic, patientsinfection risk, and priority level. If capacity is readily availablein all
prioritylevels, and infection category 1, proceed with RT. If consult or follow-up appointment
thatcan bedonebyphoneor telehealth proceed if resources allow without delay.

Delay 10 days®- Delay up to 10 days, for delaywith a timelisted, delays are up to the s pecific time
butcould besooner ifinfection risklevel islow, and treatmentis readily available. If capacity
is readily availableinall priority levels, and infectioncategory 1, proceed with RT. For patients
on ADT prior to RTwho areresponding to ADT, consider a more prolong neoadjuvant phase.

Unwell pos’- Unwell positive cases inthis table are considered those patient who are critically
unwell inan ICUorCCU considered to be atriskof dying of infection if allowed to
leavecritical care.

Delay until pos isolation®—Delayseeing or treating the patients until the patientis out of isolation, whichis

presumed to be 14 daysat present butshould be checked withinfectioncontrol as
recommendations change. For those on RT, if theremainingisolationtimeis|ess than
the acceptableinterruption time, then delayuntil postisolation, otherwise get urgent testing
done. If consultor follow-up appointmentthatcan be doneby phoneor
telehealthproceed if resources allow without delay.

Priority level VI (ie. el ective cases) - Assumption is that el ective cases will be deferred until crisis has abated
during pandemic.

Delay until Well®- For critically unwell patients, delayseeing the patient until they are well enough to attend, and
recategorizethematthattime (e.g. well, positive).

For all situations where a delay is suggested, the priority level parameter section in table 13.2 outlines reasonable
delaysin starting, and completing treatments.

13.2 Summary of reasonable delay times within Priority Levels for patient on or due to start
RT

Inregardtothetableinsection 13.1above, where delays to start orinterruptionin treatmentare
suggested, the followingtable outlines proposed reasonable delays. In generalthe benefit ofa course of RT
isdiminishedifthereisa delayininitiatingtreatment, orifthereistoolongofaninterruptionintreatment
(especiallyif more thana week), but the impactvaries with treatment intentand cancer site. The following
table outlinesreasonable delays for patientsthat are pendingan RTstartorareonRTalreadyaccordingto
prioritylevel. Duration of deferral of RToutlined below depends on specific case,anddelays of several
months maybe acceptableinsome circumstances.

Table13.2

Reasonable Delays in starting RT, orinterruptions in RT

Priority level Radiotherapy Status
Pending RT start On RT already
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Level | 1 days 1 days
level I 7 days 3 days
level Il 10 days 5 days
level IV* 14 days 5 days
level V 21 days* 5 days
level VI 28 days* 5 Days
*for level IVto VI, longer delays to initiation of RT may be appropriate for selected cases within these priority
levels.
13.3 Brachytherapy considerations:

* InCOVID-19 positive patients, treatment should be deferred, unless replacingbrachytherapy with
another treatment, or delayingstartor completion of brachytherapyfora few weeks would
significantly compromise survival.

 Duetotheworkload implications of brachytherapy, allnon-urgentbrachytherapyshouldbe
deferredaslongasreasonable foranindividual case,or where possible changedto externalbeam
where appropriate forallcasesduringthe surge phase of the pandemic.

e« Manytypesofbrachytherapyrequirea generalanaestheticandare dependent onhealthauthority
resources. Therefore of the ability to perform such brachytherapy cases iscontingent on
prioritization of these staffand resources by the health authority, andmayvarybyregiondueto
regional demandsandstaffing.

* Penileand cervicalbrachytherapy should generally proceed without undue delayif patientisin
infection riskcategory1to 2 (i.e.NOTknown or suspected to be positive for COVID-19, or being
tested forit),and should be delayed until test is negative for risk category 3-5if such delay would
not compromise survival. If delay until resolution of riskis anticipated to compromise survival from
cancer (e.g. to be morethan 4 weeks) fora well patient knownto be positive for COVID-19 (i.e.
infection category4), cervical brachytherapy may proceed with appropriate precautionsin order to
complete allfractions withinstandard time guidelines(i.e. total of 56 days for external and
brachytherapy components).

» Vaginalobturator brachytherapycan proceedas planned ininfection categoryland2,asno
anaesthesiarequired, follow RTpriority level Il guidelines above. Treatment shouldbe deferredin
infection category 3-5.

e Ingeneralmostlowriskandintermediate risk prostate cancer patientscanbe deferredor
convertedto externalbeamradiationduringa phase orrestricted access to care duringa
pandemic, but clinicians should follow priority level Il guidelines for highrisk, and level IV for
intermediate andlowrisk prostate cancer.Consideruse of external beam RT(EBRT) as alternative
forhigh risklocalized prostate cancer already on radiotherapy if delay to brachytherapyis
anticipatedto be prolonged.If patienthas completed oris due to complete externalbeam
component ofa brachytherapyboost protocol, ideallyboostshould be done within10days of EBRT
for HDR, and within 5 weeks of EBRTfor LDR if capacityallowsand patientis infection category 1.
For patientspendingan HDRboost, consider switchingto LDR boost to minimize ORand
anaesthesia time. For patients with known COVID-19 (i.e.thoseininfection riskcategory3, 4,5)
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prostate brachytherapyshould be deferred for a few weeks until patientisin alessinfectiousstate
or changed to external beam.

* Breastbrachytherapyshould be convertedto EBRTforinfectionriskcategory2 to 4.

« Endobronchial oresophageal brachytherapyshould be switchedto an EBRTif possible for risk
category2to4.

13.4 Radioisotope considerations

e Use ofradio-iodine needs tobe reviewed with associated nuclear medicine department and host
hospital and ingeneralwould be deferred asappropriate to the Prioritization Phasesoutlinedin
section6 above duringthe pandemic.

e Patients beingconsidered for Radium 223 specificallyshould be assessfor their goalsofrelativeto the
state ofthe pandemic,andalternate methods of symptom control maybe appropriate. Patientsona
courseofradium223should be evaluatedby phone for symptomsand progressionandin generally
thereshouldbe a lower threshold than usual for deferringor cancellingtreatment if appropriate. As of
Mar31,2020,thesupplyofRadium 223 hascontinued.

13.5 Clinical Trials

Clinical trialsare a core activity of BC Cancer,and a significantnumber of patients participatein
intervention based clinicaltrials at all BC Cancersites. Prioritization ofclinicaltrials activityaimsto
balance the need to maintaintrial integrity while ensuring patient and staff safety. The prioritizationlevels
of clinical trials activityare outlined below. A minimum, province-wide prioritization levelis established by
BC Cancer leadershipand communicatedto sites bythe Provincial Clinical Trials Office (PCTO). The decision
to advance Prioritization Phase will be determined by Centre Leadershipin conjunction with Provincial
Program Leaders and BC Cancer Executive based on capacityanddemand. Whena changein prioritization
leveloccurs, this must be communicated by centersto sponsorsandto the PCTOwho in turnwill notify the
followingpartiesofa changein level:

The office ofthe SeniorExecutive Director, Research
The Technology Development Office
The BC CancerREB

PartnerInstitutionsas Necessary

As the Prioritization Phaserises, so doesthe likelihood of clinical trial protocol violations. These will be
reported to the REBandsponsors (referto SOP “PRO-CTC-016 Protocol Deviation Documentationand
Reporting”). Duringtimesof pandemic,the timelines for REB reportingare extendedfrom 15 daysto 30

days.
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In some instances, it maybe appropriate to exempt clinical trials fromrestrictions (e.g. clinical trials with
minimalinterventions such as imaging, biomarkers; or specific high be nefit, low impact studies). Principal

investigators willbe able to submit an exemptionformto center leadershipto request this ona case-by-

case basis.

As of March 23, 2020,allBC Cancersare operatingunder atleast level 3.

Trial Benefit and Complexity Definitions

Category | Patient Benefit Resource Impact
High Example:responserate Example:1Vtherapy, daily visits, multi-day PK sampling, inpatient), >5%
>50% risk of adverse event requiringhospitalization
Medium Example:responserate Example:1Vtherapy, weeklyor less visits, but otherwise limited increase
20-50% inresource utilizationabove standard of care; 1-5% risk of adverse event
requiring hospitalization
Low Example:responserate Example: oral therapy, infrequent visits, no increaseinresource
<20% or unknown utilization, oravoidance of resource utilization compared to standard of
care(e.g.oral agentavoids IV chemo); <1%riskof adverse event
requiring hospitalization

Trial Prioritization Levels

Priority Level Potential Clinical Benefit Resource Impact
1 High Low
2 High Medium
Medium Low
3 Medium Medium
High High
Low Low
4 Medium High
Low Medium/High

Prioritization Phases

Phase Priority Levels
Phase0 No restrictions
Phasel e Hold accrualto trialsin Levels 3-4 except for those thathave already consented

e Patients currentlyon treatment or in follow-up will continue to be managedas per
protocolaslongasitissafeand feasibletodo so
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Phase2

e Hold accrualto trialsin Levels 3-4includingthose thathave already consented

e Hold accrualto trialsin Levels 2 exceptthose that have already consented

e Patients currentlyon treatment orin follow-up will continue to be managedas per
protocolaslongasitissafeand feasibleto do so

Phase3

e Hold accrualto trialsin Levels 2-4 includingthose thathave already consented

e Hold accrualto trialsin Level 1 except those that have already consented

e Forall ongoingstudies, clinicalinvestigators and sponsorsshould determine, in
consultation with the BC Cancer REB, whether the participant’s safety, welfare and
rights are bestserved by continuingas a study participantasper protocol, or whether
discontinuingthe administration ofinvestigational agent or even whether withdrawal
fromthe trial iswarranted

Phase4

e Ceaseallclinicaltrial activities. Thislevel isreservedforthe eventofa catastrophic
compromiseinhealthcareservices, whereitisclearthatstaffingand resource
capabilitiesareno longer ableto supportthe safe conduct of clinical trials.
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