
Inform consent for surgical oncologic patients considering critical 
analyses of COVID-19 pandemic statements. 
 
The World Health Organization (WHO) declared novel coronavirus (COVID-

19) a global pandemic in March 2020 (1). Its rapidly spreading outbreak 

imposes an unprecedented burden on the effectiveness and sustainability of 

the healthcare system all over the world. Since then, an enormous amount of 

scientific reports and guidelines are being published, including social media 

information and knowledge (2-14). The Brazilian Society of Surgical Oncology 

(BSSO) analyzed these concepts to help the surgical oncologists to provide 

better care for cancer patients. We explore most of the current 

recommendations and comment, concerning middle and low-income 

countries, where most of these endorsements will not be followed, because of 

local circumstantial limitations. 

Fundamentally all oncologic patients know that cancer is a disease without 

control that can invade nearby tissues and spread to other parts of the body 

leading to death (15). Oncology surgeons face intense and prolonged training 

to fight cancer as a crusade to cure being knowledgeable about all of the 

available surgical and adjuvant therapies. It includes both standard and 

experimental treatments for a particular cancer, even if these are not available 

at their current practice. Now we need to integrate their surgical oncology 

procedures to local and global conditions imposed by the COVID-19 

pandemic. This is leading to rapidly medical information changing the 

oncology environment and impacting strongly at oncological surgical activities, 

where we are not having enough time to adapt to this revolution. 

The COVID-19 Pandemic escalated to a global debate regarding the safety 

and feasibility of continuing to perform elective surgical procedures during the 

pandemic. This was initially led by the American College of Surgeons (ACS) 

that declares, that it was clear that elective surgery should be postponed (16) 

This global outbreak emergency connecting almost all countries is moving 

from high-income regions like the EU and USA to middle income and in 

developing countries. Nevertheless, there are many different rules among the 

world regarding cancer surgery, not just concerning patients' risks, but also 

medical staff risks including responsible and availability use of supplies.  



Our objective is to present an Informed Consent Form (ICF) model where 

patients and surgeons can change information, priorities, and work together at 

the decision process based on current recommendations.  

Elective procedures can pragmatically be stratified into essential, which 

implies that there is an increased risk of adverse outcomes by delaying 

surgical care for an undetermined period, versus non-essential or 

discretionary, which alludes to purely elective procedures that are not time-

sensitive for medical reasons (16). At the early phase of the COVID-19 

outbreak crises, equivocal surgical cases, ordered at either essential or non-

essential categories, appear to have shown a real self-regulating mechanism. 

Patients voluntarily canceled their scheduled for elective procedures and 

surgeons reconsider appropriate indications. Readiness decisions on whether 

or not to postpone cancer treatment need to be done on a patient-by-patient 

basis, and according to the risk to the patient and the prevailing situation. It is 

a fact that delays could lead to tumor progression and, ultimately, poorer 

outcomes (17). Some data are suggesting that more than 50% of all elective 

surgical cases have the potential to inflict significant harm on patients if 

canceled or delayed. However, it is entirely case-specific (18). Now that 

patients realized that it is not a weekly crisis, but rather a monthly crisis, and 

oncological surgeons realized that they could be on life risk at hospital stay 

and performing surgeries, all these concerns have being heavily stressed. 

Considering all medical specialties, oncologic surgery is among the ones with 

relatively limited time to drive the best approach to patients. The surgical 

oncologist has two key points were decisions must be precise and timeless: is 

it a surgical case? When is the best time to perform the surgery? After 

addressing this binary decision, that drives to perform or postpone the 

surgery, the oncological surgeon has just a unique option. 

Even being highly recommended to use multidisciplinary virtual discussions 

regarding priority for non-urgent cancer surgery, named essential elective 

surgeries, patients should be informed that decisions regarding it are not 

entirely consensus-based. They need to understand that these decisions are 

also based on local and projected resources and disease prevalence, as well 

as tumor characteristics and expected outcomes from delays (19).  However, 

after starting a surgical procedure, all decisions must be made at the surgical 



time by the attending surgeon. Upon these decisions, there are options just to 

perform the planned surgery, or move to a more complete and multi-organic 

procedure, that could demand unexpected supplies and probably, drive 

patients to an Intensive Care Unit (ICU), that may not be available. Because 

of this, a surgical oncologist should have an outsized vision and discuss all 

detail previously with the patient. Previously starting a surgery, conditions 

could be well established. However, after starting a surgery, conditions could 

change, and surgeons could face uncontrolled circumstances. These 

circumstances could change the expected postoperative conditions, including 

surgical and infections morbidities. Furthermore, at this time, these 

postoperative morbidities may also include medical staff, what is a completely 

new concept to all of us. 

In this article, we fundamentally list most of the variables related to the drive 

decisions to perform, or to do not perform a surgical procedure promptly in 

cancer patients, considering most published guidelines and 

recommendations. We finish presenting an Informed Consent Form (ICF), 

whereas, after patients and surgeons discuss patient conditions, cancer 

treatment options, institution circumstances, medical team conditions, and 

other variables, they mutually agree in performing or do not perform the 

oncological surgery promptly, ending in case-by-case basis shared decision. 

We believe that significant arguments should be considered to decide 

regarding a feasibility of a surgical procedure. Consent discussion with 

patients must cover the risk of COVID-19 exposure to all, and entire potential 

consequences of postponing the surgery.  Most of the proposed 

recommendations to deal with COVID-19 pandemic are not a scientific 

consensus and even if we end up on it, unfortunately, at the majority of 

countries, we cannot follow all topics discussed below: 

1-Considering that patients who have contracted the COVID-19 recently may 

not yet have developed symptoms and can transmit the infection to the 

medical team, if readily available and practical, surgical patients should be 

tested pre-operatively for COVID-19. 

Limitation: There are not enough tests available, and few surgical patients are 

feasible to be tested pre-operatively for COVID-19 in many countries. Most of 

the countries do not have sufficient diagnosis kits for extensive testing. In 



Brazil, just extremely symptomatic highly suspect cases are being tested. This 

translates into a very low probability of having cancer patients tested before 

oncological surgery. Additionally, in some countries, COVID-19 molecular test 

results could take many days and non-rare weeks to get the result done, what 

could be not practical for preoperative screening. 

2-Mechanical ventilation during surgery can result in worsening cases. If 

needed and possible, intubation and extubation should take place within a 

negative pressure room. Operating rooms (OR) for presumed, suspected, or 

confirmed COVID-19 positive patients should be appropriately filtered and 

ventilated if possible.  

Limitation: The number of surgical theatre with a negative pressure room is 

scarce. Furthermore, we suppose that most of the operating rooms in middle 

or low incoming countries are not pressured or filtered. 

3-Just those considered essential staff should participate in the surgical case, 

and unless there is an emergency, there should be no exchange of OR staff. 

Operating theaters are high-risk areas for transmission of respiratory 

infections given the urgency in management, the involvement of multiple staff, 

and the need for high transmission-risk activities such as airway 

management. 

Limitation: Most countries do not have enough staff what will not be easy to 

have dedicated COVID-19 OR team. It will be a challenging situation where 

there is a deficiency of qualified staff. 

4-Some tumors with aggressive biological behavior could become 

unreachable or spread if oncological surgery is delayed.  

Limitation: This is copiously more severe in countries where cancer treatment 

tools are limited even at regular times without extreme conditions, like a 

pandemic. 

5-Healthy elective surgery patients can contract COVID-19 during 

hospitalization. 

Limitation: A Hospital admission involves many situations with a clear 

exposure to COVID-19, in which surgeries could contribute to spread 

infection. 



6-Healthy patients undergoing elective surgery who face COVID-19 in the 

postoperative period may develop more severe conditions due to immune 

changes caused by the surgery.  

Limitation: Moreover it is a additional challenge in places with limited 

advanced support. There is no guarantee that if an ICU is required, it will be 

available. Surgery could be contributing to an increasing number of severely 

infected patients with excessive demands.  

7-Elective surgery patients who experience respiratory complications may 

present symptoms similar to COVID-19 infection, causing diagnostic 

confusion in the postoperative period associated with surgical complications. 

Limitation: This could be more challenging since laboratory and image tools 

will be overloaded at these pandemic times.  

8-Most of surgical cancer patients are old and presents some morbidity. 

Limitation: Patients with cancer had worse outcomes from COVID-19; older 

cancer patients have a vulnerable physiological condition that may rapidly 

worsen in the absence of appropriate surgical care. This can result in a 

decline in patients' health that will likely make them more vulnerable to 

coronavirus infection. 

9-It is strongly recommended to consider the possibility of viral contamination 

to staff during surgery, either open, laparoscopic, or robotic. Protective 

measures must be strictly employed for OR staff safety to maintain a 

functioning workforce.  

Limitation: We need to preserve the OR staff. It is even tremendously more 

relevant to surgical oncology, which surgical experience could not be 

replaced. A young surgeons and residents always need a presently preceptor. 

If oncological surgical leaders have to withdraw, they are not replaceable 

easily.The additional strain presented by a high prevalence of the disease, 

limited resources, and staff under pressure, significantly increase the risks of 

transmission and the burden on our systems of care during this pandemic. 

Elective surgeries should ideally be postponed before it seems necessary. 

Postponing surgeries will reduce unnecessary patient traffic in the hospital 

and decrease the introduction and spread of disease between symptomatic 

and asymptomatic patients and health care staff. Many asymptomatic patients 

are, nevertheless, shedding virus and are unwittingly exposing other 



inpatients, outpatients, and health care providers to the risk of contracting 

COVID-19.   

10-A fully equipped and integrated institution is vital for protecting patients 

and staff from unnecessary exposure and intra-hospital transmission.  

Limitation: This initially health medical scenario is becoming a substantial 

commercial fight where high-income countries have a more strong 

armamentarium to this war. Operational conditions for medical staff, outside 

the US and the EU, are terrible with a lack of personal protective equipment 

(PPE), weakness regarding Standard Operation Procedures (SOP), and 

deficient infrastructure among hospitals. In this scenario, it is not fair to place 

all surgical cancer resolutions over the surgical oncologist that has minimal 

supplies or PPE. A clear sample is that: because of under provision of N95 

masks, that have been clearly shown to reduce transmission, on march 05, 

Brazilian authorities just stop the previously recommendation to make it 

available for all hospital staff.  This could jeopardize and life threatening all 

medical staff devoted to treat patients. 

11- Decreasing the number of elective surgeries could immediately minimize 

the use of essential items needed to care for patients, including but not limited 

to, ICU beds, personal protective equipment, terminal cleaning supplies, and 

ventilators. Each hospital, health system, and the surgeon should thoughtfully 

review all scheduled elective procedures with a plan to minimize, postpone, or 

cancel electively scheduled operations or other invasive procedures, until the 

predicted inflection became under control, and the health care infrastructure 

can support a potentially rapid and overwhelming escalation in critical patient 

care needs. 

Limitation: Individual provider decisions about proceeding with elective 

surgeries should not be made in isolation, but rather should take into 

consideration what is known about the availability of local institutional 

resources. For elective cases with a high likelihood of postoperative ICU or 

respirator use, it will be more imperative that the risk of delay to the individual 

patient is balanced against the immediate availability of these resources for 

patients with COVID-19. Surgeons are trained to provide lifesaving care, and 

surgical oncologists are beyond, committed to fighting cancer, mainly through 

surgical procedures and active practices. They dedicate themselves to 



ensuring the best possible outcomes for their patients. Postponing a surgery 

because of a not clinical issue is a distressing resolution 

12-Local authorities responsible for the preparedness of their facility for 

managing novel coronavirus patients should be sharing information frequently 

about local resource constraints, especially protective gear for providers and 

patients. This allows providers to understand the potential impact of each 

decision that may have on limiting the hospital's capacity to respond to the 

pandemic. The cases may need to be reconsidered frequently, as the impact 

of COVID-19 on communities grows exponentially, with diverse baselines for 

different communities. Having a perfect surgical strategy during the COVID-19 

pandemic will keep our systems resilient and operational; allowing us to 

provide the very best care to our patients. The development of a dedicated 

COVID-19 operation room, ideally a COVID-9 free hospital, may help to 

contain the spread of disease and efficacy of surgical oncology care. 

Limitation: Hospitals need to be prepared to transfer patients between centers 

and share resources and decisions in order to optimize the care of regional 

populations. Surgical organizations will need to adapt to a rapidly changing 

environment. The experience from centers that have seen high volumes of 

cases should provides some guidance, however, is not assured that most of 

the world will be able to follow this guidance. 

 

The Society of Surgical Oncology (SSO) recommended, and the Brazilian 

Society of Surgical Oncology (BSSO) follows and supports the need for 

treatment decisions based on the surgeon's knowledge, understanding of the 

biology of each tumor, supplies availability, and alternative treatment options 

(20, 21). It is essential to consider the availability of non-surgical procedures 

to support the postponement of surgeries, accordingly to country polices. For 

instance, a patient in a high-income country that had a melanoma surgery 

postponed, can receive adjuvant treatment and in case of recurrence, will 

have access to innovative and effective treatments like immunotherapy and 

target therapy. In Brazil and several other countries, this is not feasible. The 

majority of the population has access just to the ineffective Dacarbazine 

(DTIC). This scenario could be replicated in many other cancers and many 

diverse countries where surgery plays a central role in cancer care (22). 



The surgical care of cancer patients should be orderly to those whose 

immediate needs are life threatening. Nowadays, called essential elective 

surgery, which may include patients with malignancy that could progress or 

symptoms could require essential care. Some others could be delayed until 

the peak of the pandemic occurs. This minimizes the risk to both patient and 

health care team, as well as minimizes utilization of necessary resources, 

such as beds, ventilators, and PPE.  

The BSSO considers that several cancer patients should be precisely 

evaluated as having a life-threatening disease that could be cured or 

symptoms controlled by surgery. Postpone oncological surgery should be 

made on a case-by-case decision basis, considering also the safety of 

patients and medical staff.  In this context, the BSSO developed the following 

ICF to be discussed among surgeons and patients, signed and registered at 

the medical chart.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 
 
INFORMED CONSENT FORM FOR ONCOLOGIC SURGERY IN COVID-19 
PANDEMIC TIMES 
 
I, (name of        patient) I.D._____________________, as the patient, 

or___________________________________, I.D._____________________, 

as the legal personal representative, received clarifications about my cancer 

diagnosis and my options of an oncological surgery. It was explained to me 

that surgery is a strategic step in my treatment plan, which could impact on 

my oncological treatment and prognosis. I was fully oriented by the risks and 

benefits of the treatment, and I was informed about the possible 

repercussions of the postponement of my surgical treatment.  

It has been explained to me completely and I had all my doubts answered by 

Dr. ____________________________________, Medical License # 

____________, based on scientific literature, reports, early medical 

publications, medical society guidelines and mapped experience form others 

cancer center. I am completely aware about my cancer diagnosis and 

expected prognosis, considering the possibility of postponement of my 

surgical procedure or proceeding it immediately, considering all implications of 

COVID-19 Pandemic. 

The information I received from my medical team is based on 

recommendations from the Brazilian Society of Oncological Surgery (BSSO) 

and World Health Organization (WHO) that says:  

• Healthy elective surgery patients can contract COVID-19 during 

hospitalization. 



• Healthy patients undergoing elective surgery who face COVID-19 in the 

postoperative period may develop more severe conditions due to immune 

changes caused by the surgery. 

• Patients who have contracted the infection recently may not yet have 

developed symptoms, and mechanical ventilation during surgery can result 

in worsening cases. 

• Patients with asymptomatic infection by COVID-19 can transmit the infection 

to the medical team. 

• Elective surgery patients who experience respiratory complications may 

have symptoms similar to COVID-19 infection-causing diagnostic confusion.  

• Elective surgery patients who develop severe COVID-19 infection in the 

postoperative period may have more associated with surgical complications.  

• There is no guaranty that if I need an ICU or UTC if it is available to me. 

• Although the highest quality standard care and fully committed to safe 

surgery requirements of my medical team and institution, considering this 

pandemic condition, we could face shortage or lack of some provisions 

because of significant pandemic repercussions at the net of supplies. 

 

I am aware that we are currently experiencing a pandemic situation due to 

COVID-19 and that there is a risk of contamination during my cancer 

treatment. My surgeon duly clarified to me, and I was fully aware of the risks 

to which I will be exposed in the perioperative period and the immediate 

postoperative period, especially during the hospitalization period, regarding 

the possible and eventual contamination by COVID-19. Such risk will result 

from the contact or approach with other infected patients, even if 

asymptomatic or even, with other health professionals and with medical and 

hospital materials that may be infected. I am aware that an eventual infection 

with COVID-19 may cause fever, muscle pain, breathing difficulties, and even 

my death. 

 

I know that as a cancer patient, I belong to a group at risk of more severe 

complications, in addition to a higher risk of postoperative death, in a possible 

infection with the New Coronavirus.  

 



I am also aware that during the period of my treatment, as a result of the 

pandemic, a member of my medical team may be outlying, including the 

attending physician, resulting in the transfer of my care to other professionals 

of the institution. 

 

I am also aware that although there is evidence that cancer usually follows a 

predictive away and my elective essential surgery could be done in 1 to 3 

months, there are some cancers that could have a non-predictable and more 

aggressive pattern inferring that a delay could impact on my prognosis.  

 

Having understood all of the above: 

 

(    ) I am ready to take the risk involved and give my consent for conducting  

the surgery upon me promptly. 

 

(     ) I decide not to take this risk and postpone my elective essential surgery. 

 

Date and time:_________________________________ 

 

__________________________________________        

Signature and name of the person giving consent 

 

___________________________________________        

Signature and name of the witness 

 

________________________________________ 

Signature and name of the witness 

 

__________________________________________ 

Signature and name of the doctor taking consent 
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