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Goal for Hematology Practice in Canada – protect vulnerable patients from potentially fatal infection, with-
out jeopardizing cancer treatments.

What Follows In this Report

On May 4th, 2020, a survey was emailed and/or mailed to 347 hematologists across Canada. The 10-item survey covered 3 
areas: approaches related to delivery of therapy in clinic, near-term impact on patient outcome, and clinician education/
knowledge transfer.

• Median age of patients at diagnosis for many heme malignancies is 60+ years. Multiple comorbidities common.

• Many blood malignancies create an inherent immunodeficent, vulnerable state (chronic leukemia, lymphoma, myeloma) 
although risk is likely to vary based on degree of prior therapy (if any), if the patient is on active therapy or in the presence 
or absence of contributing comorbidities and advancing age

• Immunocompromised patients are at a high risk of infections (this is pronounced for CLL patients). 

• The long-term impact of COVID-19 on patient outcomes is not fully understood.

• The timing and impact of multiple waves and delivery of a vaccine is not known. 

• In the absence of effective and continued containment measures, COVID-19 outbreaks can lead to a patient load 
exceeding capacity of centres/system 

Areas of Focus:

• Pre-clinic/consult

• At clinic

• Post-clinic 

• Specific treatment considerations for CLL, HL, MM, NHL

• Closing Remarks and upcoming CARE™ Faculty initiatives related to COVID-19 

Approaches and needs related to delivery of therapy at clinic

• 71% of respondents agree that their patient’s access to clinic has decreased, with 92% indicating that in the near term 
(<2 years) approaches to clinic will NOT return to pre-COVID period of care.

• With respect to value of sharing of experiences and approaches across centres, 72% indicate guidance is needed. 

Impact on patient outcome

• 93% of responders indicate that impact on patient outcomes in the near-term (<2 years) is not fully understood. Clinicians 
are considering a variety of options to safely treat patients in clinic. 92% of respondents agree that approaches to clinic will 
not return to pre-COVID period clinic and 93% indicate that these approaches to treatment will need to be re-evaluated.

• 78% of responders suggest changes will become institutionalized and 66% consider these as not optimal for patient 
outcome. 

Approaches for clinician education in near-term (<2 years)

• While 78% of clinicians indicate that national and international congresses provide the highest yield in terms of education 
value; in the near-term, 82% suggest on-line education will become their preferred method of knowledge transfer.

WHY GUIDANCE FOR TREATING PATIENTS DURING COVID-19 IS IMPORTANT 

CARE™ EFFORTS TO DATE- STATEMENT OF NEED FOR GUIDANCE

Key Takeaways
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MANAGEMENT OF HEMATOLOGY PATIENTS IN THE COVID-19 ERA

Management of Hematology Patients in the COVID-19 Era02

Overarching approach - Consider that all patients 
may have COVID-19, minimize visits, and maximize 
outcome when patients are at clinic.

• Cancer programs should acknowledge:

• Every patient who engages with the traditional 
oncology care delivery system significantly disrupts 
the tactic of physical distancing, resulting in 
innumerable ripple effects. 

• COVID-19 symptoms may overlap with treatment-
related effects including fever, pneumonitis or 
associated opportunistic infections, and other GI, 
upper- and lower- respiratory symptoms. 

• Many standard post-acute treatment strategies that 
bring patients into care centers and utilize such 
resources as laboratory testing, imaging, and office 
visits may be thoughtfully postponed 

• Each cancer program should ensure:

• Appropriate follow-up during and at the end of the 
pandemic

• Delays are not excessive

• No progression or new symptoms appear during this 
waiting period if treatment is deferred/delayed 

• The patient can access a member of the hematology 
team if there is a change in their clinical status

• Psychosocial support for patients, investigate/
address delays and reduce patient anxiety as much 
as possible

• A discussion of the level of care, the therapeutic 
options being considered, and risks associated with 
treatment during COVID-19 should occur with each 
patient

• Potentially curative therapy is not compromised 

Mitigating Exposure of COVID-19 to Patients and Health-
care Professionals 

• Use of Telehealth and Virtual Care

• Patients should be offered virtual care appointments 
where feasible and appropriate (e.g. phone, OTN, 
Microsoft Teams, Zoom, etc.) 

• Visitor limitations reduce the number of personal contact 
points and potential opportunities for viral transmission 

Strategies and Considerations for Assessment and  
Patient Management  

Pre-clinic/consult 

• Assess whether an in-clinic visit is warranted. 

• Advance planning in case that in-clinic visit is warranted

• Share protocols with patients before coming to clinic 
(masking of all patients, physical distancing, hand and 
surface hygiene, and identification of upper respiratory 
infection symptoms)  

• If possible, organize investigative tests and face-to-face 
consultations so that the patient spends as little time as 
possible in the hospital.

• Each centre will formulate a COVID-19 testing protocol 
appropriate for their circumstances – many centres are 
testing all patients going on to therapy whether systemic 
or radiation. A broader policy of testing all patients seen 
and retesting at intervals is less common but reasonable 
as well.

• Serology testing to assess previous infection is not 
available at this time – The significance of antibody levels 
and protection remains unclear as well.

• Advance planning in case of telehealth or virtual consult

• Obtain informed consent prior to the initiation of virtual 
care /telehealth

• If a choice of telehealth is the direction for consult – patient 
education material “how to access/use” should be provided 
 

At clinic

• Re-worked clinic format/structure

• Screening for symptoms at entrance to facility/clinic/lab

• Access to COVID-19 screening centers and urgent care 
centers – whether in clinic or nearby dedicated testing 
facility

• Extended hours and acute evaluation capability

• Cut in-clinic waiting room(s) 

• Centers should explore options such as remote lab 
monitoring and imaging if applicable

• Patient consult considerations

• Limit investigations to the modalities necessary for 
decision-making with expected delays. 

• Consider earlier referral where markers of progression – 
physical assessment, radiographic imaging or PSA testing 
are suggestive of patient progression

• Joint consultations with multi-disciplinary team can still 
be done. Optimally, one doctor in the same room as the 
patient.

• Staffing considerations

• Limit team members in room

• Respecting physical distance

• Staff emotional and physical well-being - proactive 
approaches 



• Innovative ideas for preserving PPE

• Canadian patients and healthcare workers are dependent on extended global supply chains’ being uninterrupted 
both for PPE and drug therapy 

Post Clinic

• Prioritize teleconsultation as follow-up

• Limit physical follow-up exams as much as possible

• Give priority to patients in the immediate post-treatment phase (first 4 weeks) and consider longer intervals between 
follow-ups as soon as possible

• In the presence of symptoms, face-to-face consultation may be necessary

• Encourage home delivery of prescriptions and self-isolating. Many pharmacies offer home-delivery

• Following treatment for cancer, a modified schedule for follow-up appointments to reduce the number of hospital visits 
should be used.

• Routine blood tests and imaging may be carried out at local healthcare centres rather than in hospitals.

• Essential imaging assessments to check on the progress of cancer (such as computed tomography scans) will still go 
ahead, but these may be reduced in frequency, especially with stable or slowly progressing cancers. 

Caveats/Requirements for Above 

There is a risk to the patient of being exposed to COVID-19 as part of travel to and attending a clinic visit 

• Limitations need to be acknowledged and allowances made – telemedicine does not replace need/benefit of physical 
exam and testing.

• Patients may find virtual care/telehealth challenging or may not have access to virtual tools/resources. 

• If a patient is uncomfortable using virtual care technology, it can hinder their ability to participate fully in the conversation 
with their care team. 

• Patient reported outcomes (PROs) as shared by telehealth may under report and thereby miss markers associated with 
progression. 

• Clear, consistent, and simple language is used with patients

• Privacy and security concerns are met 

• Informed consent is secured at the beginning of each virtual care appointment with confirmation of patients’ identity

• There is availability of other ancillary services in the virtual care setting (e.g. interpreter services if a language barrier has 
been identified) 

• It is important to maintain documentation standards during a virtual care appointment with a patient. In addition to 
the usual in-person documentation, it is recommended that providers also document technology-related specifics, (i.e. 
video-enabled visit or a phone visit). 

• If the visit involved multiple care providers, it is important to document who was present and who is the most 
responsible clinician.

• As more patients begin to go back into clinic anticipate challenges with coordinating patient load and testing
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Strategies and Considerations for Treatment

• Initiate or Delay therapy? 

• The decision to proceed with treatment (surgery, radiotherapy and / or systemic treatment) must take into account 
the risk to the patient of contracting COVID-19 according to the burden of illness in the establishment, in particular for 
people most at risk of serious consequences (≥ 70 years old, illness heart disease, lung disease, diabetes).

• Decisions for treatment initiation or continuation must be discussed for both uninfected patients and SARS-CoV2-
positive patients if they are a- or pauci-symptomatic, still fit to be treated and willing to do so after proper risk/benefit 
explanation

• Patients with active or high-risk disease need treatment to avoid morbidity and mortality 

• Clinical trials are considered standard of care for many patients. Most trials require additional appointments and tests, 
further increasing the potential for infection. 

 
Considered Actions for Patients with COVID-19

• Phone triage for patients with mild COVID-19 symptoms 

• For patients who test positive for COVID-19 or who have symptoms, the examination should be done in a negative pressure 
room by the attending physician or a senior in training, and with appropriate protective equipment 

• If a patient acquires COVID while on treatment, interrupt therapy when feasible, delay until symptoms resolve and tests 
negative. If highly aggressive disease, treatment may be warranted in exceptional circumstances 

MM Specific Considerations  

Therapeutic decisions should be made on a case by case basis, considering disease stage, risk, setting, cytogenetics/
FISH, age, comorbidities

• Oral, and accelerated (or sub-cutaneous) IV drugs reduce time and frequency of potential exposure so should be prioritized 

• Whenever possible oral and weekly regimens are preferable to multiple trips to the clinic especially with those patients 
who have stable standard risk disease – again the use of triplet regimens with the need for parenteral administration is 
dependent on local COVID concerns

• For young patients with newly diagnosed MM, ASCT may be delayed depending on local circumstances with increased 
number of induction cycles administered (ie 6-12 cycles of CyBorD or RVd)

• For elderly patients with newly diagnosed MM, considered regimens include Len-dex, VRD, or DRd depending on 
cytogenetic risk and other comorbidities – at best response can consider Rd alone if local concerns of excessive COVID risk

• Dexamethasone use and dose may be reduced

• Maintenance therapy can be continued with oral therapies preferred (Ixazomib over bortezomib) and telemedicine utilized 
to lessen the number of clinic visits

The content that follows provides considerations for making therapeutic decisions within specific categories, 
including: Multiple Myeloma (MM), Chronic Lymphocytic Leukemia (CLL), Hodgkins Lymphoma (HL), Non-Hodgkins 
Lymphoma (NHL), Leukemia and other Myeloid Disorders. 
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CLL Specific Considerations   

• Therapeutic decisions should be based on individual factors such as symptom burden and comorbidities, along with 
molecular and cytogenetics abnormalities.

• In general patients with CLL are considered at higher risk for infection mainly bacterial and herpes virus family due to 
underlying immune deficiency – At this time however there is no evidence indicating a disproportionately higher incidence 
of severe COVID-19 in patients with CLL compared to other malignancies

• Patients are heterogeneous at presentation – untreated with normal blood tests and no history of infection have a different 
risk profile than patients with multiple prior therapies and history of infection

• In areas where COVID-19 is endemic, delaying starting therapy may be appropriate both upfront and in relapse

• Considerations for Intravenous Immunoglobulin Replacement

• No COVID-19 infection: History of hypogammaglobulinemia or active/recurrent infections- consider reduced infusion 
frequency as possible (i.e. 6-8 weeks) targeting IgG 400-500 mg/dL, subcutaneous infusion at home as possible.

• COVID-19 infection: Continue IVIG, close monitoring for thromboembolic events due to higher risk

• Treatment with FCR may be avoided due to myelosuppression and need for frequent clinic visits.

• If patients are currently on oral targeted therapy without complications, they should maintain the same therapy. 

• BTK inhibitors (ibrutinib and acalabrutinib) have also shown potential to inhibit cytokine production and potentially reduce 
the risk of hyperinflammation associated with COVID-19 infection. Studies with ibrutinib and acalabrutinib for treatment 
of CRS associated with COVID-19 are underway.

• Venetoclax (plus Obinutuzumab or Rituximab) are time-limited therapies but require TLS monitoring and can lead to 
higher rates of neutropenia than treatment with BTK inhibitors

• BTK inhibitors (ibrutinib and acalabrutinib) generally require fewer clinic/laboratory visits at the time of treatment initiation 
compared with the venetoclax regimens.

• Atrial fibrillation and increased risk of bleeding require monitoring and may be relevant in patients with severe lung 
inflammation, especially as patients with severe COVID-19 often develop severe thrombocytopenia 

HL Specific Considerations   

• Therapeutic decisions should continue to be individualized based on patient age, comorbidities and treatment goals

• If treatment is curative intent (primary setting and first relapse), standard approaches should typically be maintained

• The degree of immunosuppression with typical HL therapy (i.e. ABVD) is not high, febrile neutropenia is uncommon

• Careful consideration should be given to intensified approaches with escBEACOPP but these should be used if standard 
in your centre

• Given risks of pulmonary toxicity and symptomatology (cough, dyspnea, fever, hypoxia) could be in keeping with COVID-19 
infection (and sequelae of infection could be greater in patients with bleomycin pulmonary toxicity), minimization of 
bleomycin containing therapy is preferred. In high risk populations, bleomycin should be omitted

• Standard second-line approaches (i.e. GDP, autologous stem cell transplantation, maintenance brentuximab) should be 
applied unless there are specific patients features that are limiting

• In the palliative setting, therapies that minimize immunosuppression (i.e. radiation therapy) and that may minimize 
toxicity (novel therapies) and patient visits (i.e. anti-PD1 antibodies using treatment intervals of 6 weeks based on solid 
tumour data) should be employed.
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NHL Specific Considerations    

• Therapeutic decisions should continue to be individualized based on lymphoma histology, patient age, comorbidities 
and treatment goals

• In aggressive NHL, treatment is curative intent in nature (primary setting and first relapse) and standard approaches 
should typically be maintained

• Given increased risks for febrile neutropenia and immunosuppression with immunochemotherapy, primary prophylaxis 
with G-CSF should be utilized in appropriate populations

• In indolent NHL, treatment is not curative but standard approaches (immunochemotherapy) have demonstrate survival 
advantage and the potential for long, durable remissions and thus patients should continue with SOC therapy

• In high risk patients, approaches that minimize immunosuppressive agents (ie. bendamustine) can be considered

• Given the risks of long-term B cell aplasia and hypogammaglobulinemia, rituximab maintenance could be delayed (or 
doses delayed) to minimize risks and need for hospital visits

• Patients will benefit from observation where possible and the threshold for treatment initiation may change slightly given 
altered risk:benefit ratio during the COVID-19pandemic

• Dose intensive approaches in lymphoma should be performed as appropriate although guidance regarding stem cell 
transplantation recommends deferring non-curative transplants where possible

• In the palliative setting, the use of treatments such as radiation and the use of simple oral regimens should be considered 
to minimize toxicity and patient risk

• Cellular therapy approaches remain problematic in Canada given lack of easy access in many provinces and the potential 
need for travel. However, given the curative potential of such treatments, they should be pursued where feasible.

Leukemia and other Myeloid disorders: Specific Considerations   

• Significant heterogeneity with disease subtype along with patient age and comorbidity thus treatment goals may 
vary substantially based on potential for curative intent, indolent or aggressive nature of disease, efficacy of therapy 
and specific genetic subgroups

• Treatment can be potentially deferred to allow appropriate workup including COVID-19screening

• Standard treatment indications do not change in AML/APL

• Maintenance therapy for should be given when appropriate (ie FLT3 mutated)

• Allogeneic transplantation should be delayed unless patients are high risk

• In patients ineligible for aggressive curative approaches, monotherapy approaches are favoured over combination 
strategies to minimize toxicity including cytopenias and risk of infection

• Targeted approaches may be preferred as they may reduce immunosuppression and minimize the use of inpatient 
resources

• In MDS and MPN, the potential for therapy deferral and use of supportive care strategies should be considered

• Appropriate transfusion support should continue although further minimization in part to avoid travel risks should 
be employed when feasible

• Targeted approaches are likely preferred given ability to potentially minimize hematologic toxicity and 
immunosuppression
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Closing Comments 

• COVID-19 has had a dramatic impact on the entire health care system and poses unique problems for clinicians and the 
cancer/hematology system as a whole

• The current understanding of COVID-19remains limited and recommendations for management have largely been derived 
by consensus and based on clinician experience

• The full impact of COVID-19 on patients is not fully understood and ongoing data capture is needed to apply learnings 
into future practice

• Therapy for cancer patients needs to continue, balancing competing risks 

• Centres across Canada should adopt procedures and policies that are reflective of their size and needs. All benefit from 
involvement of clinicians, aHCPs and administration. 

• Policies and processes should be re-visited before becoming institutionalized 

The CARE™ Hematology Faculty is committed to continue 
providing education resources and tools in 2020 to support 

Canadian healthcare professionals navigating the COVID-19 era.   

 
Coming soon: CARE™ Global Interviews on COVID-19 

Dr. Peter Anglin, CARE™ Steering Faculty, sits down to talk with global 
leaders Dr. Paolo Ghia (Università Vita-Salute San Raffaele) and  

Dr. Maria Mateos (University of Salamanca) about specific considerations 
with COVID-19 in CLL and MM, respectively.

 
For more information on these interviews and to access other CARE™ 

resources please visit: https://careeducation.ca/covid 
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Source Content and Link

Professional organizations

AMA
Caring for Our Caregivers During COVID-19: 
https://www.ama-assn.org/delivering-care/public-health/caring-our-caregivers-during-covid-19 

ASH COVID-19 and CLL: Frequently Asked Questions: https://www.hematology.org/covid-19/covid-19-and-cll 

ASH COVID-19 Resources: https://www.hematology.org/covid-19

CLL Society COVID-19: https://cllsociety.org/covid-19/

ASCO Coronavirus Resources: https://www.asco.org/asco-coronavirus-information

NCCN Coronavirus Disease 2019 (COVID-19) Resources for the Cancer Care Community: https://www.nccn.org/covid-19/

EHA

Recommendations for specific hematologic malignancies:
https://ehaweb.org/covid-19/covid-19-recommendations/recommendations-for-specific-hematologic-malignancies/
COVID-19 Webinar Series:
https://ehaweb.org/covid-19/webinars/

Governmental bodies

HC

Infection prevention and control for COVID-19: Second interim guidance for acute healthcare settings
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/infec-
tion-prevention-control-covid-19-second-interim-guidance.html
Patient Resource- Coronavirus disease (covid-19) how to care for a person with covid-19 at home: advice for caregivers:
www.Canada.ca/coronavirus

CDC
Coronavirus Disease 2019 (COVID-19) For Healthcare Professionals:
 https://www.cdc.gov/coronavirus/2019-nCoV/hcp/index.html 

CMS
Medicare Telemedicine Health Care Provider Fact Sheet: 
https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet

FDA
A Message to Patients With Cancer and Health Care Providers About COVID-19: 
https://www.fda.gov/about-fda/oncology-center-excellence/message-patients-cancer-and-health-care-providers-
about-covid-19

NIH Get the latest research information from NIH: https://www.nih.gov/health-information/coronavirus 

CCO COVID-19 TIP SHEET FOR CANCER PROGRAMS. 0017-Person-Centred Care – Virtual Care - 2020-07-06

INSPQ
COVID-19 : Prise en charge des travailleurs de la santé dans les milieux de soins:
https://www.inspq.qc.ca/publications/2960-interventionsaerosols-covid19

Other resources / reference materials

"Managing Cancer Care During the COVID-19 Pandemic: Agility and Collaboration Toward a Common Goal.” Ueda. J Natl Compr Canc Netw. 2020.

Talkspace donation of free therapy to medical workers fighting COVID-19:  https://www.talkspace.com/blog/coronavirus-talkspace-dona-
tion-healthcare-workers/ 

Treating Leukemia in the Time of COVID-19. Acta Haematol 2020. doi: 10.1159/000508199: https://www.karger.com/Article/FullText/508199

Management of chronic lymphocytic leukemia in Canada during the coronavirus pandemic.  Sehn LH, et al.  CurrOncol  2020June:27(3)e332-e335

Resources Consulted
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Canadian Hematology Conference 
Is Going Digital!  CHC

2020

10 YEARS

October 1 - 3, 2020

Register Online at: CAREeducation.ca/events/chc2020

Join us at the Canadian Hematology Conference 2020 as we  
celebrate 10 years of CHC and 15 Years of CARETM Hematology!  
 
 
This year's  conference will cover key news in the fields of  
NHL, HL, CLL, Immunotherapy, and many more! 

ASCO/EHA  2020
CARE TM PERSPECT I VES

TM

To access CARE™ coverage of 
hematology content from this year’s 
ASCO and EHA meetings, including 
CLL, MM, NHL, and AML, please visit:  
 

 CAREeducation.ca/reports/ 
asco-eha-2020
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CARETM (Community. Academic. Research. Education) Faculty is a  
Pan-Canadian group of leaders in their field who gather, discuss and 

address gaps in knowledge, to develop education initiatives that frame  
news from a Canadian perspective. 

The vision of the CARETM Faculty is to share opinions and update Canadian 
specialists with news and developments from key conferences  

framed in a Canadian perspective.

The mission of the CARETM Faculty is to enhance medical education,  
with the explicit goal of improving patient outcomes. 

Learn more at CAREeducation.ca

This CARETM PUBLICATION provides educational updates on current trends in medicine. Views expressed in this report are those of the faculty. All information is 

provided for general informational purposes only, on an “as is” basis, without any representations, warranties or conditions, whether express or implied, statutory or 

otherwise, including, without limitation, any representations, warranties or conditions as to quality, accuracy, completeness, currency, reliability, efficacy, or fitness for a 

particular purpose. This information is not a substitute for informed medical advice. Support for the distribution of this report was provided by  Janssen Inc. Copyright © 

2020 by CARETM. All rights reserved. This publication or any portion thereof, in print, electronic copy or any other form, cannot be reproduced without the express written 

consent of CARETM. Any information, data, analysis, or results reproduced from another source remains the property of its authors. CARETM is a registered trademark, 

Canada (Registration No. TMA931,165). United States of America (Registration No. 5,024,819).

TM

ALL MEETINGS AND OUTPUTS  
FRAMED FROM A CANADIAN PERSPECTIVE

15 YEARS OF CARETM EDUCATION
15 YEARS OF CARETM HEMATOLOGY FACULTY

TMTM

20/20 VISION
AND BEYOND

TM




