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Abstract: The COVID-19 pandemic has altered all aspects of the healthcare system’s organization
and impacted patients with head and neck cancer (HNC) who have experienced delayed diagnosis
and treatment. The pandemic resulted in the admission of patients with severe dyspnea and a need
for tracheotomy due to extremely advanced HNC. This study’s objective was to evaluate the clinical
characteristics of two multi-center cohorts, “pre-COVID-19” and “COVID-19”, of HNC patients
admitted as emergencies for dyspnea. The therapeutic activity of HNC patients in four University
Departments of Otolaryngology was studied over two time periods: September–February 2019/2020
and 2020/2021. A group of 136 HNC patients who underwent a tracheotomy in two-time cohorts,
pre-COVID-19 (N = 59) and COVID-19 (N = 77), was analyzed. The mean tracheotomies incidence
proportion was 1.82 (SD: 1.12) for the pre-COVID-19 and 3.79 (SD: 2.76) for COVID-19 period. A rise in
the occurrence of emergency dyspnea was observed in the COVID-19 cohort, and the greatest increase
was seen in the centers with the highest limitations on planned surgeries. In the pre-COVID-19 period,
66% of patients presented with symptoms for more than a month in comparison to 78% of patients in
the COVID-19 period (p = 0.04). There was a higher incidence of laryngeal and laryngopharyngeal
cancer in the COVID-19 period (63% vs. 75%, respectively). The number of tracheotomies performed
under general anesthesia dropped in favor of local anesthesia during COVID-19 (64% vs. 56%,
respectively) due to extremely advanced HNC. In the COVID-19 cohort, most patients received a
telemedicine consultation (N = 55, 71%) in comparison to the pre-COVID-19 period (N = 14, 24%).
Reorganization of the referral system, adjustment of treatment capacity for an increased number of
HNC, and a reserve for more extensive resection and reconstruction surgeries should be made in the
profile of otorhinolaryngological departments, ensuring future HNC treatment is not hampered in
case of a new pandemic wave.
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1. Introduction

The COVID-19 pandemic has changed all aspects of the organization of the health-
care system. There has been a huge reduction in the availability of medical services in
certain areas of healthcare, especially in primary healthcare and outpatient specialist
care [1–3]. A shift from specialist care to telemedicine visits was observed [4]. These
changes affected head and neck cancer (HNC) patients whose diagnosis of cancer and
the implementation of treatment were delayed due to telemedical visits, a limitation of
inpatient services, or individual fear of contact with healthcare providers. Timeliness
of care delivery is regarded as a major quality metric of oncologic care [5–7]. The ag-
gressive nature of the majority of HNC negates the ability to defer surgical treatment
for a prolonged period [8,9]. The consequence of this was (and still is) the admission of
patients with extremely high-stage oropharyngeal and laryngeal cancers, with severe
dyspnea, urgently requiring a tracheotomy.

Despite the fact that cancer patients represented a vulnerable cohort during the
SARS-CoV-2 pandemic, the likelihood of SARS-CoV-2-related death was lower than the
risk arising from advanced disease; however, a severe course of infection with SARS-CoV-2
had the potential to lead to the premature death of these patients [10,11]. Thus, oncology
teams around the world adapted their practice with the aim of protecting patients [12].
Oncological societies created a plethora of recommendations, but precise instructions re-
garding routine oncological procedures remain absent [8,10,13–15]. A point-based scoring
algorithm was developed, the Surgical Prioritization and Ranking Tool and Navigation Aid
for Head and Neck Cancer (SPARTAN-HN), which consistently stratifies patients requiring
HNC surgical care in the COVID-19 era [16]. Additionally, an attempt was made to rapidly
implement a remote triaging system for the assessment of HNC referrals, utilizing the
Head and Neck Cancer Risk Calculator version 2 [17].

However, the real problem is not with patient segregation but with their delayed
and late reporting. The dominant obstruction was getting patients to the doctor in the
first place. The aforementioned phenomena have been observed in clinical practice since
the autumn of 2020, while now, i.e., in the spring of 2021 and on the verge of another
wave of the pandemic, detailed analyses and remedial measures are required. The premise
for this analysis was how to improve diagnostics, the admission system, and treatment
implementation in the age of a pandemic so that patients with extremely advanced cancer
seek treatment.

The aim of the study was to compare the clinical features of two multi-center cohorts
of HNC patients, “pre-COVID-19” (2019/2020) and “COVID-19” (2020/2021), admitted
as emergencies for dyspnea to restore the airway and to analyze the cause of the presenta-
tion delay.

2. Materials and Methods

The therapeutic activity in HNC patients in four University Departments of Otolaryn-
gology (Poznań, Łódź, Gdańsk, Bydgoszcz) was compared between two time periods:
September–February 2019/2020 and 2020/2021. The analyzed period was selected in accor-
dance with the duration of the second wave of the pandemic (2020/2021), and the reference
period from 2019/2020 was adjusted to it. All four departments provided services within
the normal scope and with all precautionary measures. There were slight organizational
differences between the units related to staff fluctuation and periodic lockdowns. Never-
theless, the differences were not the aim of the analysis, and the materials were considered
jointly due to the department profile similarities.

Urgent dyspnea was defined as a significant deterioration of respiratory comfort,
with inspiratory–expiratory dyspnea and a decrease in oxygen saturation below 90. The
time from the patient’s registration in the emergency room to performing the procedure
(tracheotomy) ranged from 15 to 180 min, with an average of 95 min ans a median of 60 min.

Diagnostic work-up: Laryngoscopy or transnasal videolaryngoscopy using flexible
scopes was performed, and the necessary information was obtained from the patients’
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documentation, family, or the ex-post evaluation of the surgery. Tumor location and extent
in the oncology group and dynamic information on laryngeal mobility were assessed. CT
imaging of the larynx was performed before the procedure.

Treatment: Tracheostomy, as the treatment of choice, was performed in all patients.
There were two categories of these procedures: under general anesthesia, after transport
to the operating room, with the participation of anesthesiologists and after intubating
the patient, and under local anesthesia, without the possibility of intubation, in a state of
extreme dyspnea, in the ER, or in a quickly launched operating room.

The “pre-COVID-19” and “COVID-19” patients were compared. The following vari-
ables were analyzed for both cohorts: age, gender, symptom duration, history of docu-
mented cardiovascular events, number of telemedicine consultations received, BMI, lo-
cation of the primary tumor site, and the advancement of the disease based on the TNM
system (2017) [18]. The differences in the presented variables for both pre-COVID-19 and
COVID-19 cohorts were analyzed.

The first outcome measure was the incidence proportion of urgent dyspnea cases
requiring a tracheotomy in the course of advanced head and neck neoplasms in relation to
the total number of all surgical procedures in otorhinolaryngological centers in both time
periods. The second outcome measure was a detailed description of the specificity of the
COVID-19 group.

Statistical Analysis

Statistical analysis was performed using STATISTICA software (Version 13.1, Dell,
Austin, TX, USA). The incidence proportion for laryngeal dyspnea related to tumors of the
head and neck was calculated by dividing the total number of surgical procedures related
to emergency dyspnea due to neoplasm by the total number of surgical procedures in each
given time in each clinical center individually, with the value presented as a percentage.

The Shapiro–Wilk test was used to assess the normal distribution of the continuous
variables, which were summarized using the mean and standard deviation (SD) for nor-
mally distributed variables, and median values and interquartile ranges for non-normally
distributed variables.

Comparisons between the pre-COVID and COVID cohorts for continuous and nor-
mally distributed variables within the groups were performed by first performing Levene’s
test to check for equality of variance between the groups, and upon rejecting the null hy-
pothesis in all instances, the Student’s t-test for independent samples was performed. For
non-normally distributed continuous variables, the U-Mann–Whitney test was conducted.
To analyze the effect of nominal variables between the cohorts, contingency tables were
drawn, and Pearson’s Chi-squared test was utilized, while in populations smaller than
10 subjects, Fischer’s exact test was used. The level of significance used for all the analyses
was 2-tailed and set at p < 0.05.

3. Results

The analysis concerns a group of 136 patients who underwent a tracheotomy in two-
time cohorts, pre-COVID-19 (N = 59) and COVID-19 (N = 77). The study group included
105 men (pre-COVID-19: N = 45 vs. COVID-19: N = 60) and 31 women (pre-COVID-19:
N = 14; COVID-19: N = 17). The mean age in the study group was 63.93 years (SD 10.48)
(pre-COVID-19: 64.05 years (SD 8.79); COVID-19: 63.83 years (SD 11.67)). There were no
statistically significant differences in the gender distribution between the periods (Chi-
squared test p = 0.82) or between the ages of the patients (t-student test p = 0.99).

The mean incidence proportion for all centers calculated for the pre-COVID-19 period
of 2019/2020 was 1.82 (SD: 1.12) for the pre-COVID-19 period and 3.79 (SD: 2.76) for
the COVID-19 period, respectively. A rise in the occurrence of emergency dyspnea was
observed in the COVID-19 cohort, with the biggest proportional change observed in Lodz
and the smallest in Poznan. There were statistically significant differences between the time
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cohorts (Table 1). The incidence proportion of surgical procedures due to laryngological
dyspnea from head and neck cancer was summarized in Table 1.

Table 1. Number of tracheotomy procedures, total number of ENT surgeries, and the incidence
proportions for tracheotomy due to head and neck cancer in pre-COVID-19 and COVID-19 time
cohorts. TRA—Urgent tracheotomy; SUR—Total number of ENT surgical procedures exclud-
ing tracheostomies.

Pre-COVID-19 Cohort COVID-19 Cohort p-Value

Lodz
TRA 30 40

<0.0001
SUR 1022 504

Poznan
TRA 15 17

0.5160
SUR 1505 1354

Bydgoszcz
TRA 11 13

0.2015
SUR 393 274

Gdansk
TRA 3 7

0.1226 *
SUR 416 335

All centers
TRA 59 77

0.0010
SUR 3336 2467

* Calculated using Chi-squared testing unless otherwise indicated (Fisher Exact test).

The differences between otorhinolaryngological centers were not the aim of the anal-
ysis, and the huge number of tracheotomies in Lodz was related to it being the only
emergency department in the region with a long tradition of oncology. In Gdańsk, there
are another three otorhinolaryngological emergency departments with such an oncologi-
cal profile.

The rise in incidence was best seen in centers which had the highest limitations
due to local restrictions in planned surgeries; in Lodz, the number of planned surgeries
changed significantly between the periods, causing a significant increase in the incidence
of emergency procedures due to laryngological dyspnea in the course of oncologic disease,
while for centers which noted less significant changes in the total number of planned
surgeries (Poznan, Gdansk), the increase in tracheotomy incidence was less visible (Table 1).

All the University clinical centers noted an increase in the total number of performed
tracheotomy procedures in patients with head and neck neoplasms, with the greatest
increase between the pre-COVID-19 and COVID-19 periods in Gdansk by 133% and in
Lodz by 33%. In Poznań and Gdańsk, there was the smallest percentage decrease in
the total number of all planned surgeries performed in the COVID-19 period. In these
two departments, the percentage proportion increase in tracheotomies was lower than in
Łódź and Bydgoszcz. The increase in the percentage of tracheotomies as a total of surgeries
performed was the most pronounced in Łódź and Bydgoszcz, but these departments were
also affected by the longest period of interruption of specialist services due to the pandemic,
with only urgent cases being admitted, which constituted a growing percentage of the
number of total surgeries.

In Łódź and Bydgoszcz, there were similar treatment restrictions: in the COVID-19
period, these regions saw a reduction of up to 50% in the number of beds, reduced appoint-
ments numbers at the outpatient clinic, limited access to the operating room (only 2 or
3 days a week instead of 5) and an increased inflow of urgent patients from the region due
to the closure of other otorhinolaryngological departments.

Epidemiological data for patients treated by urgent open tracheotomies in both pre-
COVID-19 and COVID-19 cohorts are presented and compared in Table 2. The duration of
symptoms was categorized to represent the urgency of the procedure into symptoms of
dyspnea developing in a month or less and longer than one month. In the pre-COVID-19 pe-
riod, 66% of patients presented with symptoms developing for more than a month, whereas
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in the COVID-19 period, as much as 78% of patients fell into this category. This observation
was statistically significant (p = 0.04). Neither the advancement of the disease nor the local-
ization of the primary tumor differed significantly between the groups. However, there was
a higher incidence of laryngeal and laryngopharyngeal cancer in COVID-19 compared to
the pre-COVID-19 period (63% vs. 75%, respectively). Other analyzed parameters, such as
concomitant disorders categorized by the system (cardiovascular, respiratory, neurological,
number of cardiovascular incidents, diabetes mellitus) or others, as well as concurrent
neoplasms, were not found to be significantly different between the time cohorts. Obesity
or malnutrition was not a significant factor since the median BMI in the pre-COVID-19
cohort was 22.5 (IQR 5.2) and in the COVID-19 cohort, 23.53 (IQR 5.54), respectively, both
of which can be interpreted to be normal BMIs.

Table 2. Patients who developed dyspnea due to advanced head and neck cancer were treated with
an open surgical tracheotomy in two-time cohorts: pre-COVID-19 and COVID-19.

Pre-COVID-19 Cohort COVID-19 Cohort
p-Value

Total N = 59 Total N = 77

Primary tumor site p = 0.34 *
Larynx and laryngopharynx 37 (63%) 58 (75%)

Oral cavity and tongue 7 (12%) 8 (10%)
Oropharynx 10 (17%) 6 (8%)

Other (thyroid, esophagus, lung) 5 (9%) 5 (7%)
Tumor advancement p = 0.52 *

T2 3 (5%) 3 (4%)
T3 13 (23%) 24 (32%)
T4 41 (72%) 49 (65%)

Comorbidities
Diabetes 7 (12%) 11 (14%) p = 0.80 *

Other neoplasms 6 (10%) 7 (9%) p = 1.0 *
Respiratory disease 2 (3%) 6 (8%) p = 0.24 *

Cardiovascular disease 22 (37%) 26 (34%) p = 0.67 **
Tracheotomy under general anesthesia 38 (64%) 43 (56%) p = 0.31 *

Gender p = 0.82 **
Male 45 (76%) 60 (78%)

Female 14 (24%) 17 (22%)
Time from first symptoms to hospital admission p = 0.04 *

More than 30 days 30 (66%) 60 (78%)
8 to 30 days 10 (17%) 3 (4%)

Less than 7 days 10 (17%) 14 (18%)
Acute dyspnea duration p = 0.65 **

1–2 days 21 (55%) 36 (62%)
3–7 days 17 (45%) 22 (38%)

Telemedicine consultations p < 0.01 **
None 59 (100%) 22 (26%)
One 0 (0%) 38 (49%)

More than one 0 (0%) 17 (22%)

* Two-tailed Fischer’s exact test. ** Pearson’s Chi-squared test with Yates’s correction for continuity.

Due to the difficulties in intubating a patient with acute dyspnea limiting the ability
to visualize the glottis, the number of tracheotomies performed under general anesthesia
dropped in favor of those conducted under local anesthetic during COVID-19 (64% in
pre-COVID19 vs. 56%, respectively).

Regarding telemedical services, which were uncommon in the pre-pandemic time,
out of 59 patients, only 14 individuals (24%) received a telemedical consultation before
admission to the hospital, and all those cases presented with symptoms developing for
more than 30 days. In comparison, in the COVID-19 cohort, most patients received a
telemedicine consultation from their primary care facility (55 patients, 71%), of which
49% of patients received at least one and 22% more than one teleconsultation. Analyzing
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symptom duration in this cohort of patients, only one individual with symptoms presenting
for less than 7 days received a teleconsultation. Patients who presented with symptoms
developing for more than 7 days, but less than 30 days, received at least one teleconsultation
in 64% of all those cases.

Considering the number of teleconsultations regarding the time of developing acute
dyspnea in the COVID-19 cohort in the urgent group (1–2 days of dyspnea), 21 patients
(61%) received one teleconsultation and 6 (17%) more than one. In contrast, in the group
which developed dyspnea for more than 3 days, 22 patients (36%) received at least one,
while almost 50% of individuals received two or more teleconsultations. This observation
was statistically significant (Fischer’s exact test with Freeman–Halton extension p = 0.036).
In the pre-COVID-19 period, all individuals who received a teleconsultation (14 patients)
presented with dyspnea developing over longer than 7 days.

4. Discussion

We presented, for the first time, a cohort analysis of the therapeutic activity of emer-
gency otorhinolaryngological units during pandemic conditions in terms of urgent dyspnea
in HNC patients. We based our observations and conclusions on a comparison of the
patients admitted in the periods September–February 2019/2020 and 2020/2021. As an
overview of the total medical activities of the otorhinolaryngological department, we sum-
marized the number of services provided. Overall, a decrease in planned surgeries was
observed, which ranged across different centers from −48% to −10%, dependent on the
local exacerbation of the pandemic and locally imposed healthcare restrictions in normal
hospital function.

Our analysis of four University Departments of Otolaryngology showed that the num-
ber of urgent tracheotomies in HNC patients increased in all of them, but proportionally,
most were observed in those where the primary activity was limited. On the one hand, it
proves that the system of admissions and life-saving procedures was maintained, although
some of these departments were converted to meet the needs of the pandemic. However, on
the other hand, the greater the involvement in combating the pandemic, the fewer planned
interventions were implemented and the higher the percentage of emergency procedures.
A large proportion of patients awaiting planned surgeries had them postponed, which
showed that capacity was fixed, with no possibility of expanding the department’s activ-
ity. Our findings have been partially reflected in up-to-date literature. The coronavirus
pandemic and the subsequent need for disease transmission mitigation efforts have sig-
nificantly altered the delivery of cancer care [1,2]. The utilization of inpatient care and
subsequent hospitalization deficit was estimated in developed countries to be 7–35% in
oncology [19–22]. All oncological subspecialties in the US experienced significant decreases
in new patient visits and surgery capacity during COVID-19 [23], with a 25% reduction in
newly diagnosed head and neck malignancies [24].

In our experience, the limitations of cancer care were not reflected in the number
and proportion of urgent tracheotomies in the case of cancer care between the two co-
horts, though the total number did decrease for other reasons. Regardless of their place of
residence, oncological patients with extreme dyspnea are mainly neglected health cases.
Another observation is the change in the proportion of primary lesions and the over-
representation of laryngeal cancer. This is probably related to the fact that during the
pandemic, primaries with a rapid progression could not wait anyway, while those with
slowly developed cancers, adapted to dyspnea, more often reported in an extreme state.

Our results point out that telemedicine was a popular means of providing healthcare
during the pandemic, which is also observed across different healthcare systems [17,22,25].
Patients developing acute, dynamic dyspnea mostly had one telemedical consulta-
tion, which led to an immediate referral to the hospital. Full analysis of the effects of
telemedicine was limited due to missing data regarding the time between the actual
consultation and the patient’s date of admission to the hospital. Nonetheless, patients
who presented with acute dyspnea directed to the hospital constituted a minority of cases
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in the COVID-19 cohort. Comparing the pre-pandemic use of telemedicine to the pan-
demic period, all the individuals in the COVID-19 cohort in this study, who underwent a
telemedical consultation, developed symptoms over a longer period and constituted a
minority of all cases in that cohort. The lack of standardized IT platforms may have re-
sulted in serious challenges in replacing frontal visits, often making a concrete reduction
of patients’ hospital access unfeasible [22]. Although telemedicine may improve health-
care access, patient preferences, technology-related barriers, and limitations regarding
cancer surveillance must be addressed moving forward [25]. When given a choice,
patients with head and neck cancer preferred in-person visits over telemedicine [25].

During the COVID-19 pandemic, telemedicine was implemented as a measure to
manage difficulties posed by suspended ambulatory visits and the decreased number of
available specialists [26,27]. However, several studies confirmed that telemedicine in otorhi-
nolaryngology could be effectively implemented in healthcare with positive effects and
patients’ experience, especially in laryngology and head and neck surgery [28,29]. Below,
we provide a management scheme for patients with suspicious symptoms to maintain
ongoing access to the specialist and provide an early diagnosis (Figure 1) with qualification
criteria based on the white paper by the Make Sense Campaign [30]. The suggested system
may be used in both patients referred by primary care doctors or follow-up patients. The
central part consists of a telehealth center, in which patients are assessed in terms of alarm
symptoms and divided into urgent and non-urgent groups.
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Implementation of this system may lead to better compliance in follow-up patients
and earlier diagnosis of head and neck malignancies.

Although the differences were not the aim of the analysis, we noticed some specificity
between the four university departments. Initial surgical load in the pre-COVID-19 period,
the number of emergency departments in the given regions, and breaks/closures due to
the pandemic constitute some differences in the number of procedures. The density of
otorhinolaryngological departments in the region and round-the-clock emergency care
availability, a reduction of available bed numbers, reduced appointment numbers at the
outpatient clinic, as well as limited access to the operating room also mattered.

Strengths and limitations of the study:
To our knowledge, this study constitutes the largest clinical group analyzed regarding

emergency department services related to severe dyspnea in HNC patients.
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One of the strongest limitations of this study was that it was a relatively small study
group, which was then divided into two cohorts. Sample sizes below five individuals for
some variables required the utilization of the conservative Fischer’s exact test. Inclusion
of other centers might improve outcomes towards observed tendencies by expanding the
analyzed population size.

In summary, the number of tracheotomy procedures in HNC patients was higher
during the COVID-19 period. This may indicate both the higher advancement of a larger
number of patients as well as higher reporting to the four analyzed departments, probably
due to the limited availability of other healthcare providers. However, the first premise
should be adopted because HNC patients are directed to the analyzed university depart-
ments anyway. However, this premise will require confirmation in subsequent analyses,
i.e., the total number of patients from the oncological pathway.

The degree of advancement of HNSCC during urgent tracheotomy is the same, which
is logical, but the higher percentage of tracheotomies performed under local anesthesia
is noteworthy. It is a category of extremely urgent procedures with complete airway
obstruction. This means that in these patients, intubation was attempted, but the glottis
was not visualized, so the tracheotomy was performed immediately, or the procedure was
even performed in the Emergency Department without intubation attempts.

5. Conclusions

In the profile of otorhinolaryngological departments, the reorganization of the referral
system may improve the access of head and neck oncological patients to specialists dur-
ing further COVID-19 pandemic waves. That may include direct indications for hospital
telemedicine centers’ employees to the proposed algorithm, adjusting treatment capacity
for an elevated number of HNC, and a reserve for more extensive resection and reconstruc-
tion surgeries.
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M.K., J.P., G.Ś., P.S. and M.S.; Writing—Original Draft Preparation, M.W., W.P., P.B., B.M. and O.R.;
Writing—Review and Editing, M.W., W.P., P.B. and B.M.; Visualization, O.R., M.B. and M.K. All
authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Knoerl, R.; Phillips, C.S.; Berfield, J.; Woods, H.; Acosta, M.; Tanasijevic, A.; Ligibel, J. Lessons learned from the delivery of virtual

integrative oncology interventions in clinical practice and research during the COVID-19 pandemic. Support. Care Cancer 2021, 29,
4191–4194. [CrossRef] [PubMed]

2. Snyder, R.A. A noticeable absence. Cancer 2021, 127, 2397–2398. [CrossRef]
3. Reeves, J.J.; Hollandsworth, H.M.; Torriani, F.J.; Taplitz, R.; Abeles, S.; Tai-Seale, M.; Millen, M.; Clay, B.J.; Longhurst, C.A. Rapid

response to COVID-19: Health informatics support for outbreak management in an academic health system. J. Am. Med. Inform.
Assoc. 2020, 27, 853–859. [CrossRef] [PubMed]

4. Jeffery, M.M.; D’Onofrio, G.; Paek, H.; Platts-Mills, T.F.; Soares, W.E.; Hoppe, J.A.; Genes, N.; Nath, B.; Melnick, E.R. Trends in
Emergency Department Visits and Hospital Admissions in Health Care Systems in 5 States in the First Months of the COVID-19
Pandemic in the US. JAMA Intern. Med. 2020, 180, 1328–1333. [CrossRef] [PubMed]

5. Murphy, C.T.; Galloway, T.J.; Handorf, E.A.; Egleston, B.L.; Wang, L.S.; Mehra, R.; Flieder, D.B.; Ridge, J.A. Survival impact of
increasing time to treatment initiation for patients with head and neck cancer in the United States. J. Clin. Oncol. 2016, 34, 169–178.
[CrossRef]

http://doi.org/10.1007/s00520-021-06174-0
http://www.ncbi.nlm.nih.gov/pubmed/33772364
http://doi.org/10.1002/cncr.33291
http://doi.org/10.1093/jamia/ocaa037
http://www.ncbi.nlm.nih.gov/pubmed/32208481
http://doi.org/10.1001/jamainternmed.2020.3288
http://www.ncbi.nlm.nih.gov/pubmed/32744612
http://doi.org/10.1200/JCO.2015.61.5906


J. Clin. Med. 2022, 11, 6385 9 of 10

6. Xiao, R.; Ward, M.C.; Yang, K.; Adelstein, D.J.; Koyfman, S.A.; Prendes, B.L.; Burkey, B.B. Increased pathologic upstaging with
rising time to treatment initiation for head and neck cancer: A mechanism for increased mortality. Cancer 2018, 124, 1400–1414.
[CrossRef]

7. Guttmann, D.M.; Kobie, J.; Grover, S.; Lin, A.; Lukens, J.N.; Mitra, N.; Rhodes, K.V.; Feng, W.; Swisher-McClure, S. National
disparities in treatment package time for resected locally advanced head and neck cancer and impact on overall survival. Head
Neck 2018, 40, 1147–1155. [CrossRef]

8. O’Connell, D.A.; Seikaly, H.; Isaac, A.; Pyne, J.; Hart, R.D.; Goldstein, D.; Yoo, J. Recommendations from the Canadian
Association of Head and Neck Surgical Oncology for the Management of Head and Neck Cancers during the COVID-19
pandemic. J. Otolaryngol. Head Neck Surg. 2020, 49, 53. [CrossRef]

9. Matos, L.L.; Forster, C.H.Q.; Marta, G.N.; Castro Junior, G.; Ridge, J.A.; Hirata, D.; Miranda-Filho, A.; Hosny, A.; Sanabria, A.;
Gregoire, V.; et al. The hidden curve behind COVID-19 outbreak: The impact of delay in treatment initiation in cancer patients and
how to mitigate the additional risk of dying-the head and neck cancer model. Cancer Causes Control 2021, 32, 459–471. [CrossRef]

10. Ivanyi, P.; Park-Simon, T.; Christiansen, H.; Gutzmer, R.; Vogel, A.; Heuser, M.; Golpon, H.; Hillemanns, P.; Haier, J. Protective
measures for patients with advanced cancer during the SARS-CoV-2 pandemic: Quo vadis? Clin. Exp. Metastasis 2021, 38, 257–261.
[CrossRef]

11. Sidaway, P. COVID-19 and cancer: What we know so far. Nat. Rev. Clin. Oncol. 2020, 17, 336. [CrossRef]
12. Lee, A.J.X.; Purshouse, K. COVID-19 and cancer registries: Learning from the first peak of the SARS-CoV-2 pandemic. Br. J.

Cancer 2021, 124, 1777–1784. [CrossRef]
13. Day, A.T.; Sher, D.J.; Lee, R.C.; Truelson, J.M.; Myers, L.L.; Sumer, B.D.; Stankova, L.; Tillman, B.N.; Hughes, R.S.; Khan, S.A.; et al.

Head and neck oncology during the COVID-19 pandemic: Reconsidering traditional treatment paradigms in light of new surgical
and other multilevel risks. Oral Oncol. 2020, 105, 104684. [CrossRef]

14. Han, A.Y.; Miller, J.E.; Long, J.L.; St John, M.A. Time for a Paradigm Shift in Head and Neck Cancer Management During the
COVID-19 Pandemic. Otolaryngol. Head Neck Surg. 2020, 163, 447–454. [CrossRef]

15. Maniakas, A.; Jozaghi, Y.; Zafereo, M.E.; Sturgis, E.M.; Su, S.Y.; Gillenwater, A.M.; Gidley, P.W.; Lewis, C.M.; Diaz, E.;
Goepfert, R.P.; et al. Head and neck surgical oncology in the time of a pandemic: Subsite-specific triage guidelines during
the COVID-19 pandemic. Head Neck 2020, 42, 1194–1201.

16. de Almeida, J.R.; Noel, C.W.; Forner, D.; Zhang, H.; Nichols, A.C.; Cohen, M.A.; Wong, R.J.; McMullen, C.; Graboyes, E.M.;
Divi, V.; et al. Development and validation of a Surgical Prioritization and Ranking Tool and Navigation Aid for Head and
Neck Cancer (SPARTAN-HN) in a scarce resource setting: Response to the COVID-19 pandemic. Cancer 2020, 126, 4895–4904.
[CrossRef]

17. Banerjee, S.; Voliotidis, D.; Parvin, L.; Rama, S.P.K. Telephone triage of suspected head and neck cancer patients during the
coronavirus disease 2019 pandemic using the Head and Neck Cancer Risk Calculator version 2. J. Laryngol. Otol. 2021, 135,
241–245. [CrossRef]

18. El-Naggar, A.K.; Chan, J.K.; Grandis, J.R.; Takata, T.; Slootweg, P.J. WHO Classification of Head and Neck Tumours, 4th ed.;
International Agency for Research on Cancer (IARC): Lyon, France, 2017.

19. Bollmann, A.; Hohenstein, S.; Pellissier, V.; Stengler, K.; Reichardt, P.; Ritz, J.P.; Thiele, H.; Borger, M.A.; Hindricks, G.; Meier-
Hellmann, A.; et al. Utilization of in- And outpatient hospital care in Germany during the COVID-19 pandemic insights from the
German-wide Helios hospital network. PLoS ONE 2021, 16, e0249251. [CrossRef]

20. Rao, V.; Arakeri, G.; Subash, A.; Ajaikumar, B.; Patil, R.; Hale, B.; Amaral Mendes, R. Decreased Cancer Consultations in the
COVID-19 Era: A Concern for Delay in Early Cancer Diagnosis in India. JCO Glob. Oncol. 2021, 7, 408–409. [CrossRef]

21. Santi Id, L.; Golinelli, D.; Tampieri, A.; Farina, G.; Greco Id, M.; Rosa, S.; Beleffi, M.; Biavati, B.; Campinoti, F.; Guerrini, S.; et al.
Non-COVID-19 patients in times of pandemic: Emergency department visits, hospitalizations and cause-specific mortality in
Northern Italy. PLoS ONE 2021, 16, e0248995. [CrossRef]

22. Indini, A.; Pinotti, G.; Artioli, F.; Aschele, C.; Bernardi, D.; Butera, A.; Defraia, E.; Fasola, G.; Gamucci, T.; Giordano, M.; et al.
Management of patients with cancer during the COVID-19 pandemic: The Italian perspective on the second wave. Eur. J. Cancer
2021, 148, 112–116. [CrossRef] [PubMed]

23. Gazivoda, V.; Greenbaum, A.; Roshal, J.; Lee, J.; Reddy, L.; Rehman, S.; Kangas-Dick, A.; Gregory, S.; Kowzun, M.;
Stephenson, R.; et al. Assessing the immediate impact of COVID-19 on surgical oncology practice: Experience from an
NCI-designated Comprehensive Cancer Center in the Northeastern United States. J. Surg. Oncol. 2021, 124, 7–15. [CrossRef]
[PubMed]

24. Kiong, K.L.; Diaz, E.M.; Gross, N.D.; Diaz, E.M.; Hanna, E.Y. The impact of COVID-19 on head and neck cancer diagnosis and
disease extent. Head Neck 2021, 43, 1890–1897. [CrossRef] [PubMed]

25. Fassas, S.; Cummings, E.; Sykes, K.J.; Bur, A.M.; Shnayder, Y.; Kakarala, K. Telemedicine for head and neck cancer surveillance in
the COVID-19 era: Promise and pitfalls. Head Neck 2021, 43, 1872–1880. [CrossRef]

26. Lee, A.K.F.; Cho, R.H.W.; Lau, E.H.L.; Cheng, H.K.; Wong, E.W.Y.; Ku, P.K.M.; Chan, J.Y.K.; Yeung, Z.W.C. Mitigation of head and
neck cancer service disruption during COVID-19 in Hong Kong through telehealth and multi-institutional collaboration. Head
Neck 2020, 42, 1454. [CrossRef]

27. Manning, L.A.; Gillespie, C.M. E-Health and Telemedicine in Otolaryngology: Risks and Rewards. Otolaryngol. Clin. N. Am. 2022,
55, 145. [CrossRef]

http://doi.org/10.1002/cncr.31213
http://doi.org/10.1002/hed.25091
http://doi.org/10.1186/s40463-020-00448-z
http://doi.org/10.1007/s10552-021-01411-7
http://doi.org/10.1007/s10585-021-10083-1
http://doi.org/10.1038/s41571-020-0366-2
http://doi.org/10.1038/s41416-021-01324-x
http://doi.org/10.1016/j.oraloncology.2020.104684
http://doi.org/10.1177/0194599820931789
http://doi.org/10.1002/cncr.33114
http://doi.org/10.1017/S0022215121000657
http://doi.org/10.1371/journal.pone.0249251
http://doi.org/10.1200/GO.21.00030
http://doi.org/10.1371/journal.pone.0248995
http://doi.org/10.1016/j.ejca.2021.01.040
http://www.ncbi.nlm.nih.gov/pubmed/33743478
http://doi.org/10.1002/jso.26475
http://www.ncbi.nlm.nih.gov/pubmed/33765341
http://doi.org/10.1002/hed.26665
http://www.ncbi.nlm.nih.gov/pubmed/33650276
http://doi.org/10.1002/hed.26659
http://doi.org/10.1002/hed.26226
http://doi.org/10.1016/j.otc.2021.07.011


J. Clin. Med. 2022, 11, 6385 10 of 10

28. Tolvi, M.; Lahti, T.; Aaltonen, L.-M. Otorhinolaryngology Virtual Visits During the COVID-19 Pandemic: A 2-Year Follow-Up
Study. Telemed. J. e-Health Off. J. Am. Telemed. Assoc. 2022. Online ahead of print. [CrossRef]

29. Caputo, M.P.; Rodriguez, C.S.; Padhya, T.A.; Mifsud, M.J. Telehealth Interventions in Head and Neck Cancer Patients: A System-
atic Review. Cancer Nurs. 2022; online ahead of print. [CrossRef]

30. Leemans, R.; Licitra, L.; Parmar, S.; Trama, A.; Grau Eriksen, J.; Verdonck-de Leeuw, I. Head and Neck Cancer—A Preventable, yet
Widely Unknown European Health Crisis—White Paper; European Head and Neck Society: Amsterdam, The Netherlands, 2020.

http://doi.org/10.1089/tmj.2022.0305
http://doi.org/10.1097/NCC.0000000000001130

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

