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COVID-19 and head and neck oncology
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The COVID-19 pandemic has generated a plethora of unique challenges which have forced Otolaryngologists/Head and Neck Surgeons to adapt the ways in which patients with head and neck cancer
are diagnosed and managed. This article aims to describe the impact of COVID-19 on the practice
of head and neck oncology, as well as provide evidence-based management recommendations for
head and neck cancer during a public health emergency such as the current pandemic.
© 2022 Elsevier Inc. All rights reserved.

Introduction

Time to diagnosis and treatment

During the COVID-19 pandemic, healthcare systems
across the globe have faced unprecedented struggles. With
shortages of hospital beds, personal protective equipment,
and ventilators, at times all elective procedures were suspended in an effort to save resources.1 As head and neck
surgeons know all too well, procedures are anything but
elective to a patient sick with cancer. The pandemic has
affected patients, healthcare workers, and head and neck
cancer treatment in more ways than head and neck oncologists could have imagined. As research on the effects of
the pandemic proceeds over the coming years, more light
will be shed on how care of the head and neck cancer
patient has changed. Two years after the pandemic began,
head and neck oncologists across the globe are just beginning to see how COVID-19 has affected time to diagnosis
and treatment, the role of telemedicine, patient and healthcare worker safety protocols, ethical considerations, as well
as the management of head and neck cancer.

Several studies have shown that cancer screening has
decreased during the COVID-19 pandemic resulting in delays and initiation of cancer treatment for breast, colon,
prostate, and lung cancer.2 Many tertiary care institutions
around the world have evaluated their own data regarding
potential delays in diagnosis and treatment of head and
neck cancer patients as a result of the pandemic. Multiple factors come into play when considering evaluation
and treatment of patients during disasters such as a pandemic. According to the Centers for Medicare & Medicaid
Services (CMS), the following factors should determine
whether or not to proceed with a planned evaluation or
procedure: the current and projected COVID-19 cases in
the facility and region; supply of personal protective equipment, beds, ventilators, and staff in the facility; health and
age of the patients; and urgency of the procedure.3
Several groups around the world have investigated
whether the pandemic has been associated with potential diagnostic and/or treatment delays for patients with
head and neck cancer, with varying results. In New York
City, Yao et al found that time to diagnosis for head and
neck cancers was delayed during a COVID-19 period compared to a pre–COVID-19 period, but that there was no
evidence of delays in time to staging and time to treatment.4 Tevetoglu’s group out of Turkey found a higher
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rate of advanced stage disease as well as higher need for
complex reconstruction during the pandemic.5 Similarly, in
Germany, Metzger et al described both a significant delay
in treatment as well as higher pathologic T stage in patients presenting in 2020 compared to prior.6 In contrast,
in Sacramento, California, Solis et al showed a decrease
in patients who were evaluated during the pandemic with
no significant differences in time to diagnosis or surgery,
or in treatment. There were, however, a larger proportion
of advanced stage tumors and larger tumor sizes presenting during the pandemic.7 In Nashville, Tennessee, Stevens
et al showed that there was no significant difference in tumor or metastasis staging, but that patients with mucosal
squamous cell carcinoma presented with more advanced
nodal staging during the pandemic. Their team also reported a slight increase in newly diagnosed malignancy
during the pandemic.8 Thus, the data to date shows some
variability depending on the location and timing of the
study performed. As the various pandemic surges affected
different parts of the world at slightly different times, and
each institution adopted rules on ambulatory and surgical
services based on the pandemic’s severity in its region, it
is not surprising that there would be such varied results
reported in the literature. However, taken together, these
studies have shown a tendency towards a more advanced
cancer presentation as a result of the COVID-19 pandemic.

Telemedicine
The COVID-19 pandemic created an urgent need for
many aspects of healthcare to move to a digital platform at
a rapid pace.9 Telemedicine allows patients and providers
to meet through a virtual visit and reduce their respective risks of exposure. The nature of otolaryngologic disease and clinical evaluation resulted in a slower uptake of
telemedicine within the field of Otolaryngology/Head and
Neck Surgery.10 From a provider perspective, the ability
to thoroughly examine the upper aerodigestive tract via
telemedicine is currently quite limited, and this is an important element in both cancer surveillance and the evaluation of a new head and neck cancer patient. Fassas et al
found that patients with head and neck cancer preferred
in-person visits over telemedicine for their cancer surveillance,11 however studies performed both prior to and during the pandemic have found that telemedicine visits can
be an effective means of evaluation of head and neck patients and result in high patient satisfaction.12 , 13
In the early stages of the pandemic, recommendations
were to limit non-urgent patient encounters such as those
for benign disease or routine cancer surveillance in patients
without any new or concerning symptoms. Recommendations also included using telemedicine when appropriate
in place of face-to-face visits.14 These initial recommendations continue to be useful as regions and health care
facilities experience surges and are again faced with limited resources and elevated risk.
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Tam et al investigated associations between patient demographic characteristics and socioeconomic disparities
and the engagement in telemedicine within their head and
neck cancer population during the pandemic. They found
that telemedicine could be used for a diverse patient population to provide multidisciplinary care in the event inperson care could not be delivered. There were no demographic, insurance, or socioeconomic differences observed between all patients seen either before or during the
COVID-19 pandemic. However, they did note that uninsured patients, patients with Medicaid, and patients with
lower median household incomes had less odds of completing a virtual care visit. This disparity did not carry
over to telephone visits.15 Therefore, head and neck surgeons whose practice is largely derived from Medicaid,
uninsured, and low-income patient populations may struggle connecting with their patients over a virtual platform
and providing care for these complex patients. Additionally, surgical planning for head and neck reconstruction
often involves close examination of the chest and extremities, evaluation of circulation, and an overall assessment of
a patient’s functional status which are significantly more
difficult over a virtual platform. Telephone-only visits are
possible for a larger proportion of the patient population, however, without any means of physical examination, providers are entirely reliant on symptomatology and
patient-report.16 At a minimum, these telephone visits can
assist in triage particularly during times of restricted inperson capacity. As both the pandemic and technology
evolve, telemedicine will likely grow to play a larger role
in the care of the head and neck patient.

Patient safety
Patient safety is of utmost importance to all healthcare
institutions. Patients with cancer are considered high-risk
for severe disease and poor outcomes, particularly patients
with head and neck cancer as they often have multiple comorbid factors that also contribute to poorer outcomes such
as smoking and cardiovascular disease.17 Elderly patients
with head and neck cancer are at especially high risk.18
As discussed above, telemedicine has played a role in patient safety and reducing risk of patient exposure. Early on
in the pandemic, the risk of nosocomial COVID-19 infection was higher, and in certain cases, such as in elderly
patients where the risk of COVID-19 was especially high,
surgery was not favored for head and neck cancer treatment due to poorer outcomes after head and neck surgery
in the geriatric population coupled with their higher risk
of severe disease and death due to COVID-19 infection.18
Hospital-acquired COVID-19 rates vary based on different studies, ranging from 2%19 to 15%.20 Over time, as
knowledge regarding transmission, testing capabilities, and
access to personal protective equipment have increased, the
risk of nosocomial COVID-19 infection has decreased.21
However, even as early as July 2020, the CovidSurg Collaborative published their findings of an international, mul-
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ticenter, observational cohort study which found that head
and neck cancer surgery in the COVID-19 era appeared
safe even in situations when surgery is prolonged and complex.22 These recommendations evolved from the original
practice guidelines as the study found that the perceived
concerns for patient safety were not reflected in the outcomes, even in complex cases.22
Not only is there increased risk of poor outcomes in
head and neck cancer patients who contract COVID-19,
but patients who undergo surgery while infected may have
accelerated disease progression of COVID-19 and high
rates of mortality.23 Therefore, preoperative screening and
COVID-19 testing is critical for head and neck cancer patients as well as providers. Due to the risk of COVID-19
spread between patients and surgeons, strict infection control and use personal protective equipment are urged.22
Among head and neck cancer patients and survivors, total laryngectomy patients pose a unique challenge to maintaining patient safety due to their surgically altered airway.
In addition to standard precautions, several additional recommendations have been made for laryngectomy patients
in light of the COVID-19 pandemic, including covering
the stoma with an HME filter (ideally with a viral filter);
masking over their stoma, nose, and mouth; as well as
ensuring that COVID testing includes both the upper and
lower respiratory tract via stoma swab.24

Provider and staff safety
The pandemic has also brought to light the occupational
hazard that Otolaryngology providers and staff face. Otolaryngologists specialize in the upper airway which serves
as both the entry-point and reservoir for SARS-CoV-2.25
Additionally, nearly all subspecialties of Otolaryngology,
particularly head and neck oncology, are reliant on aerosolgenerating procedures as a part of our routine outpatient
and inpatient work.26 The surgeon’s mucosal entry points
for viruses including the nose, throat, and conjunctiva27
are all close to the source of aerosol (patient’s upper airway) during an aerosol-generating procedure, putting the
surgeon at high risk based on particle density and the principles of diffusion.28 As a result, Otolaryngologists are
at particularly high risk for exposure to and transmission
of SARS-CoV-2.29 In addition to telemedicine initiatives
which were previously discussed, new and evolving protocols have been created to reduce this risk among healthcare
workers involved in the care of head and neck patients.

Preoperative testing
Determining COVID-19 status of patients preoperatively
is recommended and has been widely adopted as test availability has improved.30 When patients test positive for
COVID-19, general recommendations are to delay elective
surgery until the patient is no longer infectious and has
recovered adequately from infection, and the CDC does
not recommend retesting for COVID-19 within 90 days of
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symptom onset.31 Though there are no head and neck specific guidelines yet in this regard, the American Society
of Anesthesiologists recommend the following wait times
for elective surgeries: (1) four weeks for an asymptomatic
patient or recovery from only mild, non-respiratory symptoms; (2) six weeks for a symptomatic patient (eg, cough,
dyspnea) who did not require hospitalization; (3) eight to
10 weeks for a symptomatic patient who is diabetic, immunocompromised, or hospitalized; (4) 12 weeks for a patient who was admitted to an intensive care unit due to
COVID-19 infection.31 A recent study has found that postoperative pulmonary complications and 30-day mortality
are reduced when elective surgery occurs at least 7 week
after COVID diagnosis.32 While we do not have any data
regarding timing of head and neck surgery after COVID-19
infection and though these time frames may not work for
patients with aggressive head and neck cancer who need
urgent surgery, it is important to educate patients on the
potential increased risk associated with major surgery after
recovering from COVID-19.

Flexible laryngoscopy
Flexible laryngoscopy provides an excellent evaluation
of the upper aerodigestive tract but can also expose the
provider to patient aerosols as a result of patient phonation,
coughing, or gagging during the procedure. In 2020, recommendations were to limit flexible laryngoscopy procedures to situations where it is medically necessary,33 such
as in the diagnosis of new cancer patients and for surveillance of patients with new, concerning symptoms. This recommendation is also beneficial during surges when risk to
the healthcare workforce is high and resources are limited.
When performing aerosol generating procedures in situations such as the COVID-19 pandemic, general recommendations include ensuring proper ventilation and air
changes during these procedures. The Centers for Disease
Control and Prevention (CDC) recommend a minimum of
6 air changes/hour (ACH) for airborne contaminant removal in the outpatient setting, such as Otolaryngology
clinics. HEPA filters can be added as needed to improve
air circulation in clinic/procedure rooms.34 , 35
Prior to COVID-19, most otolaryngologists would not
have given much consideration to the air handling in their
clinic and procedural spaces. Engineers are of utmost value
in determining the safety of the settings in which aerosol
generating procedures are performed. At our head and neck
clinic, hospital engineering was able to provide details regarding the ACH and ventilation of all our clinic rooms
to optimize patient, provider, and staff safety. Additionally,
hospital engineers were able to work with our clinic to easily convert some of our existing rooms to negative pressure
rooms in accordance with the pre-existing ductwork in our
facility. As a group, our clinic providers decided to limit
flexible laryngoscopy to the negative pressure rooms during the pandemic. A 23-minute turnover was calculated to
clear an estimated 99% of aerosols based on the rooms’
ACH. Timers are used for each room, and all timers are
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Table 1 Summary of considerations for flexible laryngoscopy during the COVID-19 pandemic with unknown preprocedure COVID status
of patient
Preprocedure

Procedure

Postprocedure

Consult hospital/office engineering
regarding procedure room ventilation and
air changes per hour

Perform procedure in safest room possible
considering air changes and ventilation

Wait for appropriate time lapse after
procedure given clinic’s air handling
capabilities

Optimize ventilation and air changes when
able; supplement with HEPA filtration
systems as needed

Increase distance between provider and
patient mucosal surfaces through use of
scope tower or connected monitors

Room cleaning occurs after appropriate air
changes have occurred to protect staff
turning over the clinic room

Don appropriate PPE (ie, N95 mask)
Prepare patient nose with pledgets rather
than powered sprays

brought to a single location near clinic staff so that they are
immediately notified when a room is ready for turnover,
thereby improving efficiency and eliminating the need to
continually check on individual rooms. Staff only enter the
room for cleaning after the air turnover is complete, protecting both our clinic staff and the subsequent patient in
the room. Though the reduction in rooms where procedures
are performed and the increase in turnover time has limited
our capacity for daily number of procedures performed,
this has been largely offset by limiting our procedures to
those medically necessary.
Additional precautions such as performing laryngoscopy
with a tower and monitor to increase the distance between
the provider’s and patient’s face, as opposed to using the
eyepiece on the scope itself have helped to minimize exposure to potential aerosols during procedures. Scope handling was also modified: the provider immediately places
the used scope in a biohazard bag within a covered container with a tight lid, thereby limiting handling of the
contaminated scope by clinic staff who perform equipment sterilization and limiting risk of contaminant spread
during transit to the scope handling room. These modifications were developed through collaboration among all
clinic staff and providers, as well as trial and error, and
have been successful for our clinic. Our clinic’s medical
assistants were indispensable in finding innovative ways to
make our procedures as safe and efficient as possible during this pandemic, highlighting the importance of collaboration at all levels when working on process improvement
and safety measures. See Table 1 for flexible laryngoscopy
safety considerations during the COVID-19 pandemic.

Ethics
Head and neck oncology is one of most affected areas of Otolaryngology during the COVID-19 pandemic.29
The added difficulty stems not only from the nature and
anatomical location of the work, but because of the ethical challenges posed by cancer care during a public health
emergency.

Limit direct handling of contaminated
scope by providers and staff

Medicine versus public health
As previously discussed, nosocomial spread of COVID19 was a significant consideration during the early stages
of the pandemic. Data has shown that head and neck oncologic surgical teams are potentially highly vulnerable to acquiring COVID-19 during aerosol-generating procedures.22
However, the care of a single head and neck cancer patient
can pose risk not only to the surgical team, but many other
members of the healthcare system. For example, a single
patient who undergoes a major cancer operation could require an intermediate or intensive care bed for a week,
and encounter well over 10 healthcare workers throughout each day. At an academic institution, that number is
even higher largely due to the presence of trainees and
the number of multidisciplinary services that could be involved with a single patient. A postoperative head and neck
patient in a surgical unit (intermediate or intensive care)
encounters several staff on a daily basis: an ICU attending,
resident, fellow, and advanced practice provider; a surgical attending and resident; a day and night shift nurse; a
day and night patient care technician; a phlebotomist; a
respiratory therapist; a physical therapist and occupational
therapist; a nutritionist; and potentially several other consulting services. Taking care of 1 patient could not only
expose the patient to COVID-19, but could expose the tens
of staff who encountered that patient during the hospital
stay to COVID-19. In some ways, the interests of public
health and medicine were at odds with each other during
this pandemic: caring for 1, but putting many caretakers
at risk. With the increase in testing availability, these risks
are far less dramatic in the United States, but still present
here and even more so abroad. The CovidSurg Collaborative studied global wealth disparities and their association with COVID-19 safety in head and neck surgery.
They found significant global inequality in vaccine access
among surgical staff in low- and middle-income countries,
and higher reported COVID-19 infections amongst head
and neck surgeons in countries that had not yet received
nationwide vaccination.36
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Additionally, the pandemic brought another discord between clinical medicine and public health. In a resourceconstrained environment, population interests may supersede the individual interests, prohibiting head and neck
oncologists from consuming resources (such as a ventilator, ICU bed, PPE, hospital staff) on a single patient when
scarce resources need to be preserved for others. Although
head and neck surgeons are usually focused on individual
patients, the pandemic has created population needs that
must be taken into consideration.37
In many regions, head and neck surgeons had to triage
patients based on urgency and suspected outcome when
there was a shortage of operating room time, ventilators,
and postoperative beds.29 There was a documented reduction in the care of head and neck cancer patients by April
2020 as many institutions had to limit care to the most urgent cancer patients only.38 Certain necessary procedures
in patients with more indolent pathology were forced to
wait until resources were freed, and some cancer care was
delayed when necessary. The impact of these delays on
survival outcomes has yet to be determined.

Management
The management of head and neck cancer patients has
faced changes as a result of the pandemic. New protocols were created to provide surgeons with evidence-based
guidelines on how to approach patient care with limited
resources. Several key points should be highlighted as we
continue to experience surges and reduction in OR capacity
during the pandemic. These evidence-based considerations
are consolidated into an algorithm in Figure 1.

Figure 1 Summary of evidence-based algorithm for management of head and neck cancer during COVID-19 pandemic
surges. (Color version of figure is available online.)

Multidisciplinary care
A multidisciplinary team approach remains a key element of head and neck cancer care during a pandemic. This
team approach is important not only in determining which
surgical cases are the most essential, but also to develop
non-surgical treatment approaches, maintain patient’s nutrition and rehabilitation, as well as facilitate early discharge
planning particularly during times of bed shortages.39
A cornerstone of multidisciplinary care is regular meetings by a multidisciplinary tumor board. With a swift
conversion to a digital platform, institutions could maintain these meetings throughout the pandemic, regardless
of board members’ individual location. In many cases, a
virtual tumor board meeting fosters more inclusion of multidisciplinary care team members who may have struggled
attending tumor board pre-pandemic.

Triage guidelines
Several studies have suggested ways to prioritize head
and neck cancer cases in a resource-limited setting. Risks
of delaying surgery such as cancer progression resulting
in more extensive surgery or unresectable disease should

be weighed against the institution’s current resources and
impact from the pandemic. The most urgent head and neck
cases include advanced oral cavity cancers, high grade
salivary gland cancers, and advanced or aggressive cutaneous malignancies. Most low-risk papillary thyroid cancers, early/low risk basal cell carcinomas, and benign disease can be postponed if needed for resource preservation.40 , 41 Tofp et al provide clear stratification of common
head and neck surgery cases, shown in Table 2.42

Reconstructive considerations
Complex reconstructive surgery is one of the more
resource-heavy components of head and neck surgery, often necessitating longer operating room time, an intensive or intermediate care bed, longer hospital stays, and
multiple-surgeon cases. As a result, some surgeons relied
on pedicled flaps as their reconstructive workhorse during
the most challenging times of the pandemic. In Pakistan,
Rashid et al describe their experience and successful results using pedicled flaps for major head and neck ablative
cases on 31 patients during the pandemic in order to reduce
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Table 2

Stratification of common head and neck surgery cases by urgency

Urgent—Proceed with surgery
HPV-negative HNSCC (especially those with airway concerns)
HPV-positive HNSCC with significant disease burden or delay in diagnosis
HNSCC patients with complications of cancer treatment
Recurrent HNSCC
Thyroid
• Anaplastic thyroid carcinoma
• Medullary thyroid carcinoma
• Large (>4 cm) follicular lesions, neoplasms, or even indeterminate nodules
• PTC with suspicion or identified metastatic disease
• Locally aggressive PTC
• Revision PTC with active progression of disease
Parathyroidectomy with renal function declining
Skull base malignancy
Salivary cancer
• Salivary duct carcinoma
• High-grade mucoepidermoid carcinoma
• Adenoid cystic carcinoma
• Carcinoma ex pleomorphic adenoma
• Acinic cell carcinoma
• Adenocarcinoma
• Other aggressive, high-grade salivary histology
Skin cancer
• Melanoma > 1 mm thickness
• Merkel cell carcinoma
• Advanced-stage, high risk squamous cell carcinoma
• Basal cell carcinoma in critical area (ie, orbit)
Less urgent—Consider postpone > 30 d
Low-risk PTC without metastasis
Low-grade salivary carcinoma
Less urgent—Consider postpone 30-90 d; reassess after pandemic appears to be resolving
Thyroid
• Goiter without airway/respiratory compromise
• Routine benign thyroid nodules and thyroiditis
• Revision PTC with stable or slow rate of progression
Parathyroidectomy with stable renal function
Benign salivary lesions
Skin cancer
• Melanoma ≤ 1 mm thickness
• Basal cell carcinoma where cosmetic impact/morbidity is likely low with further growth
• Low-risk squamous cell carcinoma
Case-by-case basis
Rare histology with uncertain rate of progression
Diagnostic procedures, such as direct laryngoscopy with biopsy
Reprinted with permission from: Topf, MC, Shenson, JA, Holsinger, FC, et al. Framework for prioritizing head and neck surgery during the COVID-19
pandemic. Head & Neck. 2020; 42: 1159– 1167. https://doi.org/10.1002/hed.26184.

operative time and crowding in the OR. The locoregional
flaps used included temporalis muscle flap, pectoralis major myocutaneous, supraclavicular artery flap, temporalis
major flap as well as forehead and cheek rotation flaps
for a wide variety of head and neck malignancies. All 31
flaps survived and patient-reported quality of life improved

after the procedures. Regional flaps are excellent options
for many situations such as when patients have several comorbidities necessitating a shorter operative duration, when
OR crowding or number of surgical team members is of
concern, or when a patient’s vascular disease does not allow for free tissue transfer.42
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Another consideration is the risk of coagulopathy with
COVID infection, particularly in patients with cancer.
COVID-19 is associated with thrombocytopenia and elevation of D-dimer, as well as coagulopathy as part of the
systemic inflammatory response syndrome as a feature of
severe COVID-19. Approximately 20%-50% of hospitalized patients with COVID-19 have hematologic changes in
coagulation tests (elevated D-dimer, prolonged PT, thrombocytopenia, and/or low fibrinogen levels), leading to more
thrombotic than hemorrhagic events.43 Zavras et al found
that cancer patients with COVID-19 have high overall rates
of thromboembolism with significant incidence of arterial
events.44 Despite preoperative testing, there is still risk of
hospital-acquired COVID infection in the postoperative period. While we hope the risk of nosocomial infection is relatively low, it was reported as 12%-15% in early 2021.21
There is also risk of patients acquiring SARS-CoV-2 after discharge from the hospital, while still in the healing
phase of their reconstructive surgical sites. Therefore, free
tissue transfer in the era of COVID should take into consideration the risk of COVID-induced coagulopathy in the
postoperative patient. Free tissue transfer requires revascularization not only of the free flap, but many times of the
skin graft used for reconstruction of the donor site. Inouye
et al describe 2 cases of patients who underwent uncomplicated segmental mandibulectomy with fibula flap reconstruction and contracted COVID-19 during the postoperative period. Both patients suffered significant wound infection and wound healing complications at the fibula donor
site, and 1 had dehiscence of the fibula flap. The severe
infectious sequelae were presumed to be due to COVID19 infection as they otherwise had an uncomplicated initial
postoperative course, with the development of significant
wound-healing problems and flap/graft loss only following
COVID-19 infection. 45 Nassar et al also described a case
of a young healthy male with asymptomatic COVID infection who developed wound dehiscence, hardware infection,
and skin necrosis after open reduction internal fixation of
a closed right tibial pilon and calcaneus fractures. He subsequently underwent free tissue transfer for reconstruction.
The authors report that due to COVID-related coagulopathy, the flap had multiple arterial clots and was eventually
lost.46

Nonsurgical management
When surgical services are limited in their capacity,
nonsurgical management can carry some of the load with
similar oncologic outcomes. Spencer et al suggest that an
increase in radiotherapy treatments for some types of cancer (particularly for rectal, bladder, and esophageal cancers) in the United Kingdom during the pandemic compensated for reduced surgical activity, allowing maintenance of
curative treatment even in the face of limited surgical resources.47 Much of the literature out of the United States
recommends stronger consideration of nonsurgical treatment (radiotherapy ± chemotherapy) for head and neck
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cancer in situations when elective surgical services are limited and where surgical and nonsurgical treatments have
comparable outcomes, such as many oropharyngeal and
laryngeal tumors, as well as some cutaneous malignancies.41 , 48 However, some have argued that daily radiotherapy treatments and frequent infusions may result in increased cumulative exposure for both the patient and the
healthcare system, and that a primary surgical approach
may be favored pending multidisciplinary tumor board recommendations.42

Discussion
Head and neck oncology has been affected by the
COVID-19 pandemic in several ways. Studies have shown
a delay in diagnosis and more advanced cancer presentation as a result of the pandemic restrictions. Telemedicine
has an ever-growing role in the care of the head and neck
patient, and although the pandemic was the instigator for
telemedicine’s increased application within head and neck
oncology, the value added for patients and providers suggests that it is here to stay. While patient safety is always a
top priority, healthcare worker safety came to the forefront
of discussion during this pandemic. Head and neck oncologists are particularly susceptible to COVID infection due
to the nature of the specialty, and several recommendations
have been made for provider safety including PPE, preoperative COVID testing, clinic space upgrades, and limiting
aerosol-generating procedures to the most necessary when
the risk is high.
Head and neck oncologists faced ethical challenges as
well, arguably the most significant of all Otolaryngology
subspecialties, trying to balance individual interests and the
care of cancer patients with large-scale population needs
and resource utilization. New guidelines were made to
triage urgency of head and neck pathology to provide fair
and consistent decision-making across head and neck practices. Alternatives to complex reconstruction as well as
consideration of nonsurgical therapies became more prominent as a result of the pandemic.
Even though COVID-19 created unexpected and unprecedented challenges for head and neck oncologists, colleagues from around the world rapidly shared data and recommendations to help one another. Despite the novelty of
the issues faced during the past 2 years, the number of
resources available with recommendations and consensus
guidelines for head and neck cancer care developed over
this short timeframe is astonishing. Further research will
be critical in determining the impact our COVID-19 recommendations have had on survival outcomes for patients
with head and neck cancer. As head and neck oncologists
continue to rise to these challenges and share information
with colleagues, we are even more prepared to continue
taking care of our head and neck cancer patients despite
the challenges we face in this new era of COVID-19 versus
Cancer.
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