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Study of the guidelines and approaches of breast
carcinoma management during the COVID-19 pandemic

SUMMARY
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Background: The pandemic COVID-19 has had a significant impact on
cancer treatment. Several non-urgent hospital operations have been delayed
reducing SARS-CoV-2 exposures, and patient visits to health centres have
decreased. As a public health measure, careful consideration should be given
to whether to prescribe immunosuppressive medications considering the
current outbreak. Due to the delay of many breast surgeries, neoadjuvant
systemic therapy is increasingly used for breast cancer.
Materials and Methods: In some cases, the augmented application of
genetic tumour reporting may be necessary to guide neoadjuvant treatment
options for core biopsy specimens. To successfully implement breast
carcinoma management during a pandemic, health professionals require
multidisciplinary teamwork. This can vary in terms of the different phases,
tumour type, patient general condition and performance comorbidities and
hospital resources. This paper describes how the COVID19 epidemic of the
females' cancers program is handled in breast carcinoma.
Results: In this study, algorithms were used to guideline tumour biology
and the severity of pandemic control options, which were then tested. They
are primarily concerned with clinical oncology management choices, and
they determine that the general therapy guidelines provided by nationwide
organizations, such as the COVID-19 Pandemic Breast Cancer Consortium,
have become operational throughout the pandemic.
Conclusion: The guidelines presented in this paper can be tailored to meet
the needs and resources of other institutions, as well as the practices of
oncology. To help control the spread of SARS-CoV-2 and SARS-CoV-2 breast
cancer therapy, these guidelines will be critical.
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INTRODUCTION
Coronavirus, also known as COVID-19, is a respiratory disease
that has impacted our way of life. Because of the unpredictability
of that scenario and potential changes in cancer treatment,
people with serious illnesses like breast cancer and their loved
ones were extremely distressed. According to the Centres for
Disorders Management and Avoidance, most people infected
with COVID-19 are at low risk of developing serious illness.
Those who have been diagnosed with cancer, particularly
breast cancer, should be aware that they are more likely than
the general population to develop serious complications from
COVID-19. Now, it is unknown whether a history of cancer
increases the risk of developing serious COVID-19 problems.
Chemotherapy, targeted therapy, and immune therapy can all
cause lung problems in women with breast cancer. Those who
have compromised immune systems or respiratory problems are
much more likely to suffer serious consequences if they become
infected with the virus. Most immune systems recover within a
few months of completing these treatments. In contrast, how
long it takes for the immune system to recover can be different
for different people. If a patient has had COVID-19 treatments
in the past, the vulnerability to major COVID-19 issues is
unknown. In 2020, the World Health Organization declared
SARS-CoV-2 [1]. An emerging respiratory disease caused by a
novel coronavirus infection, citing over 100,000 cases of 2019
corona viral disease (COVID-19) [2]. According to preliminary
research, people with cancer are more likely to develop lifethreatening diseases, particularly if they receive systemic cancer
treatment within 14 days of their COVID-19 diagnosis [35]. This also increases the likelihood of intubating and killing
patients on mechanical ventilation who have metastatic cancer.
Due to the detection of SARS-CoV-2 in multiple cancer
centres, cancer patients at those facilities are concerned about
contracting the virus from their surroundings [6-8]. Numerous
countries have implemented measures to safeguard vulnerable
populations against COVID-19 outbreaks and to aid in the
prevention of future outbreaks. Patients who do not require
immediate medical attention now have more flexible treatment
options, including waiting periods before non-emergency
treatments, home-based therapies, and telemedicine [9,10].
While numerous cancer and non-cancer-specific organizations
have issued treatment guidelines, numerous diseases and noncancer-specific organizations have not. While a portion of
the COVID-19 dataset has peaked, occurrences continue to
rise, which is unlikely to have an immediate and short-term
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effect on cancer treatment. The COVID-19 Pandemic Breast
Cancer Consortium has released preliminary management
recommendations for individuals diagnosed with breast cancer.
These recommendations include the following: Surgery,
radiation, and systemic therapeutic intervention are all critical
when it comes to these types of principles. When making
treatment decisions, it is critical to consider both the nature of
the disease and the patient's objectives [11,12]. The breast cancer
management method described in this article is based on the
approach taken by many cancers treatment centres worldwide
during the H1N1 pandemic. While treating breast cancer,
it considers the variables and health risks associated with the
SARS-CoV-2 outbreak. Utilizing existing data to improve breast
cancer treatment throughout this time enables us to provide
these validated phase and subtype-specific procedures developed
by multidisciplinary teamwork.

THE NON-INVASIVE CARCINOMA (DCIS)
When no evidence of invasive cancer (or micro invasion) is
found in the ductal carcinoma in situ, Ductal Carcinoma In Situ
(DCIS) is surgically treated. Those who have done so include
the following [13-15]. Radiation oncologists can treat more
patients more quickly following a pandemic outbreak if they
delay intervention on new DCIS-negative ERs until after the
pandemic peak period. ENA is the favoured treatment option
for patients with ER-positive DCIS who wish to consult with
oncologists and endocrinologists via telemedicine [16-20].
Estrogen-Receptor Antagonists (ERAs) are recommended for
postmenopausal women, while tamoxifen is recommended for
premenopausal women [21]. Individuals who have previously
undergone Breast Preservation Surgery (BCS) for DCIS and
are RE-positive and capable of initiating ET may be able to
postpone or avoid radiation [22-24]. Another option is to forego
radiation therapy if the risk of illness is high (low to interim, 2.5
cm, operative margins 3 mm) [25].

INVASIVE BREAST CARCINOMA (STAGES IIII)
Immediate implementation of a multidisciplinary evaluation is
critical for the majority of people newly diagnosed with invasive
breast cancer at stage I-III. A select group of newly diagnosed
patients with invasive breast cancer is not suitable for systemic
neo-adjuvant surgery, so the surgery is also offered for patients
with initial invasive carcinoma stages who have completed the
systemic neoadjuvant therapy. Due to the variability in surgical
availability, Many healthcare institutions use COVID-19 criteria
in conjunction with institutional and community resources to
determine which patients are more surgically suitable. BCS is the
procedure is recommended. Following COVID-19 assessment,
expander or immediate implant reconstruction is provided.
Consideration is given to risks and co-existing conditions. With
limited surgical options, it may be necessary to proceed in stages,
beginning with the initial and subsequent surgeries following
the pandemic that the BCS has established for the pandemicaffected breast. If the requested reconstruction procedure cannot
be performed immediately, neoadjuvant systemic therapy can
be used to postpone mastectomy until a more favourable time
17
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presents itself. In negative breast cancer for those who are newly
diagnosed in the early stages of the disease. Triple-Negative Breast
Cancer (TNBC) Clinical T1N0 and node-negative node disease
are both recommended to undergo initial surgery; however,
if chemotherapy is available, then adjuvant chemotherapy
is not required. Adjuvant chemotherapy is normally started
following upfront surgery, in people with T1a-bN0 TNBC with
a pathology condition as well as advanced pathological stages
following upfront operations. Non-anthracycline-containing
regimens are preferred, such as TC, in the cohort with lowgrade T1cN0 TNBC, which require fewer clinical visits. The
use of adjuvant dose-dense doxorubicin/cyclophosphamide
in the treatment of pathologic T2-4 and/or N1-3 TNBC, in
conjunction with paclitaxel weekly or dose-dense paclitaxel, is
recommended (AC-T) [26-29]. Initially, the surgeon should
operate on both node-negative and node-positive disease;
however, if adjuvant chemotherapy is available, the patient will
not require additional treatment. Individuals with T1a-bN0
TNBC are frequently treated with additional chemotherapy
following disease-modifying surgery. To minimize clinic visits
for the T1cN0 TNBC cohort, a regimen is preferred that does
not include either of the mechanisms mentioned previously,
such as Transfusion Control (TC). Paclitaxel is administered
weekly to patients with T2-4 and/or N1-3 TNBC pathology
(AC-T) [30-35].

HUMAN EPIDERMAL GROWTH FACTOR
RECEPTOR 2-POSITIVE BREAST CANCER
The COVID-19 Pandemic Breast Cancer Consortium
recommends that early-stage breast cancer T1N0 HER2positive be confirmed by pathological adjuvant (with associated
risks of hospitalization and immunosuppression), the condition
be diagnosed with a pathological focus of less than 3 cm (T2)
and N0 (or LGCB) also is recommended that before relying on
systemic therapy as an adjuvant. The adjuvant chemotherapy or
HER2-specific therapy do not recommend for T1aN0 disease
[36,37]. The advantages and disadvantages of HER2 adjuvant
therapy are discussed in patients with HR-negative, Grade 3
conditions who have progressed to the T1bN0 pathological stage,
as well as patients with HR-negative and/or Grade 3 conditions
who are still in the T1bN0 pathological stage. Paclitaxel (or
trastuzumab) plus emtansine (or T) is recommended for patients
with pathologic T1bN0 disease who are considering adjuvant
chemotherapy and HER2 treatment, whereas trastuzumab
emtansine (or T) is recommended for patients with pathologic
T1cN0 disease (or those with 3 cm small T2N0 disease) (TDM1). Despite their distinct toxicity profiles, the adjuvants T-H
and T-DM1 have extremely high disease-free survival rates and
cause minimal hematologic damage when compared to other
adjuvants [38,39]. The adjuvant T-DM1 may be beneficial
in the event of a pandemic in the near future. Additional
therapy, such as routine HER2 adjuvant chemotherapy and
Docetaxel/Carboplatin/Trastuzumab (TCH) therapy, should
be recommended for patients who develop more severe illnesses
following their initial surgery (P). Adjuvant systemic therapy
for HER2-positive breast cancer is typically initiated 60 days
after surgery, as is the standard of care. Targeted therapy should
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be used in many patients diagnosed with a solid tumour
who have a tumour size of 3 cm or greater and/or a clinically
positive axillary lymph node (s). The paclitaxel/trastuzumab/
pertuzumab agents are preferred, but de-escalation may be
used in some cases if necessary [40-41]. NACT/HER2 targeted
therapy should be completed within 4-6 weeks of the surgical
procedure's commencement. In the event that the operation is
not available for some reason, HER2-targeted (HP) cycles are
recommended [32]. If disease is discovered following surgery,
we treat it with standard T-DM1 post-neoadjuvants. If surgical
eradication of the disease has not completely eradicated all traces
of it, adjuvant HP is used to ensure complete eradication. The
time interval between HER2 and HP treatments be reduced
from 12 to 6 months and that the time interval between
treatments be increased from 3 to 4 weeks to aid in pandemic
prevention. While administering trastuzumab subcutaneously is
an intriguing concept, it must be done under the supervision
of a physician and in accordance with the terms of a health
insurance policy. After primary therapy for early breast cancer
(such as HER2-positive primary therapy), radiation oncology
should be consulted in accordance with established protocols.
Additionally, many healthcare institutions do not recommend
delaying radiation in cases of HER2-positive braxal cancer, as we
do in cases of TNBC, and we consider locoregional recurrence.
Adjuvant ET is frequently given to patients with HR+ and
HER2+ breast cancer who have completed their primary
treatment to help prevent disease recurrence.

HR-POSITIVE BREAST CANCER
It can be challenging for newly diagnosed HR-positive breast
cancer patients with stage I-III cancer to make a treatment
decision because, in the event of a pandemic, a treatment
strategy that deviates from conventional paradigms may be
necessary. In the early stages of newly diagnosed HR-positive
breast cancer patients, many healthcare institutions recommend
that biological risk factors be considered when treatment
decisions are made. Low-risk biological characteristics indicate
a low likelihood of a reaction and/or a significant benefit from
(neo) adjuvant chemotherapy, whereas high-risk biological
characteristics indicate the opposite. Women are widely accepted
to be at a high clinical risk prior to menopause (irrespective of
other characteristics) [40,41].
Surgical intervention is recommended for patients with clinical
stage T1-3N0, HR-positive breast cancer who have low-risk
biological characteristics but sufficiently aggressive tumours to
qualify as operational candidates for up-front surgery. If initial
surgery is not possible, neoadjuvant ET can be used to postpone
operations for six to twelve months. Breast cancer surgery is a
possibility, and if we have an operating candidate for a patient
in clinical stages T1-3N1 or HR-positive T4N0-1, the breast
cancer cells will be removed that are ready for surgery preoperatively before performing the operation. Selecting on core
biopsy samples is a viable option if surgery is not possible or
desired. This is especially true when large tumours or nodal
involvement are present, as well as when neoadjuvant therapy
has the potential to significantly reduce the amount of breast and
axillary treatment required. If the risk is low, many healthcare

institutions prefer a 6-month course of neoadjuvant ET; if the
risk is high, many healthcare institutions consider NACT. When
treating HR-positive breast cancer that has high-risk biological
characteristics and was recently diagnosed, many healthcare
institutions take a slightly different approach. When it comes to
T1-3N0-1 or T4N0 disease, many healthcare institutions prefer
to perform surgery as soon as possible if the procedure is available
and the patient is a good candidate. Neoadjuvant therapy and
the use of genomic profiling to better understand the tumour’s
biology and to guide treatment decisions between NACT and
ET neoadjuvant may be used to treat low-risk tumour types in
the event of a performable initial operation. Due to the fact that
genetic profiling indicates that the individual is at a higher risk,
we recommend that they use NACT instead. When we have
a low-risk genomic profile, even in the presence of additional
biological risk, many healthcare institutions tailor treatment
to the patient's specific needs. Patients diagnosed with HRN2-3 breast cancer routinely request neo-adjuvant systemic
therapy, regardless of the likelihood of future cancer relapse. To
increase the likelihood of a successful outcome for individuals
with heightened biological characteristics, many healthcare
institutions support the NACT approach and discuss its
benefits and drawbacks for individuals with normal Biological
Equivalents. AI appears to be a more effective treatment
option than tamoxifen for postmenopausal women undergoing
neoadjuvant hormonal therapy for breast cancer. Neoadjuvant
hormone therapies are contraindicated in premenopausal women
prior to the administration of aromatase inhibitors. Although
Ovarian Tamoxifen Function Suppression (OFS) is the preferred
treatment option in this case, the technique is supported by
limited data and requires close monitoring throughout the
treatment process. The normal timeframe for deferring surgery
in patients with ET neoadjuvant is 6-12 months; however,
patients with high biological potential undergo preoperative
monitoring and surgery as soon as possible after diagnosis. Once
a surgery has been delayed for more than six to twelve months,
neoadjuvant ET must be continued until the surgery can be
performed again. The preference for NACT over AC-T for
disease located in the node is influenced by the presence of early
HR-positive breast cancer. It is recommended that you complete
your NACT surgery within 30 to 60 days of completing the
cancer treatment. In the event that surgery is not possible
within that time frame, the patient will receive neoadjuvant ET.
The patient is hoped to be able to undergo surgery later. The
introduction of genetic profiling of operational specimens to
the extent is supported that it has not been done previously.
As part of our standard of care, we can provide adjuvant TC
or AC-T chemotherapy if necessary. Even though the desired
outcome may be minor in a limited node-positive cancer, many
healthcare institutions prefer to avoid chemotherapy due to
the side effects. Due to the incomplete genomic profiling of
biopsy specimens, we consider these patients to have received
neoadjuvant ET followed by residual disease surgery. On the
other hand, adjuvant chemotherapy is recommended when the
patient is at high risk. The decision was made to delay adjuvant
chemical therapy for HR-positive breast cancer for up to 90 days
following surgery in order to prevent additional COVID-19
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Fig. 1. Algorithm of breast cancer treatment

spread. However, given the pandemic's unpredictable course,
we advise caution in delaying treatment. Radiation oncology is
assigned to patients with early breast cancer who have undergone
surgery with or without adjuvant chemotherapy. Radiation may
be delayed for a period of time in patients with HR-positive
breast cancer who are also receiving adjuvant therapy. Due to
the low likelihood of local recurrence in women aged 65 to 70
with small N0 HR-positive brain cancer who have received BCS
adjuvant ET; these patients should receive low-risk radiation
following treatment. Adjuvant ET administration (which has
already occurred) should be delayed until after the pandemic
(for eligible patients only). For clients already receiving monthly
OPS, we offer self-administration or regular clinical injections
every three months to help reduce doctor visits.

SECONDARY BREAST CARCINOMA TREATMENT
In the case of metastatic breast cancer, the application
of the COVID-19 Pandemic Breast Cancer Consortium
recommendations" (MBC) is recommended. 15 Patients who
are currently receiving early palliative systemic therapy with the
expectation of improving outcomes should continue to receive
it. However, due to the potential for future risks and benefits of
treatment, the treatment should be carefully considered. When
it comes to tumour genomes, the next generation looks for them
using sequence sequencing. Progression-monitoring therapy is
recommended for HER2-positive MBCs with a low disease
burden and a long period of stability. It should be administered
every three to six months on a three- to six-month cycle. The
patients who are already receiving HP maintain a four-week
treatment interval. If patients had also receiving other treatments
every four weeks, it is critical to maintain a consistent dose
throughout the course of treatment. Trastuzumab-Deruxtecan
therapy for Her2-positive MBCs should be used cautiously due
19
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to the treatment's significant risk of pulmonary toxicity. MBCs
and specific HR-positive drugs, such as ET, are frequently
kept on the market. The risk of toxic drug contamination in
newly diagnosed or progressing HR-positive MBCs must
be assessed, and the risks and benefits of treating them with
tackled ET medications, as well as those with older comorbidity,
must be weighed against the benefits of doing so. The dose of
Denosum A and Zoledronic acid were recommended to be
delayed or increased until after the pandemic's peak. Patients
at risk of developing skeletal complications or who exhibit
hypercalcemia-related symptoms are always treated as soon as
they become aware of the problem. While there is currently no
evidence to support the use of oral bisphosphonates to treat bone
metastases, this does not preclude their use in the future in the
absence of additional evidence. Finally, delaying routine scans
is recommended unless they are absolutely necessary, tracking
tumour markers, and increasing the interval between tests in
MBC patients (Figure 1).

CONCLUSION
Despite the fact that SARS-CoV-2 exposure poses a threat to
both patients and health-care providers, it is recommended that
both patients and health-care providers schedule appointments
to detect oncological emergencies, such as tumour progression,
recurrence or recurrence, new diagnoses, and unstable or
symptomatic metastatic breast cancer. If patients are in the
neoadjuvant stage, healthcare team is strongly advised patients
to have a basic personal evaluation followed by additional inperson and telemedicine appointments. Healthcare teams want
to examine the patient on a regular basis to assess the extent of the
disease and the level of toxicity in the metastatic environment.
The vast majority of other situations will necessitate patient's
seeking telemedicine assistance. As a result, Healthcare teams
did not have much time to put telemedicine in place in the
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