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The Phoenix of Breast Cancer Care-
Emerging from Crisis

ematology/OncoIogy & Betsy Bramsen Professor of Breast Oncolog‘/

Robert H. Lurie Comprehensive Cancer Center of Northwestern University
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Learning Objectives

* How our world changed suddenly

 Our response to COVID in clinic, research

 The intersection of Social Injustice, COVID and Breast Cancer
 Impact of COVID on imaging, surgery, radiation and medical oncology
* Downstream impact on clinical outcomes of breast cancer

* Disproportionate effects in Black & Brown communities

» Upsides: Cooperation, Research, Telehealth
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Cancer & COVID-19 impact

Personal

Distress

Economic
difficulties

Disruption in care

Overburdened
health care system

Marginalized
groups

Pending economic
recession
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Henry Gonzalez Convention Center SABCS 2020
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B N Meetings of the last 2 years

*Virtual ASCO
*Virtual SABCS
*Virtual ASH
*Virtual ESMO
*Virtual AACR
*Et al
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2020: The intersection of a health pandemic and a societal reckoning

| AWAKENING

JUSTIN WORT/AND

»

fwni A
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WAR footing mindset emerged!

Breast Cancer Research and Treatment (2020) 181:487-497
https://doi.org/10.1007/510549-020-05644-z

EDITORIAL q

Check for
updates

Recommendations for prioritization, treatment, and triage of breast
cancer patients during the COVID-19 pandemic. the COVID-19
pandemic breast cancer consortium

Jill R. Dietz'*® . Meena S. Moran'?’ . Steven J. Isakoff>® . Scott H. Kurtzman'? - Shawna C. Willey*'° .
Harold J. Burstein®'" - Richard J. Bleicher''?- Janice A. Lyons*® . Terry Sarantou'"'? - Paul L. Baron'*'*.
Randy E. Stevens''” . Susan K. Boolbol*'® - Benjamin O. Anderson*'’ . Lawrence N. Shulman*'®.

William J. Gradishar®'? . Debra L. Monticciolo>?° - Donna M. Plecha”® - Heidi Nelson'* - Katharine A. Yao'*'

Received: 8 April 2020 / Accepted: 10 April 2020 / Published online: 24 April 2020
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Recommended Priority Schema™

* Priority A Category:
e Condition that immediately life threatening, clinically unstable, or completely
intolerable
* Priority B Category:
* Treatment or service cannot be indefinitely delayed beyond 6-12 weeks
* Most BC in this category; often given NAC or NAE
e Sub-stratified as B1 (higher priority), B2 (mid-level priority), B3 (lower priority)
* Priority C Category:
* Those for whom treatment or service can be indefinitely delayed until
pandemic over without adversely impacting outcomes

» IMPORTANT: Multidisciplinary teleconference take place to review BC patients,
document category for surgery and/or neoadjuvant/adjuvant therapy, and
maintain close follow-up of these pts to ensure best outcomes

*not intended to supersede individual physician judgement or institutional policies/guidelines



Outpatient Visits

* Majority can be conducted remotely with telemedicine
* Limitin-person visits to minimize patient and provider risk

e

A Unstable postop patients or those with potential medical oncologic emergencies (ex:
febrile neutropenia, intractable pain) who need in person assessment

B Should be evaluated by at least one member of multidisciplinary team either in-person
or remotely: newly diagnosed BC, established patients with new problems, those on
active IV chemotherapy, patients completing neoadjuvant therapy and preparing for
surgery, routine postop visit, being evaluated for chemotherapy or radiation therapy

C Routine follow up visit for benign or malignant conditions (including those on oral
adjuvant agents and those not on active treatment), survivorship visits, or high-risk
screening



Breast Focused Imaging

* Limit visits to minimize patient and provider risk

_

A Imaging urgent situations such as breast abscess or for evaluating serious post-operative
complications

B Diagnostic imaging for abnormal mammogram or suspicious breast symptoms, biopsies
for BI-RADS 4 or 5 lesions, breast MRI for extent of disease evaluation or pre-chemo

Biopsies for low suspicious lesions (BI-RADS 4a) may be postponed or biopsied

C BI-RADS category 3 pts returning for short-term FU diagnostic mammo and/or US should
be postponed until after COVID 19

All screening exams (mammo, US, MRI) should be postponed until after COVID 19



Priority Categories for Surgical Oncology

Priority A | Patient Description COVID-19 Treatment Considerations

A Breast abscess in septic pt Operative drainage if unable to drain at bedside

A Expanding hematoma in Operative evacuation and control of bleeding
unstable pt



Priority Categories for Surgical Oncology

Bl Ischemic autologous flap Revascularize or remove flap

Bl Revision of mastectomy flap Debride and remove expander/implant
w/exposed prosthesis

Bl Patients completed NAC for Operate (mastectomy without reconstruction) as soon as
Inflammatory BC possible depending on institutional resources

Bl TNBC and HER2+ BC NAC or HER 2 targeted therapy. In some cases and depending

on institution and patient, may operate first.

B2 Neoadjuvant: finishing RX or Operate if feasible or extend/change neoadjuvant RX
progressing on RX

B3 Clinical Stage T2 or N1 Consider hormonal RX, delay operation
ER +/HER2 neg tumors

B3 Discordant BX likely malignant  Perform excisional biopsy when feasible

B3 Malignant or suspect local Staging first when feasible. Excision when conditions allow

recurrence and no distant disease



Priority Categories for Medical Oncology

COVID-19 Treatment Considerations

A Oncologic emergencies (e.g. Initiate necessary management
febrile neutropenia,
hypercalcemia, intolerable
pain, symptomatic pleural
effusions or brain
metastases, etc.)



Additional Considerations for Medical Oncology

Chemotherapy

Chemotherapy schedules may be modified to reduce clinic visits (using 2- or 3-week dosing, e.g.) or to reduce

infection risk (using weekly dosing) for selected agents when appropriate.
For low risk febrile neutropenia, outpatient regimens may be used.

Selected pts (particularly with ER+ disease), can consider radiation before chemo if this facilitates pt safety.

Targeted Therapy

Oral targeted agents (CDK 4/6, mTOR, or PIK3CA inhibitors) to endocrine RX may be delayed in first-line
RX, or in situations where endocrine RX alone is providing or is likely to provide effective tumor control.

Cardiac monitoring (Echo, nuclear) during HER2 therapy can be delayed or discontinued if clinically stable.
Consider reduced dose of oral targeted agents to optimize tolerability and minimize treatment related toxicities.

Trastuzumab and pertuzumab for met HER2+ BC may be administered at longer intervals (e.g. 4 weeks).

Endocrine Therapy

Oral endocrine agents (e.g. tamoxifen, Al’s) are not immunosuppressive and can be safely continued.
Fulvestrant is not immunosuppressive but requires monthly clinical administration.

AT’s are preferred over tamoxifen for NAE (and LHRH agonists should be used for premenopausal women).

Supportive Care

Extend venous access device (port) flush to 12 weeks or longer
Consider periph venous access for IV RX if patient has sufficient veins and no port if institution policies allow
Administer G-CSF growth factor support to minimize neutropenia.

Limit dexamethasone when possible to reduce immunosuppression,



Priority Categories for Radiation Oncology

COVID-19 Treatment Considerations

A Bleeding/painful inoperable Consider palliative HF* regimens
local-regional disease,
Symptomatic metastatic disease

A Progression of disease during Consider definitive HF regimens

NAC

*HF=Hypofractionated



Priority Categories for Radiation Oncology

Priority B | Patient Description COVID-19 Treatment Considerations

Bl Node positive: TNBC or HER2+ disease s/p BCT Consider WBRT or PMRT HF regimens
or mastectomy
Bl Post mastectomy with 4 or more tumor positive TR ) 2 | S e
nodes
B1 Residual node positive disease after NAC Consider WBRT or PMRT regimens
B2 PMRT with 1-3 tumor positive nodes Consider PMRT HF regimens
B2 Node negative: TNBC or HER2+ s/p BCT Consider WBRT HF regimens
B2 If tumor positive margin after BCT for invasive : :
BC with no alternative therapy options* Consider WBRT HF regimens
B3 If tum_or posmve_ margin after BCT for invasive Consider WBRT HF regimens
BC with alternative therapy options
B3 Young age (<40 years) s/p BCT, node negative : :
with >1 additional high-risk features (LVI+, Consider HF regimens
PNI+)
B3 ER- DCIS with a positive margin Consider HF WBRT regimens

*TNBC with tumor positive margins should be given priority over TNBC with negative margins



Demographics
B Male
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Age (yea rs) Patients = 90 years: 709,402
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28,398,660 (] 90 41 24
Sex
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Male A7 Yo e—
Unknown 0%
Geographic Distribution of Patients
us
Regions No. of Patients Percent
Northeast 4,996,500 18
Midwest 6,213,230 22
South 12,234,820 43
West 4,954,120 17
Network Statistics
Mean 1,419,936
Standard deviation 920,049
Minimum 375,250
Maximum 4,118,220 MEXICO cuea
Leaflet | © OpenStreetMap contributors

FIG 1. COVID and Cancer Research Network descriptive statistics and demographics. (A) Distribution of patient age and sex within the network. (B) Geographic distribution split into
Northeast, Midwest, South, and West. Network statistics represent the distribution in sizes of individual institutions included in the network.

Jack W. London; JCO Clinical Cancer Informatics 2020 4657-665.
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FIG 4. The effects of COVID-19 on patients with a malignant neoplasm-associated encounter. (A) Patients identified by month as previously described, using International Classification of

Diseases, Tenth Revision, diagnosis codes for any malignant neoplasm (C00-C96, D37-D49). (B) Counts of patients with new incidence malignant neoplasm diagnosis.

Jack W. London JCO Clinical Cancer Informatics 2020 4657-665.



Percent Change by Cancer Site: All Patient Encounters
0% L T L T 1 r 1 1
—10% -
—_— Lung
—_20% - —— Breast
- Prostate
—30% - — Colorectal
— Hematologic
—40% - — Melanoma
—50% -
—60% -
January February March April
Month Lung Breast Prostate Colorectal Hematological Melanoma
January —1.6% —6.0% —4.5% —2.5% —3.3% —2.5%
February —A4.7% —9.8% —7.3% —7.1% —6.0% —4.8%
March —14.9% —25.2% —25.3% —18.4% —18.4% —21.2%
April —39.1% —A47.7% —49.1% —39.9% —39.1% —51.8%
Percent Change by Cancer Site: New Incidence Patient Encounters
60% -
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— Lung
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0% —————————— n : L 1 —— Prostate
S e ——— Colorectal
—20% - Hematologic
— Melanoma
—40% -
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January February March April
Month Lung Breast Prostate Colorectal Hematologic Melanoma
January 4.0% 26.2% 39.6% 7.8% 14.7% 6.5%
February —8.0% 8.5% 15.9% —6.7% 0.7% 6.1%
March —23.9% —-13.7% —11.3% —16.3% —17.6% —25.1%
April —46.8% —50.5% —46.8% —54.2% —46.6% —67.1%

FIG 5. The effects of COVID-19 among cancer types. (A) Patient counts were generated for the indicated month for each cancer type in 2019 and 2020 using International Classification of
Diseases, Tenth Revision, diagnosis codes: breast cancer (C50), lung cancer (C34), prostate cancer (C61), colorectal cancer (C18-21), hematologic cancers (C81-96), and melanoma

(C43). Percent change from 2019 to 2020 is shown. (B) Patient counts were generated using the diagnosis codes indicated in panel A, filtering on patients with new incidence encounters.

Jack W. London;; JCO Clinical Cancer Informatics 2020 4657-665.



Percent Change in Cancer
Screenings (2019-2020)

10% A
0% -
-10% - Mammograms
_20% - Colorectal
-30% A
-40% -
-50% A
-60% -
-70% A
-80% -
-90% -
-100%
January February March April
Month Mammograms Colorectal
January _5.0% 0.7%
February -9.1% -5.6%
March -43.8% -39.4%
April -89.2% -84.5%

FIG 6. The effects of COVID-19 on cancer screening. Patient counts were generated for breast cancer screening encounters using International Classification of Diseases, Tenth Revision
(ICD-10), codes R92.0-R92.2 and Z12.31 and Current Procedural Terminology (CPT) codes 77067 and 1029705 and colorectal cancer screening encounters using ICD-10 code Z12.11

and CPT codes 1022231, 1007534, and 1020217. Percent change from 2019 to 2020 is shown in the indicated months.

Jack W. London; JCO Clinical Cancer Informatics 2020 4657-665.



- Early Signs of COVID on Breast Cancer Via EPIC EHR

Cancer Screeningsin the U.S.

@ Breast Cancer Screenings ==~ Mean Weekly Screening Volume 2017-Jan 19, 2020

15,000

. Breast Cancer Screenings - 2020 2019 2018 2017 = == Mean Weekly Screening Volume 2017-Jan 19,2020
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[ 559 _
Analyses of 2.7 million patients thru April 2020, 39 health systems, 190 hospitals, 23 states
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Epic Health Research Network
I\VI Northwestern May 2020
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Published October 2020

Screening
Mammography

NM/ Demand by Month: Imaging

== Y2019 Total: 114,941
FY2020 Total: 96,578

Diagnostic
Mammography

I\ Northwestern
Medicine”

14,000 - 12,159 10,969
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9,165 8934 9,600 -18,363
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2,000 409

0
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7,000 7 ¢ 455 6,156 6,1 6,550 6,268 6450 | Fy19-FY204
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5'ooof - ' 5,551 s 5,288 (-16.1%)
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1,000 -

0
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Sources: Stratajazz, accessed September 2020. Northwest Region mammography volumes reported by Diagnostic Radiology.

Note: *Satellite screening-only location volumes included in site totals.
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350

NM/ Demand by Month: Imaging

«=@®= [Y2019 Total:2,59%4
FY2020 Total: 2,600

7 274 302
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300 -+ 246 217 244
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250 1208 j:%._ ° (0.2%)
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100 1 /8
50 A
0
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«=@= Y2019 Total:48,267
FY2020 Total:43,489
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3,578 361 74,170 4128 3993 4025 4198 e 4,187 4,157 4778
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Breast ¢ ! 4,015
3,517 ’
Ultrasounds 3,000 - 3,584 2,232
2,000 o 1,417
1,000 o
0
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Sources: Stratajazz, accessed September 2020. Breast MRI CPT codes include: 77049, 77058, 77059. NW region FY19 MRI volume
also includes CPT code 0159T. Ultrasound CPT codes include: 76641, 76642. Central and North region Ultrasound volumes include
CPT code 76604. West region Ultrasound volume include CPT codes 76098 and 76998.

Northwestern
Medicine”
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Program Size / Demand by Month: Biopsies

=@= Y2019 Total:8,546
FY2020 Total:7,532
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«@= Y2019 Total:1,828
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*Open, Sentinel, 200 5 163 167 = 1740170 (+13.2%)
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Node Biopsies 102 151 - 154
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50 A
0
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Sources: Stratajazz, accessed September 2020. Breast open biopsies and sentinel and axillary lymph node biopsies for employed breast
surgeons: Drs. Ahn, Al-Zubeidy, Bethke, Fredrickson, Hansen, Khan, Kulkarni, Monahan. Biopsies defined by sum of physician-based Billed CPT
I\ Northwestern

Medicine: codes. Axillary lymph node biopsies exclude CPT code 19302 since those volumes are counted within breast surgery category.
ICI
Note: *Satellite breast biopsy location volumes included in site totals.
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Mastectomy/
Lumpectomy
Breast Surgeries

Reconstructive

Breast Surgeries

Total Breast
Surgeries

I\ Northwestern
Medicine”

NM/ Demand by Month: Surgeries

«=@= [Y2019 Total:1,902
FY2020 Total: 1,847
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Sources: Stratajazz, accessed September 2020. OP Breast Surgeries and Reconstructive Breast Surgeries defined by hospital-based All Coded
CPT codes (see appendix for list of codes). IP Breast and Reconstructive Breast Surgeries defined by ICD-10 Procedure Codes )See appendix for

list of codes). Surgeries represent the total unique encounters.




- RHLCCC New Encounter Volume

Breast Hematology Oncology MD Only
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RISK FOR SARS-COV-2 INFECTION IN PATIENTS
WITH BREAST CANCER TREATED WITH
CHEMOTHERAPY, BIOLOGIC THERAPY OR ACTIVE
SURVEILLANCE: PATIENT OUTCOMES FROM
MULTICENTER INSTITUTION IN NEW YORK

Nibash Budhathoki, MBBS
NYU Long Island School of Medicine

Perlmutter Cancer Center
June 4, 2021

Content of this presentation is the property of the author, licensed by ASCO. Permission required for reuse .



COVID-19 INFECTION AND MORTALITY

COVID-19 Infection and Mortality by Treatment Groups

Rate Weighted Rate p value
SARS-CoV-2 Infection
CT (N=18) 4.7% 3:6% 0.5
E/H (N=43) 1.8% 2.7%
COVID-19 Specific Mortality
CT (N=4) 1.4% 0.7% 0.2
E/H (N=2) 0.1% 0.1%
Overall Survival Outcomes by Demographics
Alive Dead p value
N=54/(mean (SD)) N=10/(mean (SD))
Stage (I-1ll vs IV) 50 (93%) vs 6 (60%) 4 (7%) vs 4 (40%) 0.02
Age (years) 58.3 (13.6) 73.2 (8.3) 0.001
Body Mass Index (Kg/m?) 29.2 (5.8) 33.5(8.5) 0.05
Charlson Comorbidity Index 3.4 (3.1) 6.1 (3.1) 0.01

Presented By: Nibash Budhathoki

Content of this presentation is the property of the author, licensed by ASCO. Permission required for reuse.

#ASCO21 | Content of this presentation is the property of the author, licensed by ASCO.

Permission required for reuse.

2021 ASCO

ANNUAL MEETING



SUMMARY

« Chemotherapy was not associated with increased risk of infection
with SARS-CoV-2 or death following infection in this breast cancer
population

 Breast cancer treatment, including chemotherapy, can be safely
administered with enhanced infectious precautions, and in general,
should not be withheld, particularly when given with curative intent

Presented By: Nibash Budhathoki #ASCO21 | Content of this presentation is the property of the author, licensed by ASCO. 2021 AS CO
Permission required for reuse. ANNUAL MEETING

Content of this presentation is the property of the author, licensed by ASCO. Permission required for reuse.



Modeled cumulative excess deaths from colorectal and
breast cancers, 2020 to 2030*

Modeled cumulative excess deaths from
colorectal and breast cancers, 2020 to 2030*

@ Colorectal @ Breast
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- The impact of the COVID-19 pandemic on cancer deaths due to delays in diagnosis in England,
UK: a national, population-based, modelling study

A Breast
1500+ —— Scenario A
— Scenario B
-F; ——SoarioL e Collected data on 32,000 pts
< 1000+ » Between 281 and 344 excess deaths
g * 7.9-9.6% increase over next 5 years
3
"
&
2 5004
£
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< /
0 | | | | |
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North t
M I\/Ig::licivr:lgs e Maringe c. Lancet Oncclogy 2020




Pl Worsening of breast and cervical cancer stage at diagnosis due to COVID-19 pandemic

go. ESTF’)’\DO DE Ana Paula Messias’, Renata Colombo Bonadio®, Otavio Augusto Moreira', Leticia Vecchi Leis', Bruna Zanin Orsi',
200 FAULO 1208 Daniel Negrini Batista', Laura Testa', Maria del Pilar Estevez Diz’

1. Instituto do Cancer do Estado de Sdo Paulo, Universidade de Sdo Paulo, Sdo Paulo, Brazil

CTAVIO FRIAS O OLIVEIAA

Background Cervical cancer stages during and prior to the COVID-19 pandemic

- The COVID-19 pandemic led to the need for major health services According to the AUCC/UICC 8th edition TNM Anatomic Staging System According to the 2018 FIGO Staging System

adjustments, reducing other diseases’ assistance (1, 2). gy sy Sep/ie - Jan20 Sopr20 - Jav21
* For some cancer patients, delays may importantly impact outcomes.
» We aimed to assess the impact of the COVID-19 pandemic in breast

and cervical cancer diagnosis and treatment compared to the same

period prior to the pandemic.
» Single-center retrospective analysis from electronic medical records.
» Data were collected from patients in their first visit to a single — 2‘,:;: : \—M 0.001 FIGO stage I1 P<0.328

academic cancer center from Sep/20-Jan/21 and Sep/19-Jan/20 M Stage I B FIGO stage lIlIVA -
- The primary endpoint was breast and cervical cancer stages at . B F130 siage V8

diagnosis. . _ Period Stagel | Stagell | Stagelll | StageIV Period Stagel | Stagell | Stagelll | Stage IVA | Stage IVB
. Tur_’nor stages between the two periods were compared using the N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%)

Chi-squared test. Sep/19-Jan/20 94 198 106 59 Sep/19-Jan/20 12 14 16 10 8
“ (N=457) (29.6%) (43.3%) (23.2%) (12.9%) (N=60) (20.0%) (23.3%) (26.7%) (16.7%) | (13.3%)

Sep/20-Jan/21 25 101 100 42 Sep/20-Jan/21 6 7 12 13 6

« 829 patients were evaluated. (N=268) (9.3%) (37.7%) (37.3%) (15.7%) (N=44) (13.6%) (15.9%) (27.3%) (29.5%) | (13/6%)
« Patients who attended their first visit during the pandemic presented

with higher breast cancer (P < 0.001) and cervical cancer (P =

0.328) stages than those prior to the pandemic, although the Conclusions

: et - : . : . . . . . 1. Estevez-Diz M, etal. E dicalscience. 2020;14:1060,
difference was not statistically 5'9""103"1 for cervical cancer. _ « Breast and cervical cancer patients had higher disease stages at diagnosis during the 5’ B:E’f:y St JAMA Oncol, 2021:7(3y458.60.
+ Fewer breast cancer patients (13.7%) were diagnosed by screening COVID-19 pandemic compared to a similar period prior to the pandemic. Rates of breast

mammogram during the pandemic than before it (25.5%) (P < cancer diagnosis due to screening mammogram also decreased during the pandemic. m
0.001). « These results confirm the long-term negative impacts of the COVID-19 pandemic for  APM has no disclosure/ conflict of interest to declare.

— SECRETARIA ovenmo b termmo oncologic patients. Hence, efforts should be made not to compromise essential cancer

FUNDAGAO

4 PAU i Contact: apmessias100@gmail.com
FACULDADE DE MEDICINA DA SAUDE CADA VEZ MEL!l-OOR Sewlces' p @g
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Structural Determinants of Health

People of color are:

eat an increased risk for serious illness if they contract COVID-19 due to higher rates of underlying
health conditions, such as diabetes, asthma, hypertension, and obesity compared to Whites;

*more likely to be uninsured and to lack a usual source of care which is an impediment to accessing
COVID-19 testing and treatment services;

*more likely to work in the service industries such as restaurants, retail, and hospitality that are
particularly at risk for loss of income during the pandemic;

*more likely to live in housing situations, such as multigenerational families or low-income and public
housing that make it difficult to social distance or self-isolate; and

eoften working in jobs that are not amenable to teleworking and use public transportation that puts
them at risk for exposure to COVID-19

[\M Northwestern Kaiser Family Foundation, 2020; Health Affairs, 2020
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Differences and overlap similarities for the pathogenesis, incidence, and
mortality risks between cancer and COVID-19.

CANCER

Series of genetic diseases

* Germline predisposition

* Somatic DNA mutations
Local environmental
influences

* Inflammation

* Microbiome
Onset over months to years
Asymptomatic screening is
part of routine health care

Lisa A. Newman et al. Clin Cancer Res 2021;27:24-27
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Adjusted for age, other racial groups are this many times more likely to have died of
COVID-19 than White Americans

Reflects cumulative mortality rates calculated through March 2, 2021.

PACIFIC ISLANDER

LATINO 24

INDIGENOUS 22

BLACK
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ASIAN

Indirect age-adjustment has been used.
Source: APM Research Lab + Get the data « Created with Datawrapper
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Percentage of Blacks, Latinos, and People of Color by

State Population, COVID-19 Cases, and COVID-19 Deaths
(Kaiser Family Foundation, CDC, US Census Bureau)
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Diseases with Disproportionate Burden Among
African Americans

*Diabetes

*Hypertension

*Asthma

*Obesity
*Cardiovascular/Cerebrovascular Disease

*\Venous Thromboembolism
*COVID-19 Morbidity and Mortality
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The Impact of COVID-19 on Breast Cancer Stage at Diagnosis

Maxwell R. Lloyd MD?, Sarah J. Stephens MD 2, Julian C. Hong3, Ted A. James MD?, Tejas Mehta MD?, Abram Recht MD?, Daphna Y. Spiegel MD?
1Beth Israel Deaconess Medical Center, Boston MA 2Duke University Medical Center Durham, NC 3UCSF San Francisco, CA

Beth Israel Lahey Health ’
Beth Israel Deaconess Medical Center
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Background:
* The SARS-CoV-2 pandemic limited mammography for several

months in the United States.

* We hypothesized that this delay in mammography would result
in patients presenting with later-stage breast cancer following
the initial shutdown period.

Patients were more likely to be

diagnosed with late-stage breast
Methods: f ” . h h
* Patients diagnosed with invasive breast cancer from 2016-2020 m O OWIng t €S Utdown due

were identified. to the SARS-CoV-2 pandemiC.

Late-stage disease was defined as initial anatomic stage IlI-IV
disease in the AJCC 8" edition staging system.

Patients diagnosed from 2016-2019 were the control cohort
and those diagnosed in 2020 were the test cohort.
Chi-squared analysis compared monthly distributions in stage
at presentation. Multivariate analysis was performed using a
logistic regression model.

Late-
stage
Disease

2016-2019: 6.6%

2020: 12.6%

Results:

1597 patients were diagnosed between 2016-2019 and 333
patients were diagnosed in 2020.

Mammography was limited from 3/16/20-6/8/20, with a 90%
reduction in volume during this time.

92.9% of late-stage diagnoses in 2020 occurred after the
shutdown from June—-December.

Those with lower incomes and
medical comorbidities were
disproportionately affected.

Table: Proportion of Patients with Late Disease by Month

7% (9/130) 0(0/24) 9% (12/142) 7% (1/14)

Copies of this poster obtained through Quick Response (QR)
Code are for personal use only and may not be reproduced

R\t el Akt 2ixl42) without permission from ASCO® and the author of this poster.
7%(9/132) 3% (1/31) 5% (6/124)  15% (10/65)
6% (7/118) 0(0/9) 7% (10/135)  19% (10/53)
B 7% (10/141) 0(0/7) 7% (10/145)  12% (5/42)
7% (10/147)  21% (3/14) 3% (4/118) 8% (1/12) Correspondence:

Daphna Spiegel, MD at dspiegel@bidmc.harvard.edu

Abstract #528

Results, continued:

* The proportion of patients diagnosed with late-
stage breast cancer in 2020 was 12.6%, compared
t0 6.6% in 2016-2019 (p < 0.001).

* On multivariate analysis, late-stage disease at
diagnosis was significantly associated with year of
diagnosis, lower income, and increased Charlson
Comorbidity Index.

Late-Stage Breast Cancer at
Presentation was Associated with:

Year of Diagnosis: 2020 vs.
2016-2019

OR =1.45 95% Cl
1.102-1.883, p = 0.008

Lower Income: <200% of
Federal Poverty Line

OR=1.2295%Cl
1.035-1.441, p = 0.018

Increased Charlson
Comorbidity Index

OR=1.14 95% CI
1.114-1.167, p < 0.001

Future Directions for Research:

* These results raise concerns regarding the impact
of the SARS-CoV-2 pandemic on long-term cancer
outcomes, especially in vulnerable patient
populations, and warrant further investigation.

* Analyzing data from other health institutions could
help broaden the scope and generalizability of our
findings.




/ COVID-Era Unemployment Rates: Disparities Persist
5\ U.S. Bureau of Labor Statistics
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Women
High school diploma Some college or Bachelors degree
or less associate’s degree or higher
20% Black
15
10 Y women
5 White
women
June August June August June August
2016 2021 2016 2021 2016 2021

Note: Ages 25 to 64, White and Black racial groupings don’t include those of Hispanic ethnicity
Source: Bureau of Labor Statistics via IPUMS THE WASHINGTON POST
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B N Figure 7. Monthly Unemployment Rates by Racial Group

Seasonally adjusted data, January 2020 to December 2020
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Source: Created by CRS using data from the Bureau of Labor Statistics (BLS).
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Projected Excess Breast Cancer Mortality in COVID/Post-COVID Era Likely to
Disproportionately Impact African Americans

e Disproportionate impact on health care access

* Covid recession unemployment 30-50% higher for AA compared to WA; loss of employment-based
insurance

Safety-net hospitals disproportionately devastated by costs of Covid care
 AA rely disproportionately on safety-net hospitals for cancer care/screening
* Safety-net hospitals serve as economic hub for many inner-city neighborhoods

*Impact on advocacy/philanthropic fundraising efforts

* Many community outreach programs funded by advocacy organizations

* Adverse impact of Covid recession on research and hospital budgets

» Support for disparities research and navigation services under threat

*Increased reliance on remote technology/video visits
* Digital divide: no broadband/internet access in 36% AA vs 21% WA households
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Cancer, COVID, YOUNG PEOPLE

PRE COVID-19 CHALLENGES:

“Every day is just kind of weighing my options.” Perspectives
of young adult cancer survivors dealing with the uncertainty
of the COVID-19 global pandemic

L. Aubree Shay' @ - Marlyn Allicock? - Amanda Li'



Loneliness 1

Low mood 1

Health anxiety -

General anxiety

Own body reaction to COVID-19 -
Serious complication from COVID-19
Compromised cancer care 1

Death 1

Family members contracting COVID-19 1
Deterioration of mental health -

Return to work after lockdown 1

Going to the hospital and catching COVID-19 1
Financial impact -

Receiving adequate care for COVID-19 1
Returning to normal after lockdown 1

Losing insurance 1
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Number of individuals reporting concerns

Theme

Mood
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@ Worry



Impact on mental health (PHQ-4)

* Anxiety > depression/low mood
62% more anxious now

o :
Psychological distress among AYAs 52% more isolated now

Anxiety  Depression Total

BUT

n o n(%) n (%) n (%)

Total sample 177 ‘ (19%) 51

(29%)
Undergoing treatment 57 20 (35%) 10 (18%) 17 (30%)
(50%)
(23%)

~10% less anxious and

isolated now than before
Completed within 6 months 24

-

2 6 (25%) 12 (50%

Completed more than 6 months ago 96 24 (25%) (19%) 22 (23%




Connecting with our patients

* See in clinic, cancel/delay, telehealth
* Who is appropriate for in person vs remote?
* Video platforms and billing issues

* Creating fail-safes so patients are not lost if f/u or treatment is
delayed
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M In-Person E&M M Telehealth ™ Total Reduction in Volume

March April May June July
In-Person E&M Visits 2019 480011 524453 512151 466604 499747
In-Person E&M Visits 2020 294880 142562 240260 339250 310111
Telehealth Visits 2020 14031 78326 58712 40955 34212
% Change in E&M (without telehealth) -38.57% -72.82% -53.09% -27.29% -37.95%
% Change in Total E&M (with telehealth) -35.65% -57.88% -41.62% -18.52% -31.10%

FIG 6. Total number of claims for cancer-related in-office evaluation and management (E&M) v telehealth E&M services and relative change in billing frequencies (March-July 2019/2020).
Billing frequencies were determined by the following procedure codes: new patient E&M (99201-99205); established patient E&M (99211-99215); hospital outpatient (G0463).

Debra Patt; Lucio Gordan; Michael Diaz; Ted Okon; Lance Grady; Merrill Harmison; Nathan Markward; Milena Sullivan; Jing Peng; Anan Zhou; JCO Clinical Cancer Informatics 2020
41059-1071.



B RHLCCC New eVisit Encounter Volume

Breast Hematology Oncology
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Telehealth is here to stay.

We asked oncology providers how they used
telehealth and how they want to use it in the future.

Presen ted By: Christopher Manz, MD; @ChrisManzMD #ASCO21 | Content of this presentation is the property of the author, licensed by ASCO. 2021 ASC
Permission required for reuse. ANNUAL MEETIN ’))

Content of this presentation is the property of the author, licensed by ASCO. Permission required for reuse.



200 respondents

Geography Practice Size
e 42 States e1 -5 clinicians: 18%
6 -10 clinicians: 15%
*5% Rural Practices 11 - 15 clinicians: 12%
* 30% Suburban Practices ¢ 16 - 20 clinicians: 6%
*66% Urban Practices * More than 20: 50%
Respondent Role in Practice Practice type
® 72% Medical oncologist ® 64% Academic
6% Nurse/NP/PA/CNS * 19% Hospital or health system owned
* 6% Radiation oncologist ® 12% Private or physician owned
* 16% Other * 5% Government

Presented By: Christopher Manz, MD; @ChrisManzMD #ASCO21 | Content of this presentation is the property of the author, licensed by ASCO. 2021 AS CQ)D
N

Permission required for reuse. ANNUAL MEETI




Respondents’ use of telehealth by visit type in last 30 days *

% respondents reporting for each visit type 2 50% Visits < 50% Visits No telehealth visits

Survivorship visits after curative-intent
treatment
Symptom management visits

Visits to discuss important test results

Evaluation visits for a patient receiving
systemic treatment (e.g. chemotherapy)
New patient visits
Post-surgical/post-radiation visits

Visits to discuss goals of care or to initiate
hospice

Consent visits

*Each cell is the percent of respondents who reported none, < half, or 2 half of visits of the visit type in the last 30 days occurred
as telehealth. Rows may not sum to 100 due to rounding.

#ASCO21 | Content of this presentation is the property of the author, licensed by ASCO. 2021 AS Cq)))
N

Presented By: : .
Christopher Manz, MD; @ChrisManzMD Permission required for reuse. ANNUAL MEETI




Please indicate the overall quality of care that your patients experience with a
telehealth visit compared to an in-person visit:

B Telehealth visit quality is better  m Telehealth visit quality is similar B Telehealth visit quality is worse

Survivorship visits after curative-intent treatment

Consent visits

All visits

Slide 5
Symptom management visits

Post-surgical/post-radiation visits

Visits to discuss important results

Evaluation visits for a patient receiving systemic treatment (e.g.
chemotherapy)

Visits to discuss goals of care or to initiate hospice

New patient visits

P ted By: - - #ASCO21 | Content of thi tation is th rty of th thor, li d by ASCO. ASC
[ESSRISS 20 Christopher Manz, MD; @ChrisManzMD | PZPme}gsign r;sirrzsdeporarfgsi = REPSTHE S SE RIS, Jesnete 2021 g>)>
' ANNUAL MEETIN



After the pandemic has ended and assuming that there are no payment, legal
or regulatory barriers to telehealth, for which of the following types of visits
would you like to use telehealth?

Survivorship visits after curative-intent treatment

Symptom management visits

Evaluation visits for a patient receiving systemic
treatment (e.g. chemotherapy)

Consent visits

Visits to discuss important results, goals of care or to
initiate hospice

Post-surgical/post-radiation visits
All visits

New patient visits

o]
X

| do not wish to use telehealth for any visit types

Presented By: . : #ASCO21 | Content of thi tation is th rty of the author, licensed by ASCO. ASC
resentedBY:  Ghristopher Manz, MD; @ChrisManzMD ({Cenrt P eoreson B e pRealt et e et e b 2021 go)
' ANNUAL MEETIN




Please indicate whether the following items are a barrier to providing telehealth
services to patients in your practice:

Lack of access Limited Language or Lack of Limited Uncertainty Adequacy of
to technology proficiency with translation  administrative technical about future current
technology barriers resources capacity financial financial
reimbursement reimbursement

Patient Factors Clinician or practice factors Financial factors

Presented By: . : #ASCO21 | Content of thi tation is th rty of the author, licensed by ASCO. ASC
resentedBY:  Ghristopher Manz, MD; @ChrisManzMD ({Cenrt P eoreson B e pRealt et e et e b 2021 go)
' ANNUAL MEETIN




B N Cancer Care Disparities During the Covid-19 Pandemic

. Significant disruptions to cancer care were observed during the pandemic at
tertiary institutions in New York and Boston. A significant decrease in
outpatient visits and increase in telehealth visits were noted during the
pandemic period. However, Black and Hispanic patients were less likely to
have an increase in telehealth utilization and were more likely to develop
COVID-19 infection compared to white patients. Hispanic patients were
more likely than White patients to have pandemic-related delays in cancer
care. Racial and ethnic barriers to the adoption of telehealth and related
socioeconomic factors place members of these vulnerable populations at
disproportionate risk for both COVID-19 infection and decreased cancer-
related visits, thereby exacerbating existing health disparities.

Schmidt A et al. Cancer Cell 38:2020

I\ Northwestern
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Collateral Issues

 Patient Financial Toxicity (loss of health care insurance)

* Institutional Financial Toxicity
* decrease in high contribution margin activities
 care for newly uninsured and underinsured

 Labor Force realignment in cancer centers
* Physician Deployment for COVID-19 reassignment (or surge)
* Physician Training (Fellow and resident reassignment)



Research during COVID: Classic, and COVID related

e Research in COVID- : continuing current research studies from pre-
COVID- IRB, accrual, and other issues

e Cancer specific and other Registries- ASCO, Am College of Surgeons,
NCI

e Radiation registries
* Heme/Coag specific



Chicago Cancer
Centers
continued to
meet every
Sunday
morning to
discuss
experiences
and best
practices

TUESDAY, MAY 26™
4:30 - 6:00 PM

¢ CONNECTING WITH OUR PATIENTS e

¢ DELAYED SURGERIES & SCREENING PROCEDURES e

¢+ TREATMENT DURING COVID— WHAT |
IS IDEAL AND WHAT IS POSSIBLE

¢ NEW WORKFLOWS e

¢+ REGISTRY & OTHER RESEARCH INITIATIVES e

¢ DATA & SAFETY e

¢ “COLLATERAL" ISSUES e

Bruce Brockstein, MD
Mia A, Levy, MD, PhD
Mary Mulcahy, MD

Jon Richards, MD, PhD
Damiano Rondelli, MD
William Small, MD
Sonali M Smith, MD
Samir Undevia, MD

Presented By Chicago Cancer Centers COVID-19 Coalition- “C5” Group of Collaborators




- A Lessons learned ( and continuing to learn!)

*Optimizing care during a crisis requires communication between
all members of the multi-disciplinary team

*Prioritization of patient issues had to balance impact on disease
related outcome, resource utilization during covid for critically ill
pts and insuring patients did feel a sense of abandonment or
unnecessary fear for certain interactions at the medical ctr

*New knowledge was being acquired in real time...again
communication with all stake holders was critical and
adjustments were made week to week

I\ Northwestern
Medicine®



- A Lessons learned ( and continuing to learn!)

*Many aspects of care could be maintained with telehealth...here
to stay!

*COVID did not effect every population equally in the US! The
pandemic highlighted inequities that were present in our society
and were being experienced by many for generations.

*The confluence of these events and tragedies will hopefully bring
awareness, motivation and commitment to make systemic
changes

I\ Northwestern
Medicine®



