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Introduction

Initial reports suggested that patients with a history of or active malignancy 
might be at an increased risk of contracting the virus and developing COVID-
19-related complications. 2, 3, 4 However; initial reports are restricted by 
sample size, geographical region, and a lack of generalizability of findings to the 
overall population of patients with cancer. The effects of antineoplastic therapy, 
supportive medications like steroids, and the immunosuppressive properties of 
cancer itself may compromise the immune system of cancer patients; Patients 
with cancer are frequently older (60 years) and have one or more major 
comorbidities, putting them at an increased risk for COVID-19-related morbidity 
and mortality.6 In addition, they frequently have high levels of contact with the 
health care system through provider visits for anticancer therapy, monitoring, 
and preventive and supportive care. They might also have an enhanced immune 
response to infection as a result of immunomodulatory.

The CCC19 began as a grassroots effort to meet a demand brought on by the 
SARS-CoV-2 pandemic that had not been met. Over 100 institutions have been 
mobilized through social media and other communication networks to collect vital 
data on COVID-19 outcomes in cancer patients. The consortium's initial goal is 
to collect data to learn more about risk-reduction strategies for cancer patients. 
In order to provide the urgently required information on the scope, clinical 
management, and outcomes of patients with cancer and a COVID-19 diagnosis, 
this initial analysis of the CCC19 database focuses on significant and previously 
recognized cancer and COVID-19 prognostic factors [1].

Description

A few significant speculations have risen up out of this underlying 
examination. Infection appears to put cancer patients at an increased risk of death 
and severe illness, regardless of whether they have active cancer, is receiving 
anticancer treatment, or both. The majority of our cohort had symptoms that 
were consistent with COVID-19, and there were a lot of complications overall. An 
aggregate-level analysis of 334 patients with cancer from the Mount Sinai Health 
System reported rate of death and rate of intubation. A series of 218 patients with 
cancer from the Montefiore Health system reported a case fatality rate although 
the authors acknowledged a bias towards more severe cases.4 Taken together 
with our cohort from multiple institutions, these findings have important policy 
implications, including, but not limited to, the need for increased surveillance 
and testing for SARS-CoV-2 We anticipate that as the CCC19 cohort expands, 
separate analyses of asymptomatic individuals who have been screened will be 
required. Notably, health care systems are screening asymptomatic individuals 
prior to many treatments for cancer. It appears that significant subgroups of 
cancer patients are more likely to experience adverse outcomes. Notwithstanding 
the recently revealed risk elements old enough and sex in the overall Coronavirus 
population ECOG execution status of 2 or higher and dynamic disease appear to 

be related with an expanded gamble of more regrettable results from Coronavirus 
in patients with malignant growth [2]. 

Although an ECOG performance status of 2 is not always considered a 
contraindication to aggressive therapy for active cancer, it is well known that 
moderate or poor ECOG performance status has a negative effect on overall 
outcomes. Our study highlights the potential additive negative effect of COVID-19 
in this susceptible population. The American Society of Clinical Oncology has 
issued guidance on ethical considerations pertaining to resource-limited situations 
during the SARS-CoV-2 pandemic. Although an ECOG performance status of 
2 was relatively uncommon in this cohort, the presence of active (measurable) 
cancer was common. 

Some potential implications of this finding include acceleration of advanced 
care planning and patient and family discussions on restricting aggressive 
interventions, such as mechanical ventilation. Our research suggests that active 
cancer may be a risk factor for worse COVID-19 outcomes, particularly in patients 
with progressive disease. Patients with progressive cancer in our cohort died at a 
numerically higher rate without being admitted to an intensive care unit (ICU) than 
those who were admitted, and the opposite was true for patients in remission. 
Patients over the age of 75 and those receiving palliative care have a numerically 
higher rate of deaths without ICU admission, suggesting that aggressive 
interventions may have already been reduced in these subpopulations. In 
addition, as with patients with moderate or poor ECOG performance status, these 
subpopulations will urgently require careful discussions regarding the risks and 
benefits of continuing anticancer therapy. On the other hand, the fact that there 
was no correlation found between recent surgery, recent non-cytotoxic therapy, 
or recent cytotoxic systemic therapy and 30-day all-cause mortality suggests 
that curative surgical resections, adjuvant chemotherapy, and maintenance 
chemotherapy could continue during the SARS-CoV-2 pandemic with extreme 
caution. However, this finding should not be taken as a recommendation [3].

Some of our observations should be interpreted with caution because of 
our study's limitations. In both the primary and secondary outcomes, there are 
some notable regional variations. Ten deaths occurred in the Spanish subgroup, 
despite no admissions to the intensive care unit or mechanical ventilation. Despite 
having the lowest mortality rate of any regional subgroup, the Canadian subgroup 
had the highest proportion of hospitalized patients. The reduced risk of 30-day 
all-cause mortality associated with residence in Canada and the US-Midwest 
probably reflects regional differences in the response to COVID-19 and differing 
timelines of the local pandemic. These findings merit additional investigation.

Smoking, in particular, has been linked to inflammatory pulmonary disease 
and the biology. Previous smoking was linked to increased mortality in both the 
elastic net regression and the baseline analysis; these findings may have a 
biological basis. Due to the lack of events, no conclusions can be drawn about 
current smoking. SARS-CoV-2 is similar to other coronaviruses, including the 
severe acute respiratory syndrome (SARS) CoV that caused the SARS outbreak 
in 2003.26 Cell entry of both of these viruses appears to rely on protein binding 
to ACE receptors on host cells, with an additional required proteolytic step to 
allow fusion of the viral and cellular membranes. Although the potential systemic 
dysregulation of ACE2 is not yet fully understood, downregulation caused by 
SARS-CoV-2 viral binding to Notably, we did not find any association between 
recent surgery and 30-day all-cause mortality, as previously described in a 
smaller case series.2 Given that delays in elective cancer surgeries might lead to 
deleterious outcomes, this finding should be taken into consideration if policies to 
delay treatments are being implemented, while acknowledging that many other 
factors exist that should be considered, such as surge capacity and provider 
availability. Cohort grows and matures additional factors can be examined in 
greater [4].

Mortality was significantly correlated with a higher number of comorbidities; 
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who had COVID-19. The current data would be better placed in a broader context 
with this kind of analysis. This study of cancer patients and COVID-19 emphasizes 
the urgent requirement for additional data and reinforces a number of significant 
clinical care considerations. To fully comprehend the impact of SARS-CoV-2 on 
cancer patients' outcomes, larger sample sizes and longer follow-up periods are 
required.

Acknowledgement

None.

Conflict of Interest

None.

References

1.	 Lott, Robert L., Peter V. Riccelli, Elizabeth A. Sheppard and Keith A. Wharton 
Jr, et al. "Immunohistochemical validation of rare tissues and antigens with low 
frequency of occurrence: Recommendations from the Anatomic Pathology Patient 
Interest Association (APPIA)." Appl Immunohistochem Mol 29 (2021): 327.

2.	 Heck, Julia E., Christina A. Lombardi, Myles Cockburn and Travis J. Meyers, et 
al. "Epidemiology of rhabdoid tumors of early childhood." Pediatr Blood Cancer 
60 (2013): 77-81.

3.	 Ostrom, Quinn T., Yanwen Chen, Peter M. de Blank and Annie Ondracek, et al. 
"The descriptive epidemiology of atypical teratoid/rhabdoid tumors in the United 
States, 2001–2010." Neuro Oncol 16 (2014): 1392-1399.

4.	 Lee, Young Kyung, Choong Gon Choi and Jeong Hyun Lee. "Atypical teratoid/
rhabdoid tumor of the cerebellum: Report of two infantile cases." Am J Neuroradiol 
25 (2004): 481-483.

5.	 Heck, Julia E., Jun Wu, Christina Lombardi and Jiaheng Qiu, et al. "Childhood 
cancer and traffic-related air pollution exposure in pregnancy and early 
life." Environ Health Perspect 121 (2013): 1385-1391.

however, the reference group only had three deaths among the events. A 
high inflation factor for this variable also indicated significant collinearity with 
other model variables. Mortality was also associated with an unknown cancer 
status, which was somewhere in the middle of the groups with present, stable, 
responding, and present, progressive disease. These patients are probably going 
to be a particular subgroup — eg, having examines with blended or dubious 
discoveries or having as of late begun another anticancer treatment without re-
evaluation.

In the subgroup that received both azithromycin and hydroxychloroquine, 
there was a strong correlation with all-cause mortality. The subgroups that 
received either drug alone did not experience the same effect. this combination 
was frequently given to patients who met the composite endpoint. As a result, 
hydroxychloroquine and azithromycin might not have increased mortality; rather, 
they might have been given to patients who had more severe COVID-19. The 
US Food and Drug Administration, on the other hand, has expressed concerns 
regarding the possibility of prolonged QT intervals when these medications are 
combined.35 Despite the fact that our findings cannot be considered conclusive 
due to an inherent bias resulting from the primarily retrospective nature of the 
study, these data nonetheless highlight the significance of establishing the 
aggregated risks and benefits of these medications in a prospective randomised 
trial setting prior to their widespread use.36 This is primarily a retrospective 
cohort study that was designed for rapid patient accrual and data The uncertainty 
surrounding the precise timing of diagnostic, therapeutic, and outcome intervals 
is brought about by the absence of precise timing for events, which was required 
to meet the requirements of the IRB and the General Data Protection Regulation. 
Albeit taking part destinations were firmly encouraged to extensively recognize [5].

Conclusion

Patients with simultaneous malignant growth and Coronavirus analyze, 
choice predisposition is reasonable given that patients who are tried are by 
and large suggestive, and edges for testing are lower in medical clinic settings. 
Local area rehearses are fairly under-addressed in this underlying example; 
consequently, this cohort may reflect more severe COVID-19 infections. Due to 
the low number of events, we were unable to adjust for all of the a priori potential 
prognostic variables in the multivariable models. Finally, we were unable to 
conduct a comparison analysis between our cohort and patients without cancer 
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