
 
 

 

 
Risk Stratifying Adult Patients with Suspected or 

Diagnosed Cancer during the COVID-19 Pandemic 
(exc National Screening) for Chronic Lymphocytic 

Leukaemia (CLL) 
 

 
Purpose of this 

document: 

To provide clear processes for all Provider Trusts to implement 

with regard to the clinical management of Adult Patients with 

suspected or diagnosed CLL through the COVID-19 pandemic, 

in order that patients are treated consistently and equitably 

across the Region. 

 

Please refer to this document in conjunction with GM Cancer 

COVID-19 Cancer Management SOP V1 (for instruction on 

processes relating to management of patients in Somerset). 

Exclusions: This paper relates to Adult Patients only.  Teenage and Young 
Adult Cancers should be managed in accordance with normal 
protocol. 
 
Excludes National Screening Programme 

Version Control: 

V DRAFT DRAFT.  In line with national guidance issued 17.03.20, 
19.03.20) 

 

 
 

 

 

 

 

 

 

 

 

 



 
 

 

 

 

1. Introduction 
 

 

This document sets out the process to be implemented in relation to the cessation 

and risk stratification of Adult Patients with suspected or diagnosed cancer in the 

event that diagnostic and treatment resources are limited as a result of the COVID-

19 pandemic, or where clinical risk exceeds normal treatment or diagnostic 

pathways. 

 

There is a limited (or no clear) evidence base for many of these recommendations 
which are practical and reflect expert consensus in this unprecedented time of crisis. 
 
Given the rapid changes, this document is expected to be updated, in line with any 

changes to National Guidance. 
 

2. Key Message 
 

ANY PATIENTS WHO MAY REQUIRE CANCER DIAGNOSTICS, EVEN IF THIS IS 

POST PANDEMIC, MUST BE RETAINED BY THE TRUST AND REMAIN ON A 

PTL, AND ON A DEDICATED COVID WAITING LIST.  

ONLY PATIENTS WHO DO NOT NEED ANY SECONDARY CARE 

APPOINTMENTS OR DIAGNOSTICS ON A SUSPECTED CANCER PATHWAY 

CAN BE DISCHARGED. 

 

3.  PTL Management 
 

Clinical Leads should risk stratify PTLs in accordance with the following criteria and 

categorise into the appropriate group: 

Action Criteria 

Step Down As per normal PTL management on receipt of all necessary 
diagnostic results and a non-cancer decision.  
 
No change to current practice 
 

Safe Discharge Following review and no suspicions of cancer/no further 
diagnostics required. 
    
Telephone Assessment Criteria: 
No specific guidance for suspected CLL assuming that the 



 
 

 

diagnosis of cancer has been excluded 
 

Suspend Asymptomatic or incidental lymphocytosis 
Majority of cases and no urgency to be assessed: repeat 
blood test in primary care after 8-12 weeks if possible to 
assess for rate of rise in white count. If lymphocyte doubling 
time is greater than 6 months and blood count otherwise 
normal without symptoms then can be suspended for up to 6 
months 
 
Patients requiring assessment 

 Significant lymphocytosis (WCC>100x109/l) 

 Anaemia (Hb<110 g/l) 

 Thrombocytopenia (Platelets <100x109/l) 

 Lymphocyte doubling time <6 months 

 Constitutional symptoms (drenching sweats, profound 
fatigue, unexplained fever) 

 Symptomatic or bulky lymphadenopathy (>5cm) or 
splenomegaly (>5cm below costal margin) 

 

Active 
Management  

i) Outpatients/diagnostics identified as appropriate 
ii) Manage according to current process with clear 

clinical engagement 
 

Diagnosis and indications for treatment to be made according 
to existing regional and national guidelines. All patients should 
be screened for COVID19 prior to commencement of intensive 
chemotherapy. 
 
For patients on active immuno-chemotherapy, consideration 
should be given to suspending therapy after achieving 
response (eg after 3 cycles of treatment).  
 
Treatment should also be suspended for patients who have 
achieved complete remission with clearance of minimal 
residual disease (all treatments).  
 
For patients receiving BTK inhibitors, who are unlikely to 
achieve a complete remission, the risk-to-benefit of ongoing 
treatment should be assessed on a case by case basis.  

 



 
 

 

Management of Long Term Follow Up/CNS lists/Recently treated patients (patients 

NOT on a live PTL) 

 
Clinical Leads to review FU clinic waiting lists/recent treatment lists and categorise 

into groups to safely discharge/suspend with review date/actively manage.  

Action Criteria 

Safe Discharge Following review and if no further input from secondary care is 
required 
 
Patients with stable asymptomatic disease and slow rate of 
progression (ie those with follow up interval of >6 months) can 
be discharged to primary care and followed up at the same 
interval in primary care 
 

Suspend Appointments can be deferred for patients requiring active 
follow up in secondary care. This includes patients who have  

 Cytopenia post treatment 

 Disease likely to require therapy within 12 months 
 

Active 
Management 

Manage according to current process with clear clinical 
engagement 
 
Remote consultations (eg by telephone) should be offered to 
patients. Blood test monitoring may be required although the 
risk of attendance should be minimised where possible (eg 
symptomatic patients should not attend, appointments should 
be made to avoid congestion in waiting rooms, blood tests in 
GP surgeries or other less busy phlebotomy services at a 
different hospital). Arrangements for this will vary according to 
local policies.  

 

 
4. Management of New GP/Dental Referrals (excludes National Screening 

Programmes) 
 
Each tumour group should ensure processes are in place for the daily triage of 
referrals and follow the following tumour specific guidance:  
 
PLEASE NOTE:  
Referrals cannot be rejected without discussion with primary care. Patients may be 
discharged after telephone appointments if cancer is no longer suspected and 
there is no longer need for any cancer diagnostics. Telephone appointments can 
now be counted as ‘first seen appointment’ as per national guidance.  
 



 
 

 

1. Cancer Services / Booking Centre: distribute referrals as per tumour group 
decision.  

2. Cancer Services / Booking Centre: Register patients on PAS as per normal 
process 

3. Clinical leads: review emails daily in accordance with criteria of safely discharge 
after review if cancer no longer suspected and no further cancer investigations 
needed/suspend with review date/actively manage and respond to generic email.  
 

Action Criteria 

Safe Discharge 
(following review 
and no further 
input from 
secondary care 
required) 

If blood tests do not confirm diagnosis of CLL or other haematological 
cancer and there are no other concerns (eg lymph node enlargement 
or constitutional symptoms) then the patient can be discharged after 
telephone assesment 

Suspend As per PTL 

Active 
Management 

Manage according to current process with clear clinical 
engagement. As per PTL 

 
MDT/sMDT Guidance: 

 Maintain weekly MDT: remotely if needed (virtual MDT will suffice) 

 Aim to minimise number of staff present at MDT – min 2 Haem-Onc, 
radiologist only needed in rare cases when imaging is required due to patient 
symptoms  

 

5. Annotation - delays/treatment plan changes on Cancer Tracking system 
 

If  general delays (identified through referral management and tracking) are 

observed, the recording of formal clinical prioritisation (following PTL clinical review 

and prioritising), and the recording of treatment types offered that would not normally 

be considered outside of the COVID-19 pandemic (From MDT / treatment planning) 

must be formally documented for each patient (see SOP).   

 

6. Clinical Prioritisation 
 

Surgery If theatre space is limited consider interventional radiology for 
lymph node / mass biopsy  
 

Radiotherapy Only rarely indicated 

SACT First line therapy for CLL is non-curative although expected 
remission durations are expected to be >5 years and response 
rates exceed 90% 



 
 

 

 
For management of relapsed disease, response rates are >75% 
and response duration typically > 3 years 
 
Efficacy of therapy is however reduced in elderly and co-morbid 
patients who are not eligible for intensive therapy 
 

 

7. Alternative treatment given / recommended 
 

Clinical Leads should use the following criteria when making decisions that result in 

changes to a patient’s treatment from that which would have been offered prior to the 

COVID-19 pandemic.  

Consider the use of BTK inhibitors or oral chemotherapy for all patients requiring 

treatment. 

8. Research 
 

NA 

 
 
 

 

 

 

 
 
 
 
 
 
 

 

 


