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Background COVID-19 pandemic could create
a collateral damage to cancer care denoting
disruptions in care due to a significant burden on
healthcare and resource allocations. Herein, we
evaluate the early changes in the inpatient and
outpatient oncology clinics to take a snapshot
of this collateral damage at Hacettepe University
Cancer Institute.
Methods Patients applying the outpatient clinic
and outpatient palliative care (OPC) clinic for
the first time and patients admitted to inpatient
wards in the first 30 days after the first case of
COVID-19 in Turkey were evaluated. These data
were compared with data from the same time
frame in the previous 3 years.
Results The mean number of daily new
patient applications to the outpatient clinic
(9.87±3.87 vs 6.43±4.03, p<0.001) and OPC
clinic (3.87±1.49 vs 1.13±1.46, p<0.001) was
significantly reduced compared with the previous
years. While the number of inpatient admissions
was similar for a month frame, the median
duration of hospitalisation was significantly
reduced. The frequency of hospitalisations for
chemotherapy was higher than in previous
years (p<0.001). By comparison, the rate of
hospitalisations for palliative care (p=0.028) or
elective interventional procedures (p=0.001) was
significantly reduced.
Conclusion In our experience, almost all
domains of care were affected during the
pandemic other than patients’ systemic
treatments. There were significant drops in the
numbers of newly diagnosed patients, patients
having interventional procedures and palliative
care services, and these problems should be the
focus points for the risk mitigation efforts for
prevention of care disruptions.
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INTRODUCTION
Towards the end of 2019, a cluster of pneumonia cases was reported from Wuhan,
China caused by a1 novel coronavirus
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named severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2).2 The clinical
disease is later referred to as COVID-19.
With no approved therapies for treatment
or prevention,3 COVID-19 has rapidly
spread across all continents, leading to
declaration of the disease as a pandemic
by the WHO.4 Turkey is among the countries that have been significantly affected
by the COVID-19 pandemic even though
the first confirmed case delayed until 10
March 2020.5
With social isolation being the main way
of prevention6 and in-hospital contamination in more than one-third of cases in
the first series,7 COVID-19 changed the
way we live and care for our patients.
Mortality and morbidity from COVID-19
are greatly increased in advanced ages and
patients with chronic diseases, including
cancer.8 Many of the patients with high-
risk cancer showed a rapid deterioration
after SARS-CoV-2 infection, and a third
have required mechanical ventilation or
died.9 10 However, more significant harm
is expected to be on patients with cancer
without COVID-19 due to disruptions
in the multiple domains of cancer care
including diagnostic procedures, palliative care, interventional procedures and
follow-up visits which can lead to the poor
oncological outcomes. This potential harm
can be called as collateral damage and
prevention of this damage is paramount.
The expert panels suggested strategies
like telemedicine use, adaptations in the
treatment plans like increased use of oral
treatments and hypofractionated radiotherapy schemes, and rapid discharges
for inpatients11 12 for risk mitigation of
care disruptions. The exact magnitude of
harm on cancer care is hard to quantify
yet, but some level of disruption seems to
be already present.13 So, in this paper, we
aimed to evaluate the early changes in the
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inpatient and outpatient clinics at Hacettepe University
Cancer Center during the first 30 days of COVID-19
pandemic to take a snapshot of the collateral damage
of COVID-19 on cancer care together with the simple
safety measures for continuum of care.
METHODS
Patients applying the outpatient clinic for the first
time, and patients admitted to wards in the first 30
days (11 March 2020 to 9 April 2020) after the first
case of COVID-19 in Turkey were evaluated. The
selected initial date was also the declaration date of
COVID-19 as a pandemic. These patient data were
compared with data from the same time frame in the
previous 3 years (2017–2019). Baseline demographics
of all patients recorded with hospitalisation setting,
cause of hospitalisation and in-hospital mortality in
inpatients. Besides, admissions to the outpatient palliative care (OPC) clinic were recorded for the 2019 and
2020. Baseline characteristics were expressed by the
descriptive statistics (means, medians, frequencies and
percentages). χ2 test was used to compare the categorical variables while the t-test was used for the admission times. Statistical Package for Social Sciences V.26
program was used in the analyses. P values <0.05 were
considered statistically significant.
RESULTS
We evaluated a total of 868 inpatient and 809 outpatient admissions in the study with 114 OPC clinic
admissions during the first 30 days of the COVID-19

Figure 1
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pandemic in our centre. The mean number of daily
new patient applications to the outpatient clinic was
significantly reduced compared with the previous
3 years (9.87±3.87 vs 6.43±4.03, p<0.001). The
reduction in new patient numbers was observed for
all tumour types except for lung cancer and head and
neck cancers. The number of patients seeking medical
advice to rule out a suspected cancer diagnosis was also
lower (figure 1). Although it did not reach statistical
significance, there was a trend towards an increased
percentage of advanced-
stage patients in 2020
(n=751, p=0.094). Also, the mean number of patients
applying, either by self-application or by referral, to
OPC clinic was significantly reduced compared with
last year (3.87±1.49 vs 1.13±1.46, p<0.001). While
the number of inpatient admissions, compared with
the previous 3 years, was similar for a month frame
(228 vs 213), the median duration of hospitalisation
was significantly reduced to 2 days (1–41) from 3
days (1–65). Notably, the in-
hospital mortality was
1.8%, comparable to 9.1% in-hospital mortality in the
previous 3 years (p<0.001).
Consistent with the prioritisation of management
plans for patients with cancer, there was a trend
towards decreased admissions from the emergency
department (p=0.113), and a significantly smaller
fraction of the patients with cancer with the localised disease were admitted for procedures (online
supplementary table 1). Notably, a significantly higher
portion of patients had advanced tumours requiring
cancer treatments as inpatients, when compared with

Patients applied to the outpatient clinic according to diagnoses.
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the previous 3 years (84.6% vs 76.7%, p=0.012).
Accordingly, the frequency of hospitalisations for
chemotherapy was also higher than in previous years
(61.8% vs 45.3%, p<0.001) probably due to logistic
reasons like limitations for intercity transfer and
street curfew for patients aged >65 years. Some of
our patients were able to come to the hospital with
special permits, and these patients had chemotherapy
with daily hospitalisation for the easier arrangement
in a day. By comparison, the rate of hospitalisations
for palliative care (p=0.028) or elective interventional
procedures (p=0.001) was significantly reduced.
DISCUSSION
Although we know the problems of patients with
cancer and COVID-19,9 patients with cancer without
COVID-19 could be severely affected. Many institutions are allocating staff and resources to cope with the
burden generated by COVID-19, and routine controls
of patients with cancer are being postponed. However,
in patients under treatment, continuum of care in
the safest settings possible should be the priority. So,
the oncology clinics, including our clinic, undertook
multiple isolation and hygiene measures, and adaptations in the workplace for maintaining the care of
patients in a safest environment14 (box 1).
We were able to continue inpatient oncological
care and systemic treatments of our patients in our
hospital in the first 30 days of the pandemic with
no inpatients infected with SARS-CoV-2 by simple
hygiene and isolation measures, a more rapid
discharge policy and referral of the patients with
fever to pandemic hospitals from the triage doors on
hospital entry. However, similar outcomes could be
hard to attain in institutions located in the epicentres of the disease and without an isolated oncology
hospital as evidenced by the more than 25% nosocomial contamination in the report by Zhang et al.10
While hospitalisation in another hospital could be
beneficial for keeping oncology hospitals COVID-19
free, this setting could restrict access to palliative
care services for patients with cancer and COVID-19
as many services of our OPC clinic did not serve in
the COVID-19 clinic.
Oncologists often have the difficult task of
providing maximum protection of their patients
with cancer from COVID-19 by reducing their exposure to healthcare facilities while also continuing the
timely delivery of supportive care and cancer treatment modalities. Although all domains of oncological care could be affected, palliative care, which is
often the orphan child of oncology, could be more
prone to be affected. In our experience, significantly
reduced hospitalisations for symptom palliation and
reduced OPC clinic applications pointed out to this
issue. Patients could suffer from cumbersome symptoms due to problems with healthcare access and
fear about COVID-19 infection. We think that the

Box 1 Our precautionary measures for patients
with cancer in our clinic
1. Measures were taken and floors were appropriately

2.
3.

4.
5.

6.

7.

8.
9.

marked to maintain a minimum physical distance of >1
m among visitors and patients in the treatment facilities,
blood collection units and waiting rooms.
The routine follow-up visits of patients in continued
remission for more than 2 years were postponed and
replaced with phone call follow-ups.
Triage desks were established at multiple locations of
the cancer centre for temperature measurement and
symptom questioning of visitors to restrict the entry and
movements of potential COVID-19 cases.
Numbers of relatives and caregivers kept to one person
only. No companions were allowed for independent
patients who did not need assistance.
Hospitalisation times tried to be kept short and patients
were discharged as soon as their clinical conditions
stabilised and improved. Outpatient clinic visits or
symptom questioning via telemedicine was used for
shortening the hospitalisation times.
An isolated rapid evaluation room was established to
process patients with respiratory symptoms or fever
until their transfer to the COVID-19 pandemic clinic for
possible hospitalisation.
Patients under active treatment were directed to seek
assistance in outpatient palliative care facilities to
manage their disease-related symptoms rather than visit
the emergency room department.
All new patients were given same-day appointments to
avoid any delays in the initiation of their oncological care.
All admitted patients with respiratory symptoms, fever or
oxygen requirements were hospitalised in isolation until
the documentation of a negative PCR for severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2) and
determination of the cause of these symptoms.

impact on palliative care could be more significant
in other countries for several reasons. First, Turkey
did not need to implement disaster triage due to a
slow disease peak. Besides, we frequently give palliative care in oncology clinics due to paucity of the
palliative care clinics and the prohibition of do-not-
resuscitate orders in our country, so our terminal
stage patients can mostly be spared from the closing
or repurposing of the palliative care clinics for
resource allocation. In the study, fewer patients were
hospitalised for interventional procedures, which
also deserves concern. Interventional procedures are
a vital part of oncological care, but prone to disruption due to increased workload on the radiology
clinics during COVID-19.
While it was possible to continue the already
started treatments with simple precautions, we
think that changes in the outpatient clinic applications give a signal for a bigger problem and can be
reflected more in the cancer care in the following
months. New applications to oncology were dropped
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almost 30% with drops in breast, and gastrointestinal cancers were more prominent (figure 1). While
these tumours were frequently diagnosed in the
early stages without symptoms, frequency of lung
cancer was stable which is frequently diagnosed in
advanced stages with symptoms.15 As previously
reported, cancer screening procedures significantly
reduced and even halted during the pandemic.13
Similarly, postponing of all elective endoscopies and
mammograms could be the reason for our results.
Whether there will be a widespread stage migration
due to COVID-19 in screen-detected and early-stage
cancers should be closely followed.
In conclusion, we think that COVID-19 could
significantly affect cancer care with the greater
impact expected on the newly diagnosed patients
and patients in need of palliative care services. These
issues should be the focus points to prevent patients
with cancer from late diagnosis and interruption of
palliative care services.
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