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The impact of the COVID-19
pandemic on colorectal cancer
service provision

Editor
Over 42 000 colorectal cancer (CRC)
cases are diagnosed in the UK each
year. Multiple hospital and patient
factors are involved in the safe func-
tioning of colorectal cancer (CRC)
services, most of which the COVID-
19 pandemic has impacted1. The
literature so far has sought to predict
the potential disruption in surgical and
cancer care during the pandemic2-4.
We have evaluated the degree of
adherence and deviation from the best
practice guidelines and to describe
the modifications to the colorectal
cancer services during the COVID-19
pandemic.

We designed a service evaluation
survey, based on national guidelines
for CRC care delivery. This was
distributed to all hospitals that man-
age colorectal cancer in the UK and
Ireland and completed by the lead
colorectal consultant. Descriptive
statistics were used to summarise

Fig. 1 Degree of disruption to the colorectal cancer service provision during the COVID-19 pandemic. A. Degree of disruption at every
point in patient care; red - high disruption; amber - intermediate disruption. B. Geographical distribution of clusters. All hospitals,
except Gibraltar included on this map. Red - high disruption; Amber - intermediate disruption
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data. K-means clustering algorithm
with Euclidean distances was used to
analyse the degree of disruption.

Thirty-six hospitals from the UK
and Ireland responded to the Phase
1 survey, with both major teaching
hospitals and district general hospitals
represented. Overall, the COVID-19
pandemic has had a major disruptive
impact on the colorectal cancer service
provision in all participating hospitals
(Fig. 1). Deviation from the national
guidelines was observed at every point
in the patient care pathway from refer-
ral to follow-up care; however, the
degree of disruption varied between
units. No obvious geographical dif-
ferences were observed between the
two clusters (Fig. 1b). However, dis-
cordance was most pronounced in the
approach to colorectal cancer screen-
ing and diagnostics (Fig. 1a).

Compliance with the CRC guide-
lines ranged from 2⋅8% to 97⋅2%.
Face-to-face consultations were con-
verted to telephone triage in 97⋅1%
of hospitals. 41⋅7% of hospitals sus-
pended all colonoscopy and 97⋅2%
suspended all surveillance lower GI

endoscopy, either because of the risk
of COVID-19 transmission associated
with endoscopic procedures (77⋅8%)
or to reduce the risk of exposing vul-
nerable patients to a hostile hospital
environment (58⋅3%). CT Colonog-
raphy was suspended in over two
thirds of the hospitals (74⋅3%). Pre-
operative histology was obtained for
all newly diagnosed colorectal cancers
in half of the responding hospitals
(52⋅8%). Pre-operative radiotherapy
provision continued in 91⋅4% of
hospitals. Gold standard neoadjuvant
chemotherapy provision continued
in 5⋅6% of hospitals. Chemotherapy
and biological therapy was completely
suspended in 30⋅6% and 45⋅7% of
hospitals respectively during the
pandemic.

Only 19⋅4% of hospitals contin-
ued to provide all treatments within
31 days of the decision to treat.

There was a significant decrease in
the provision of laparoscopic surgery
with 41⋅7% of centres electing to
perform all colorectal cancer cases as
open surgery. Provision of TAMIS,
TEMS and ESD was suspended in
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61⋅1% of hospitals during the pan-
demic. Endoluminal stenting was
suspended in 27⋅8% of hospitals,
with majority (61⋅1%) continuing to
provide the service in an emergency
setting as a bridge to curative surgery.

Colorectal cancer follow-up with
CEA and CT chest, abdomen and
pelvis continued in 36⋅1% of hospitals,
with the majority of sites suspending
follow-up either to reduce the risk of
exposing vulnerable patients to hospi-
tal environment (41⋅7%) or to reduce
the strain on resources (41⋅7%).

Ultimately, the long-term impact
of this non-adherence and the effect
on the affected patient population
remains to be investigated. We will
only be able to understand the true
extent of the repercussions of the
COVID-19 pandemic after the com-
pletion of Phase 2 and Phase 3 of our
study, which will jointly determine
the the long-term cancer specific

outcomes and the costs attributable to
the CRC service modifications during
the pandemic.
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Supporting Information section at
the end of the article.
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