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addressing this. Although we firmly 
support robust methods and highlight 
limitations, it is imperative to deliver 
timely and valuable information to the 
community.
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list COVID-19 as the underlying cause 
of death, with the most immediate 
cause of death (eg, respiratory failure) 
listed first.2 Because this method might 
overestimate COVID-19-related deaths, 
we reported all-cause mortality.

We share Moris and colleagues’ 
concerns regarding the potential 
increase of cancer mortality caused 
by delays in cancer screening, diag
nosis, and care delivery because of 
severe acute respiratory syndrome 
coronavirus 2—a concern already 
borne out in some early analyses.3 The 
prospect of widening existing racial 
and socioeconomic disparities in cancer 
outcomes is of real concern and central 
to forthcoming analyses of our cohort.

Malek and colleagues discuss import
ant limitations in applying the results 
to patients with haematological 
malignancies. The small number of 
patients with specific haematological 
malignancies in the CCC19 cohort 
required the broad categorisation with 
non-exclusive categories, resulting 
in apparent numerical discrepancies. 
Only 53 (26%) patients with haema
tological malignancies were in 
remission, limiting the conclusions in 
this subgroup (appendix). Subsequent 
studies have shown a high risk of severe 
COVID-19 outcomes for patients with 
haematological malignancies.4,5 Despite 
a larger sample size, these analyses still 
do not have the power to identify, at 
the granular level, associations between 
the clinical status of the haematological 
malignancy, therapeutic modalities, 
and outcomes. The CCC19 cohort now 
includes more than 900 patients with 
haematological malignancies, and 
further analyses are underway.

Regarding laboratory data, 449 (48%) 
patients presented with mild COVID-19, 
most of whom had no available base
line laboratory data. Additionally, our 
sample size only allowed the interroga
tion of the reported clinical variables 
(which were established a priori) in 
multivariable modelling. We agree that 
examining the independent prognostic 
value of laboratory parameters is vital; 
we will soon present a larger analysis 
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Lockdown impact on 
COVID-19 epidemics in 
regions across 
metropolitan France
Lockdowns have been used by most 
European countries in response to 
the COVID-19 pandemic. In France, a 
national lockdown was implemented 
on March 17, 2020. Some have 
questioned the need for a nationwide 
implementation given that most 
hospital admissions were concentrated 
in two of 13 regions; others have 
even questioned the impact of the 
lockdown on severe acute respiratory 
syndrome coronavirus 2 (SARS-CoV-2) 
spread, arguing that the natural 
epidemic peak was about to be 
reached. Here we discuss the impact 
of lockdown on COVID-19 epidemics 
in regions across metropolitan France.

On March 17, 2020, daily hospital 
admissions were indeed highest in 
Grand-Est (5·3 per 100 000 inhab
itants) and Île-de-France (3·6 per 
100 000 inhabitants) regions. Yet a 
surge in COVID-19 hospital admissions 
was occurring at that time across 
all regions of metropolitan France, 
as depicted in the appendix. The 
COVID-19 epidemic spread from the 
eastern to the western parts of France, 
crossing the daily hospitalisation 
threshold of 1 per 100 000 inhabitants 
between March 10 (Grand-Est) 
and March 23, 2020 (Bretagne and 
Nouvelle-Aquitaine). Île-de-France 
(Paris region) experienced the highest 
rate of hospital admissions per day 
(10·0 per 100 000 inhabitants), 
and Bretagne the lowest (1·3 per 
100 000 inhabitants). Regardless of 
the time the epidemic started in the 
region, and its scale, 12 of 13 regions 
experienced a peak in daily hospital 
admissions on average 11 days (range 
8–14 days) after the lockdown was 
implemented. This figure corresponds 
to the mean duration between 
infection and hospital admission 
for the patients experiencing severe 
forms of disease.1 Since the different 
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regions were at different stages of the 
pandemic at the time the lockdown 
was implemented, the synchrony in 
regional peaks strongly suggests that 
the lockdown, rather than the natural 
course of the epidemic, explains the 
peak in hospital admissions. Moreover, 
most regions were experiencing 
exponential growth in hospital 
admissions (appendix), such that 
saturation of local intensive care units 
might have occurred in those regions 
in the absence of any lockdown.

Lockdown therefore appears to 
have been successful not only in 
alleviating the burden on the intensive 
care units of the two most severely 
affected regions of France, but also in 
preventing uncontrolled epidemics 
in other regions. These simple obser
vations support results from other 
studies which have estimated the 
impact of lockdown on SARS-CoV-2 
spread to be strong.2–5 Enforcement of 
public health and social measures in 
combination with important testing, 
tracing, and isolating capacities will be 
critical in case of an epidemic rebound 
to avoid re-introducing a lockdown—a 
situation for which the economic cost 
and broader impact on society are 
considerable.
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Is COVID-19 being used 
as a weapon against 
Indigenous Peoples in 
Brazil?
To corroborate the Editors’1 appeal 
for Indigenous Peoples’ right to self-
determination as fundamental to 
ensure their health, we wish to draw 
attention to the dire situation faced 
by Indigenous populations in the 
Amazon, and mainly in Brazil. 

Since the conquest of the region 
by the Europeans, the history of the 
Amazon has been marked by epidemics 
that ravaged native populations. 
These calamities, recent or old, have 
left an indelible mark in the memory 
of communities: several Amerindian 
groups have been completely wiped 
out by exogenous diseases like measles 
and smallpox; others have barely surv
ived, with mortality rates sometimes 
exceeding 98% (ie, worse than medieval 
plague and Spanish flu).2 The arrival of 
the COVID-19 epidemic in Indigenous 
territories therefore revives painful 
memories and well justified fears.

Indigenous communities are not 
vulnerable in themselves; they have 
been made fragile by the legacy and 
persistence of colonial practices. In 
the Amazon, the COVID-19 pandemic 
has encountered a failing public 
health system. Worse still, in some 
communities, the transmission of  
severe acute respiratory syndrome 

coronavirus 2 has started with health 
professionals infected and not tested 
before leaving for isolated localities.

Today, according to the Brazil’s 
Indigenous People Articulation, more 
than 27 000 Indigenous people have 
been infected with COVID-19, of 
which 806 have died from the disease 
(situation as of Sept 15, 2020), giving 
a mortality rate of 3%. This pan
demic already affects 146 different 
Indigenous groups across the country.3

On Aug 5, 2020, the Supreme Federal 
Court recognised the failure of the 
government of President Bolsonaro to 
deal with the effects of the epidemic 
on Indigenous communities.3 The 
latter was ordered to put in place an 
emergency plan for the benefit of the 
Indigenous populations, as well as 
to adopt the necessary measures to 
remove invaders from their territories 
(illegal miners and loggers are not 
only vectors of diseases, but also 
cause environmental destruction, in 
particular through mercury pollution).4 
Faced with inaction from the Brazilian 
Government, some nations, such as 
the Paiter Suruí and Parque Indigena 
do Xingu peoples, have placed 
themselves in voluntary isolation since 
March, 2020.

Only two solutions exist to ensure the 
survival of Indigenous peoples in the 
wake of this COVID-19 crisis. First, build 
public health policies in partnership 
with Indigenous peoples, and which 
are respectful of local perspectives 
on diseases and their treatments. 
And second, respect the right to self-
determination recognised by the 
2007 UN Declaration on the Rights of 
Indigenous Peoples. In the absence of 
these solutions, we will watch these 
Indigenous peoples die from afar.
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For Articulation of Indigenous 
Peoples of Brazil COVID-19 data 
see http://emergenciaindigena.
apib.info/dados_covid19/
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