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The COVID-19 pandemic has led to adaptations being made to 
all aspects of the NHS, including general practice, acute medical 
specialties and oncology. This has presented unique challenges 
to acute oncology services (AOSs) in how to provide continuity 
of care while maintaining the safety of patients and staff. We 
describe the experience of the AOS team at Barts Health NHS 
Trust, working across three acute hospitals in east London. 
Changes to the service due to COVID-19 included increased 
remote reviews and referrals to the specialist oncology cancer 
acute assessment unit. The patient population reviewed in 
April 2020 (at the initial peak of the pandemic in the UK) was 
markedly different to one reviewed in April 2019, with 55% 
more patients presenting with a new diagnosis of cancer via an 
emergency route. Finally, we suggest changes to AOSs for future 
waves of the pandemic.

KEYWORDS: Cancer services, coronavirus, pandemic, SARS-CoV-2, 
systemic anti-cancer therapy

DOI: 10.7861/clinmed.2020-0693

Introduction

Studies have identified several independent factors associated with 
increased mortality from COVID-19, including older age, being male, 
history of smoking, the presence of comorbidities and active cancer.1,2 

In March 2020, the UK introduced an initial lockdown as a way to 
‘flatten the peak’ of the pandemic and thus limit the impact on the 
NHS.3 This led to the reduction or cessation of services not directly 
related to the care of patients with COVID-19, including 2-week-wait 
referral pathways for suspected cancer and most cancer treatments.4 

Barts Health NHS Trust is one of the largest NHS trusts in the 
UK, covering a population of 2.5 million in east London in an area 
characterised by significant diversity and health inequalities. The 
acute oncology service (AOS) was established in the response 
to the National Confidential Enquiry into Patient Outcomes and 
Death (NCEPOD) and National Chemotherapy Advisory Group 
(NCAG) reports and provides support to all cancer patients who are 

admitted with acute complications from their cancer or treatment 
complications, and patients in whom a first diagnosis is suspected.5,6 
This rapid report compares the characteristics of the patients 
reviewed by our AOS during the initial COVID-19 peak in April 2020 
with those of patients admitted in April 2019 and discusses how 
AOS at Barts Health was adapted to meet the challenge posed by 
COVID-19, with implications for future waves of the pandemic. 

Methods

Data were retrospectively collected and analysed for all patients 
with a known or suspected cancer diagnosis who presented via the 
emergency department (ED), were admitted and underwent next 
day AOS assessment within three Barts Health NHS Trust acute 
hospitals (Royal London Hospital, Newham University Hospital 
and Whipps Cross University Hospital) from 1–30 April 2020 and 
compared with data from the same period in 2019. Each patient 
was counted only once per admission even if they received multiple 
AOS reviews during that admission. Patient details were derived 
from the AOS admissions database and demographic/admission 
details were collected retrospectively using the Trust’s electronic 
patient record system. The scope and method of data collection 
were the same for 2019 and 2020. The reason for admission was 
classified into one of four categories according to the Royal College 
of Physicians Acute Oncology toolkit – 1: new cancer diagnosis; 2: 
complications of cancer treatment; 3A: acutely unwell from disease 
itself; 3B: acutely unwell from other comorbidity.7 This audit was 
registered and approved within the Trust (ref. 11242).

Results

The total number of patients requiring AOS review was 141 in April 
2020 compared to 209 in April 2019, a decrease of 32.5% (Fig 1). 
This represents 198 individual patients in 2019, with nine patients 
admitted twice and one patient admitted three times. In 2020, 
this represents 137 individual patients, with four patients admitted 
twice. Total patient demographics are summarised in Table 1. There 
was a shift in the pattern of tumour types presenting, notably in 
breast cancer patients, where numbers presenting reduced from 
31 (15.7% of total) in 2019 to 7 (5.1%) in 2020. In contrast, the 
number of prostate cancer patients rose from 15 (7.6%) in 2019 to 
20 (14.6%) in 2020, which is likely to reflect the known risk factors 
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Table 1. Patient demographics

April 2019 April 2020 

Patient reviews, n 209 141

Median age, years (range) 65 (25–100) 73 (32–98)

Male sex, n (%) 90 (43) 82 (58)

Ethnicity
  Non-white, n (%)
  Not stated (n)

78 (38)
5

55 (40)
2

for COVID-19, namely being older, male and having active cancer 
(Fig 1).1,2,8 

The reasons for admission are shown in Fig 2. There was a 55.0% 
increase in the number of patients presenting with a new cancer 
diagnosis in April 2020 compared to April 2019. The number of 
patients admitted with a complication of their cancer treatment fell 
by 86.9%, whereas the number admitted who were acutely unwell 

from other comorbidities rose by 145%. Interestingly, the number 
of patients who presented as a result of being acutely unwell due to 
their cancer decreased by 50.9%. In 2019, 85.2% of patients (178) 
survived to discharge with 14.8% (31 patients) dying. In 2020, 
77.3% of patients were discharged and 22.0% (31 patients) died.

Escalation plans were examined to see if COVID-19 had led to 
alterations in practice. In April 2019, 37% of patients had do not 
attempt cardiopulmonary resuscitation (DNACPR) orders signed, 
compared to 67% in April 2020. This is likely due to the increased 
need for clear escalation plans during COVID-19 to assist in 
allocation of limited critical care resources. No AOS patient was 
admitted to the intensive care unit (ITU) in 2019, whereas four were 
admitted in 2020. 

In April 2020, 108 AOS patients underwent SARS-CoV-2 
antigen testing during their admission, with 32 patients (30%) 
returning a positive result. A comparison of the demographics 
and characteristics for the negative/not tested patients versus the 
positive patients is shown in Table 2. Of the patients with prostate 
cancer, 52.4% (11/21) tested positive compared to 14.3% (1/7) 
with breast cancer. The ceiling of care was ward-based (not for 
resuscitation) for 28 patients (87.5%), non-invasive ventilation 
(NIV) for two patients (6.3%) and ITU for two patients (6.3%). 
Neither patient admitted to the ITU (one for intubation, one for 
NIV) had active cancer, having undergone radical treatment for 
prostate cancer over one year previously. Fifteen (46.9%) of the 
patients who were positive died. 

Adaptations were made to the AOS in order to reduce the risk of 
coronavirus transmission to patients and staff. There was a 94% 
reduction in the number of face-to-face reviews, with the majority 
occurring remotely instead. Similarly, the chemotherapy hotline, a 
24-hour service that is the first point of contact for oncology patients 
who are unwell at home, issued more telephone advice in April 2020 
compared to April 2019 (Table 3). If face-to-face assessment of a 
patient was required, the hotline assessor would assess and discuss 
with the patient the potential places for medical review, which 
included their local ED, GP or the cancer acute assessment unit 
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Fig 1. Primary tumour type. MUO, malignancy of unknown origin; CRC, colorectal cancer; UGI, upper GI; HPB, hepatobiliary; CNS, central nervous system; 
H&N, head and neck

  1 – New cancer diagnosis

  2 – Complications of cancer treatment

  3A – Acutely unwell from disease itself

  3B – Acutely unwell from other comorbidity

Fig 2. Types of AOS admissions in April 2019 compared to April 2020.
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Table 2. Demographics and characteristics of patients with 
a positive test for SARS-CoV-2 compared to those with a 
negative test or were not tested

Negative/not 
tested (n=109)

Positive 
(n=32)

Median age, years (range) 72.8 (32–93) 76.1 (52–98)

Male, n (%) 57 (52.3) 25 (78.1)

Non-white ethnicity, n (%) 40 (36.7) 19 (59.4)

SACT within 30 days of 
admission, n (%)

26 (23.9) 8 (25.0)

Died, n (%) 16 (14.7) 15 (46.9)

*NIV = non-invasive ventilation; SACT = systemic anti-cancer therapy.

(CAAU), a specialist unit run by oncologists at St Bartholomew’s 
Hospital. After discussion with the patient the decided destination of 
referral was recorded (Table 3). Interestingly, the chemotherapy hotline 
in April 2020 preferentially referred patients to the CAAU, rather than 
to their GP or to the ED. We speculate that factors contributing to this 
change in medical review included a perceived higher risk of exposure 
to COVID in local EDs (which were previously more convenient 
for patients to attend compared to the central location of St 
Bartholomew’s Hospital CAAU) and decreased face-to-face reviews by 
GP services. It is important to note that patients on cancer treatment 
also accessed emergency treatment via the ED independently of 
the hotline services, for example by self-referral, calling 999 or on the 
advice of a cancer nurse specialist; thus data from the hotline services 
does not extrapolate to the overall AOS population (Fig 2).

Discussion

Our findings indicate changes in the AOS population during 
the initial peak of the COVID-19 pandemic, with implications 
for service planning and patient care. Specifically, fewer cancer 
patients presented to acute services in total, driven mainly by a 
reduction in complications from cancer treatment and the disease 
itself. Nationally in the UK it is thought that 6,000 fewer cancer 
patients than expected received chemotherapy since the start 
of lockdown in March due to guidance from NHS England about 
prioritising patients.9 In line with this, Barts Cancer Centre reduced 
the number of systemic anticancer therapies (SACTs) administered 
by 20%. This is likely to account for the fall in patients presenting 
with a complication of their cancer treatment. However, it does 
not explain why fewer patients presented with complications from 
their cancer. This may be due to patients’ reluctance to attend 
hospitals in general, as shown by the reduction in attendances to 

the ED compared to previous years, and therefore increases the 
need for remote reviews and COVID-19-‘free’ areas where specialist 
oncology face-to-face reviews can occur. The chemotherapy hotline, 
in conjunction with increased CAAU capacity, is one way in which 
Barts Health have moved towards this goal.

There was a higher proportion of acute presentations due to a 
new cancer diagnosis in 2020, suggesting an impact on cancer 
referrals. Nationally, it has been reported that 290,000 fewer 
patients were referred to the urgent suspected cancer ‘2-week wait’ 
pathway since lockdown began.9 This reduction is thought to be 
due to fewer people going to their GP with cancer symptoms as 
well as reduced access to diagnostic pathways in the hospital as 
staff were redeployed to manage patients unwell with COVID-19. 
As such, our data reflect a higher proportion of new cancer patients 
presenting acutely unwell via the ED rather than through standard 
2-week wait pathways during the COVID-19 pandemic, which may 
have implications for the cancer stage and survival. Independent of 
disruption to normal cancer referral pathways, new cancer patients 
presenting via the ED are known to have worse survival outcomes 
compared to those presenting via a non-emergency route. This is 
likely due to complex aetiologies including more advanced disease, 
older age and higher socioeconomic deprivation10,11 but we must 
also now ensure COVID does not play a role in increasing and 
contributing to these emergency presentations and negative effects 
on survival outcomes. Thus, we believe maintaining a robust AOS 
and educating patients on how to best seek the correct cancer 
services will be key in ensuring best management and in turn better 
cancer patient outcomes during future pandemics.

Conclusions

Based on these data, we suggest that NHS trusts consider restructuring 
their cancer services and AOS for future pandemics. We believe the 
‘2-week wait’ pathways should be maintained where possible to 
reduce the burden of new cancer diagnoses presenting via the ED. For 
those patients with known cancer or on SACT, consideration should be 
given to diverting these patients directly to oncology specialist centres 
and therefore away from the ED. We believe telephone triage advice 
for cancer patients and continued remote AOS support is vital during 
any future COVID-19 pandemic, in order to support cancer patients 
navigating the need for acute medical support.  
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Table 3. The recommended review location for patients after contacting the chemotherapy telephone hotline (mean number of 
patients per day)

Telephone advice 
only

Advised to attend 
ED

Advised to attend 
GP

Advised to attend 
CAAU

Admission to 
oncology ward

April 2019 5.7 3.8 1.4 0.4 0.0

April 2020 7.8 1.5 0.9 1.4 0.5

% change from April 2019 +36.8 –60.5 –35.7 +250 N/A

CAAU = cancer acute assessment unit; ED = emergency department; N/A = not applicable. 
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