
Background: The outbreak of coronavirus disease 2019 (COVID-19) has created significant challenges in the management of oncology 
patients, including patients with colorectal cancer (CRC). We suspect that the COVID-19 pandemic had a major impact on the number of 
CRC inpatients and outpatients, which might leave many CRC patients unable to get timely medical treatment. At the time, the most 
important task was to satisfy the imperious demand for rapid optimization of processes and the development of efficient and effective triage 
and treatment strategies, as well as emergency distant clinical reasoning.
Methods: The number of outpatients and inpatients, as well as surgeries performed in Shanghai East Hospital from December 2019 to Febru-
ary 2020 were collected. Using December 2019 data as the baseline status before the pandemic, the changes during this period were analyzed 
which can reflect the impact of COVID-19 on the treatment of CRC patients. In addition, a triage system and management strategy for 
patients with CRC during COVID-19 were designed and implemented. To evaluate their effectiveness, we assessed COVID-19 infection rates 
among CRC patients in relation to total patients and healthcare staff.
Result: Compared with the pre-COVID-19 period (December 2019), a drastic decline in the number of outpatient visits (2,789 to 120) and 
inpatient hospitalizations (207 to 50) for all the CRC patients, as well as in non-emergency colorectal surgeries (133 to 23), was observed in 
February 2020 at our hospital.
Conclusion: A multidisciplinary triage strategy aligned with regional guidance and digital, artificial intelligence (AI)-technology solutions 
can help increase the efficacy in patient management, allow efficient access to care and reduce the incidence of COVID-19 among CRC 
patients.
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Colorectal cancer (CRC) is the second most common solid cancer in women and the third 
most common in men, accounting for approximately 10% of new malignant tumors and  
cancer-related deaths globally.1 China estimated nearly 555,477 new CRC diagnoses and 
286,162 deaths attributable to CRC in 2020.2 By 2030, more than 2.2 million new cases and 
nearly 1.1 million colon cancer-related deaths are expected worldwide.3,4 Patients with onco-
logic conditions are frequently among the most vulnerable patient populations because of 
their heightened risk for opportunistic and other infections or medical complications, with 
immune deficiency as an important factor to be considered. Active preparation of efficient 
and safe healthcare delivery for such patients is critical during the ongoing pandemic, beyond 
a simplistic assumption of chemotherapy regimen reduction or pausing to avoid excessive 
immunosuppression.5

In March 2020, the Ministry of Health in China issued coronavirus disease 2019 (COVID-19) 
pilot diagnosis and treatment guidelines, “COVID-19 diagnosis and treatment Program  
(7th edition)”.6 The guide provided information on COVID-19 pathology and updated infor-
mation about clinical manifestations, diagnostic criteria, treatment methods and discharge 
criteria, compared with the 1st edition issued in February 2020. As a national-level guideline, 
it was adopted by all clinical institutions in China that provide routine and ongoing patient 
care, including oncology patient management with surgery and chemotherapy. 

This article aims to share the experience and insights learned from a representative academic 
central top-tier medical center during the COVID-19 pandemic, including the hospital  
triage system for all the patients, the CRC treatment strategy and the application of tele
medicine in follow-up care and clinical consultation. The concise experience which yielded a 
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rapid and successful turnover of patients during the quarantine 
period and return to an even more efficient system thereafter 
may offer strategies for healthcare organizations to plan and 
deliver oncology patient care during emergencies, such as a 
pandemic.

BRIEF INTRODUCTION OF COVID-19
COVID-19 first appeared in December 2019 and was caused 
by a type of novel coronavirus, then known as a 2019-new 
coronavirus (2019-nCoV), with the disease named coronavi-
rus disease-2019 (COVID-2019) by the World Health Orga-
nization (WHO).7 Later, the International Committee on 
Taxonomy of Viruses renamed 2019-nCoV to severe acute 
respiratory syndrome coronavirus-2 (SARS-CoV-2).8 SARS-
CoV-2 is primarily transmitted through droplets or direct  
contact among humans. After exposure, there is a 2–14-day 
incubation period with an average of 5 days.9 The basic repro-
duction number was estimated to range between 2.24–3.5810 
and 2–6.47.11,12 During the incubation period, viral transmis-
sion to another person may occur.10

Fever is the primary manifestation in most cases but initial 
clinical symptoms may also include cough, dyspnea, myalgia, 
fatigue, cephalgia, diarrhea, sore throat, rhinitis and, in some 
patients, prominent anosmia and dysgeusia.13-16 Patients with 
underlying conditions, such as cardiovascular disease, hyper-
tension, obesity and diabetes mellitus, are individuals at high 
risk for severe COVID-19.13,17 Patients with severe COVID-19 
routinely develop dyspnea.14,15 Those who rapidly develop 
acute respiratory distress syndrome (ARDS) also clinically 
decline quickly, resulting in often fatal multi-organ failure.15 
COVID-19 infection and mortality rates vary globally due to 
multifactorial reasons.

METHODS
From December 2019 to February 2020, all patients who 
received medical care at Shanghai East Hospital, regardless of 
diagnosis, were required to strictly follow a hospital triage 
system established to mitigate the spread of COVID-19. For 
inpatient hospitalizations, all patients were required to have a 
negative polymerase chain reaction (PCR) test for SARS-
CoV-2 before being admitted to the hospital. Nurses super-
vised and guided the triage system. For CRC patients, a  
combination of COVID-19 triage and general guidelines 
from the National Comprehensive Cancer Network 
(NCCN),18,19 European Society for Medical Oncology 
(ESMO)20 and Chinese Society of Clinical Oncology 
(CSCO)21,22 for CRC were used to develop a new manage-
ment strategy. Since February 2020, all healthcare workers 
have undergone SARS-CoV-2 PCR testing twice a month. 
The number of inpatient hospitalizations and surgeries at 
Shanghai East Hospital and for the Department of Gastroin-
testinal and Colorectal Surgery during this period were  
collected. The triage system and management strategies at 
our institution were established as described below.

TRIAGE SYSTEM FOR PATIENTS DURING COVID-19
To mitigate COVID-19 transmission during routine medical 
care, a triage system was established by epidemiologists, 
respiratory experts and hospital managers (Figure 1) at 
Shanghai East Hospital located in Lujiazui, Shanghai, China, 
a large general hospital affiliated with Tongji University with 
more than 1,800 inpatient beds. Experts combined clinical 
experience and mandatory control measures from the gov-
ernment. This triage system was applied to all clinical care. 
At an individual level, a limited number of persons, no visi-
tors and only one accompanying person were allowed per 
patient. Each incoming patient and their accompanying per-
son were required to wear a mask and undergo screening at 
the external hospital gate. The screening included a tempera-
ture check and scan of their national electronic permit QR 
code.

Further Triage
- epidemiology
- travel history
- clinical symptoms

Further check for COVID-19
at designed testing site

Doctor Consultation
     - anamnesis
     - CT scan

- decision towards indication      
  for continuing treatment
- emergency?

Code: GREEN Code: RED

radiologist     infectologist respiration
specialist

oncologist         surgeon     radiation therapist

Postpone Treatment Preoperative Check
(serology station)

T<36.6�C T≥36.6�C

Temp Check
QR code Scan

MDT

Figure 1. A flow chart of a patient from admission screening to treatment. 
CT, computed tomography; MDT, multidisciplinary therapy meetings; Temp 
(T), temperature. 
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Throughout this triage system, clinical staff used secondary 
personal protective equipment (PPE) during patient care 
delivery (Table 1). Such secondary PPE offered greater protec-
tion compared with primary PPE. These precautions were 
intended to effectively reduce the probability of body fluids 
coming into contact with the eyes and respiratory mucosa of 
clinical staff during examination. 

MANAGEMENT STRATEGIES FOR PATIENTS WITH CRC IN 
OUR INSTITUTION DURING THE COVID-19 PANDEMIC 

a) Evaluation
Prior to COVID-19, all CRC patients requiring surgery 
underwent a routine preoperative examination to evaluate 
their cardiopulmonary function and general physical condi-
tion. During the COVID-19 pandemic, examinations such as 
colonoscopies, biopsies and radiological imaging (abdominal 
and pelvic computed tomography [CT]/magnetic resonance 
imaging [MRI], positron emission tomography [PET]-CT) 
were limited as diagnostic/evaluation tools. For example, they 
were no longer used for CRC screening. If COVID-19 was 
neither suspected nor confirmed, the preoperative evaluation 
(including circulatory system function examination, respirato-
ry system function examination, blood coagulation function 
test, etc.) remained unchanged. However, if COVID-19 was 
suspected, preoperative preparation was modified to include 
also a pulmonary spiral CT examination and SARS-CoV-2 
test (nucleic acid and antibody detection). Invasive examina-
tions like digital rectal examinations, colonoscopies and  
biopsies were carried out in a specific isolation room by clinical 
staff using tertiary PPE (Table 1) and all the examinations 
were carried out under the guidance of an infectious disease 
specialist. Such supplemental protective measures were adopted 
because of previously published data about the Middle East 
respiratory syndrome (MERS) that the virus can be transmit-
ted by the fecal-oral route.24 SARS-CoV-2 nucleic acid has also 
been detected in the feces of confirmed COVID-19 cases.25,26

Multidisciplinary therapy meetings (MDT), already an essen-
tial component of routine oncologic patient care, were main-
tained and even strengthened during COVID-19. MDT con-
sist of discussing the risks and benefits of various therapeutic 
options for an individual patient, drawing from the expertise 
of a variety of healthcare professionals, including, for example, 
department representatives from multiple specialties and disci-
plines such as general surgery, oncology, radiology and radio-
therapy. During the COVID-19 pandemic, MDT also 
involved specialists in respiratory medicine, epidemiology and 
infectious disease. They provided expertise on patient risks in 
case of SARS-CoV-2 infection (e.g., lung reserve and preexist-
ing organ damage).

b) Treatment and management
The Department of Gastrointestinal and Colorectal Surgery 
at Shanghai East Hospital had previously established an  
evidence-based treatment strategy for patients with CRC prior 
to the COVID-19 pandemic. Because the pandemic introduced 
additional potential risks for patients undergoing treatment, 
modified treatment strategies were considered in addition to 
standard care. Here, an overview is provided to highlight these 
treatment modifications for patients with CRC during 
COVID-19.

1. Neoadjuvant therapy
In the background of COVID-19, it was important to consider 
applying neoadjuvant chemotherapy (NAC) to CRC patients 
during the pandemic and not withhold this crucial therapeutic 
step, despite potentially increasing the infection risk. At pres-
ent, the preoperative treatment for colon cancer is primarily 
NAC which can eradicate occult micro-metastatic disease at 
an earlier time, improve tolerability and dose intensity to the 
chemotherapy drug, and assess the response to chemotherapy 
to guide adjuvant considerations. Preoperative chemical tumor 
reduction may lower the frequency of tumor cell shedding 
during surgery and increase R0 resection rates. NAC can also 
improve postoperative recovery by minimizing the extent of 
surgery. Previous studies have shown that NAC is safe and 
effective for some cT4 patients and can improve the survival 
rate of patients.27-29 The NCCN guidelines also emphasize 
NAC with folinic acid, fluorouracil and oxaliplatin (FOLFOX) 
or capecitabine and oxaliplatin (CapeOX) as a potential treat-
ment for resectable cT4b colon cancer.19,30 Currently, clinical 
trials have proved that both FOLFOX regimen and CapeOX 
regimen have good efficacy in the treatment of locally advanced 
colon cancer.29,31 An American National Cancer Database 
(NCDB) analysis further suggested that neoadjuvant radio-
therapy (NAR) could be considered as an alternative in locally 
advanced cT4 colon cancer, but only on a case-by-case basis.32 
Patients with no further major comorbidities, a Karnofsky 
score of 0 or 1 and younger than 65 years were preferred to 
receive the therapy in an outpatient setting.

The application of radiotherapy in rectal cancer is more bene-
ficial than in colon cancer. Several existing studies have shown 
that preoperative neoadjuvant chemoradiotherapy (NCR) for 
cT3-4 rectal cancer has significant benefits in reducing the 
local recurrence rate compared with postoperative chemora-
diotherapy. It also has significant benefits in improving local 
control anus retention rate and is associated with reduced tox-
icity compared with postoperative chemoradiotherapy, despite 
no significant difference in overall survival.33-38 Additionally, 
preoperative neoadjuvant chemoradiotherapy can reduce 
tumor size, increase the tumor resection rate and anus reten-
tion rate with very mild side effect.39 Both NCCN and ESMO 
guidelines regard preoperative simultaneous radiotherapy and 
chemotherapy plus total mesorectal excision (TME) surgery 
plus adjuvant chemotherapy as the preferred treatment  
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Residence or tourism 
in key epidemic areas 
within 14 days

Contact with 
confirmed cases 
within 14 days

Contact with people from 
epidemic areas with fever or 
other respiratory symptoms 
within 14 days

Clusters: 2 or more cases of fever or 
respiratory symptoms in family, office, 
school and other gathering places 
within 14 days

 

Clinical 
manifestations
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history

Fever or respiratory 
symptoms

Typical radiological 
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Normal or decreased WBC count/ 
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in the early stage of onset

Figure 2. In-depth epidemiological history and clinical manifestations. CT, computed tomography; WBC, white blood cells.
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The government designed the national electronic permit QR 
code, containing personal information like gender, age, 
address and health status. These data are associated with 
authoritative data from the local Ministry of Health, including 
whether there are any cases of COVID-19 that are new, sus-
pected or confirmed. A suspected case is defined as an individ-
ual who had contact with a confirmed case within 14 days, has 
symptoms potentially consistent with COVID-19 or had a 
positive SARS-CoV-2 antibody test that has not been con-
firmed by nucleic acid detection. A confirmed case is defined 
as an individual with a positive SARS-CoV-2 PCR test. 

Data are processed, considering if an individual has been in 
contact with confirmed or suspected COVID-19 cases, and 
then a QR code is generated with color codes as a "risk hint". 
Red represents a positive risk: the individual has suspected/
confirmed COVID-19 or had contact with a suspected/con-
firmed case within 14 days. Green represents no risk: there are 
no symptoms potentially consistent with COVID-19 and no 
contact with a suspected/confirmed case within 14 days. At 
the screening for hospital entry, only the green QR code is per-
mitted for entry or admission. Those with a red QR code will 

be advised to be isolated; if a SARS-CoV-2 PCR test is posi-
tive, the patient will be escorted to a specific infectious disease 
hospital specializing in treating COVID-19 patients. 

Upon entering the hospital, each patient underwent a compre-
hensive anamnestic interview with a practicing nurse on a  
designated floor located apart from other departments. 
According to the official guiding classifications, in-depth epi-
demiological history and clinical symptoms were documented 
to evaluate for suspected COVID-19 cases (Figure 2).23 If 
patients had unremarkable interviews with the nurse, they  
proceeded with their physician consultation appointment. 
However, patients with any remarkable items on their anam-
nestic interview (i.e., one of the items of epidemiological  
history, any two clinical manifestations or no epidemiological 
history but three clinical manifestations) were triaged for  
further etiological testing, including reverse transcription 
polymerase chain reaction (RT-PCR) detection of SARS-CoV-2, 
viral gene sequencing and antibody detection (Figure 1). For  
suspected cases presented during an emergency, the patient's 
condition was carefully evaluated and immediate surgical 
treatment was arranged in designated centers.

Primary PPE Overalls, isolation clothes, disposable hats, surgical masks and latex gloves.

Secondary PPE Overalls, isolation clothes, disposable hat, medical protective mask (N95 or above), 
latex gloves, goggles or protective mask, and disposable shoe covers.

Tertiary PPE Based on secondary protection, add a full facepiece mask and respiratory 
equipment.

Table 1. Personal protective equipment (PPE) equipment includes safety helmets, gloves, eye protection, 
high-visibility clothing, safety footwear and respiratory protective equipment (RPE).



strategy for locally advanced cT3-4 rectal cancer.18,19,40,41 There-
fore, in our department, we recommend that neoadjuvant 
therapy (NAT) should be applied in patients with locally 
advanced colon cancer in stage cT4 and rectal cancer in stage 
cT3-4 without significant risk of bleeding, obstruction and 
perforation. 

During the COVID-19 pandemic, the CapeOX regimen was 
considered to be more suitable because of its convenience, as 
the patients spend less overall time in the healthcare institu-
tional setting compared with the FOLFOX regimen, resulting 
in potentially lower exposure risk to COVID-19.42 We  
followed the current NCCN guidelines, in which it is permit-
ted that advanced rectal cancer is treated with radiotherapy, 
combined with oral capecitabine NAT.18 Whether surgical 
treatment should follow is evaluated 8 weeks later. For patients 
with primary liver metastasis of CRC, NAC can be considered 
first and after evaluation of the patient’s condition, resection 
of the primary focus combined with the metastatic focus can 
be performed. If the metastases are unresectable and the 
patients with metastatic CRC who are HER2-amplified, or 
BRAF V600E mutation-positive, NAC combined with target-
ed therapy can be considered.40  

2. Endoscopic therapy
Endoscopic treatment is the first choice for early CRC patients 
(cT1N0M0) with a maximum diameter of the tumor of <3 
cm. After endoscopic resection, a pathological examination 
must be performed and the necessity for additional surgical 
treatment should be evaluated according to the pathological 
result.

For patients with CRC complicated with obstruction, an 
emergency surgery rarely achieves an R0 resection. Moreover, 
intestinal wall edema and poor intestinal preparation increase 
the difficulty of operation, so endoscopic stent implantation 
was considered. There is no significant difference in the 3-year 
disease-free survival rate and overall survival rate between 
endoscopic stent implantation and emergency surgery, even 
though the former has a higher recurrence rate.43 It has been 
reported that emergency colonic stent implantation has a 
shorter operation time, hospital stay and lower infection rate 
than emergency operation.44 As a bridge to surgery, stent 
implantation achieves the effect of decompression for emer-
gency colon cancer patients with obstruction, thus shortening 
the length of hospital stay, improving anastomosis rate, avoid-
ing neostomy, reducing short-term complications and improv-
ing long-term survival.45,46 Colonic stent implantation fol-
lowed by surgery or NAC has been proven to be safe and 
effective.47,48 Preoperative comorbidity is associated with poor 
prognosis in postoperative cancer patients, and postoperative 
morbidity and mortality are higher among those undergoing 
emergency surgery.49 Considering the impact of COVID-19 
on the function of lung, heart, liver, kidney and gastrointesti-
nal,50-52 colonic stent implantation is a relatively safe and  

effective choice for these emergency patients, especially for 
confirmed and suspected cases of COVID-19.

3. Surgical treatment
Stage cT2-3 colon cancer and stage cT2 rectal cancer are indi-
cations for radical surgery. If COVID-19 is excluded, then the 
operation could be carried out in accordance with the CSCO, 
NCCN or ESMO guidelines. A recent multicenter observa-
tional study reported that infection with COVID-19 in the 
perioperative period was associated with significant mortali-
ty.53 Considering the pressure on high-dependency beds, many 
elective CRC surgeries have been delayed or even canceled. A 
study reported that nearly 40% of CRC cases would be post-
poned during the initial 12 weeks of the COVID-19 pandem-
ic.54 However, a review suggested that elective surgery for CRC 
patients is not postponed longer than 4 weeks, as available evi-
dence indicates that extended delays from diagnosis are associ-
ated with poorer outcomes.55 Our MDT experts also recom-
mend minimizing complex surgeries, to shorten the length of 
stay and reduce possible complications (fever, anastomotic 
leakage, abdominal infection, etc.).

Emergency surgery should be carried out in time for CRC 
patients accompanied by bleeding, perforation or obstruction. 
The operation is performed in a negative pressure room which 
offers optimal protection to the surgeon.56 Repeatedly empha-
sized, the surgeons and anesthesiologists must be in tertiary 
PPE. For patients with ultra-low rectal cancer, ileostomy is an 
effective measure to reduce the possibility of postoperative 
anastomotic leakage that can lead to pelvic infection and fever.

4. Postoperative management
Patients with a negative test for COVID-19 during preopera-
tive evaluation received usual postoperative management, 
including short-term observation in the postoperative ward, 
nutritional support and vital sign monitoring. During the 
COVID-19 pandemic, in addition to usual management, 
postoperative monitoring included more frequent body tem-
perature checks and respiratory symptom monitoring. If a 
temperature greater than 37.3˚C occurred, clinical staff would 
check the patient's respiratory symptoms while wearing sec-
ondary PPE and recheck the patient’s blood indicators, includ-
ing blood cell analysis, inflammation indicators, urinalysis, 
chest x-ray and arterial oxygen saturation. If physical examina-
tion and these tests did not rule out pneumonia or other typi-
cal postoperative etiologies of fever, chest CT examination was 
pursued. Furthermore, if fever and respiratory symptoms are 
present, protocols for suspected COVID-19 cases were 
applied. These include a single isolation room, frequent body 
temperature monitoring and oxygen inhalation. Once the 
SARS-CoV-2 nucleic acid test is confirmed (within several 
hours), the patient is then transferred to another specially 
designed infectious hospital designed for collecting all the 
COVID-19 patients and meanwhile, postoperative manage-
ment is carried out there. Visitors were not permitted during 

the postoperative period during the COVID-19 pandemic.
As for postoperative adjuvant therapy for CRC patients, we 
referred to the NCCN guidelines and CSCO guidelines.21,22 
For patients with stage II−III CRC cancer, postoperative che-
motherapy is recommended, and CapeOX regimen is recom-
mended because of its convenience.

5. Application of telemedicine in Shanghai East Hospital 
during the COVID-19 pandemic
The COVID-19 pandemic stressed traditional medical sys-
tems. Consequently, remote work for healthcare professionals 

became essential to the delivery of continuing care. For example, 
nutrition education and stoma management for almost all 
CRC patients after operation were converted from in-person to 
online or teleconsultation visits. Also, physicians at Shanghai 
East Hospital increased the time for teleconsultations for 
patient care. For example, oncologists doubled their time spent on 
teleconsultations to 4 hours per week (previously 2 hours/week) 
while gastrointestinal and colorectal surgeons increased  
teleconsultation time to 5 hours/week (previously 2 hours/week). 
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Table 2. Number of positive and negative COVID-19 nucleic acid tests: total inpatient, colorectal cancer patients, and healthcare workers 
in February 2020. PCR, polymerase chain reaction.

COVID-19 PCR test Total Positive Negative % Positive 
(infection rate)

Total inpatients 789 0 789 0.00

Colorectal cancer patients 50 0 50 0.00

Healthcare workers 3,100 0 3,100 0.00
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Figure 3. A) Number of outpatient visits and inpatient hospitalizations and B) number of surgeries (non-emergency and emergency) at Shanghai East Hospital, 
Tongji University School of Medicine at the beginning of the COVID-19 pandemic.
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Figure 4. A) Number of outpatient visits and inpatient hospitalizations and B) number of colorectal surgeries (non-emergency and emergency) at the 
Department of Gastrointestinal & Colorectal Surgery at the beginning of the COVID-19 pandemic.

Figure 5. Number of outpatient visits and inpatient hospitalizations at the Department of Oncology at the beginning of the COVID-19 pandemic.

RESULTS

In February 2020, zero cases of COVID-19 have been identi-
fied among all inpatients and healthcare workers in Shanghai 
East Hospital (Table 2). Compared with the situation before 
the outbreak, the number of outpatients, inpatients and sur-
geries decreased considerably in Shanghai East Hospital, 
Tongji University School of Medicine (Figure 3) and at the 
Department of Gastrointestinal & Colorectal Surgery (Figure 
4). Similar changes were also seen in the Department of Oncol-
ogy (Figure 5). 

DISCUSSION

With the rapid spread of COVID-19, routine healthcare 
delivery services must have adapted to ensure high-quality 
care, safety and efficiency. The pandemic introduced numer-
ous healthcare service delivery barriers, abruptly reducing the 
number of outpatient and emergency patients in the hospital 
and limiting inpatient surgeries, suggesting that a considerable 
number of patients did not get medical assistance in time. 
Patients with oncologic conditions like CRC faced unique 
challenges: they needed continuous medical care like chemo-
radiotherapy, however, they are also more susceptible to 
COVID-19 due to immunosuppression.57,58 Achieving a bal-
ance between the benefits and risks of delaying treatments for 
these patients during the pandemic is a major challenge for 
oncologists and surgeons.

The present case study suggests that such healthcare delivery 
modifications can help to resume oncologic care effectively 
during the COVID-19 pandemic. COVID-19 triage proto-
cols, treatment modifications for patients with CRC who are 
at high risk for COVID-19-related complications and the use 
of telemedicine to continue providing care were key strategies 
in this case study for continuing care. As telemedicine has the 
advantage of reducing medical costs and increasing the avail-
ability of medical resources,59 it is widely used for patients who 
need continuous treatment, such as diabetes and oncologic 
diseases.59-62 It is believed that during COVID-19, the role of 
telemedicine will become more and more prominent. Such 
strategies during the pandemic permitted the continuation of 
CRC treatment, including neoadjuvant radiotherapy, neoad-
juvant therapy, and endoscopic and surgical treatment.

Limitations of this report include generalizability, given that 
the case study provides the experience and data from only one 
region or hospital. Additionally, unique hospital and health 
system factors may reduce reproducibility. Adaptation and 
adoption of similar triage measures in other hospital systems 
may offer additional support to the effectiveness of the 
approach of Shanghai East Hospital. Further longitudinal 
evaluation of clinical and health system outcomes due to 
healthcare delivery modifications during the pandemic would 
be valuable.

CONCLUSIONS

The coronavirus disease 2019 (COVID-19) pandemic  
disrupted routine hospital operations and healthcare service 
delivery. The comprehensive triage and management strategy 
implemented at our hospital suggests that transmission control 
is possible, as zero new cases of COVID-19 were identified 
during the study period. Furthermore, applying management 
strategies based on clinical practice guidelines for patients with 
colorectal cancer (CRC) also appears to have been beneficial, 
as zero COVID-19 cases were identified in this patient popu-
lation. Nevertheless, managing CRC patients during the  
pandemic remains challenging. However, it seems more  
manageable with multidisciplinary, protocolized approaches 
integrating new technologies like telemedicine into healthcare 
delivery. 
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