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Purpose: The coronavirus disease 2019 (COVID-19) pandemic has strained healthcare resources worldwide. Despite the 
high number of cases, cancer management should remain one of the priorities of healthcare, as any delay would poten-
tially cause disease progression. 
Methods: This was an observational study that included nonmetastatic rectal cancer patients managed at the Philippine 
General Hospital from March 16 to May 31, 2020, coinciding with the lockdown. The treatment received and their out-
comes were investigated.
Results: Of the 52 patients included, the majority were female (57.7%), belonging to the age group of 50 to 69 years 
(53.8%), and residing outside the capital (59.6%). On follow-up, 23.1% had no disease progression, 17.3% had local pro-
gression, 28.8% had metastatic progression, 19.2% have died, and 11.5% were lost to follow up. The initial plan for 47.6% 
patients was changed. Of the 21 patients with nonmetastatic disease, 2 underwent outright resection. The remaining 19 
required neoadjuvant therapy. Eight have completed their neoadjuvant treatment, 8 are undergoing treatment, 2 had their 
treatment interrupted, and 1 has yet to begin treatment. Among the 9 patients who completed neoadjuvant therapy, only 
1 was able to undergo resection on time. The rest were delayed, with a median time of 4 months. One has repeatedly failed 
to arrive for her surgery due to public transport limitations. There was 1 adjuvant chemotherapy-related mortality.
Conclusion: Delays in cancer management resulted in disease progression in several patients. Alternative neoadjuvant 
treatment options should be considered while taking into account oncologic outcomes, acceptable toxicity, and limitation 
of potential COVID-19 exposure. 
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INTRODUCTION

The coronavirus disease (COVID-19) pandemic has significantly 
strained the healthcare resources of centers worldwide. Action 
must then be taken to properly allocate and prioritize these re-
sources. In our country, the Philippine General Hospital (PGH), a 
tertiary government hospital known to offer specialized medical 

and surgical care, was designated as one of the COVID-19 referral 
centers. At the same time, the government enforced what it 
termed as an enhanced community quarantine (ECQ) that re-
stricted the movement of the population. The ECQ was essen-
tially a total lockdown that only allowed travel to those engaged in 
the provision of services related to basic commodities. Eventually, 
a modified ECQ (MECQ) was declared, wherein mass gatherings 
were allowed but in restricted numbers. These circumstances cur-
tailed the services offered by PGH to non-COVID-19 cases, such 
as those with malignancy.

Despite the high number of COVID-19 cases, cancer manage-
ment should remain one of the priorities of healthcare, as any de-
lay would potentially cause the progression of the disease. This 
study looked into the changes in the management of patients with 
nonmetastatic rectal cancer who have undergone, or were under-
going neoadjuvant therapy; or were scheduled for surgery, prior 
to the imposition of the ECQ, and how these changes affected 
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outcomes. The short-term outcomes of patients in terms of mor-
bidity, mortality, and compliance upon modification in the treat-
ment plan for rectal cancer were documented.

METHODS

Study population
All patients with nonmetastatic rectal cancer who were actively 
being managed (have recently undergone, or were undergoing 
neoadjuvant therapy; or were scheduled for surgery) at the PGH at 
the time of implementation of the ECQ last March 16, 2020 until 
the MECQ was lifted on May 31, 2020 were included in the study.  

These were patients who already had a treatment consensus af-
ter the multidisciplinary team (MDT) discussion as of March 16, 
2020, and those who were seen and/or discussed during the con-
ferences until May 31, 2020. Patients with metastatic rectal cancer 
prior to the implementation of the ECQ were excluded.

Each patient was discussed in the weekly meetings of the Uni-
versity of the Philippines (UP)-PGH Colorectal Cancer and Polyp 
Study Group, an MDT composed of various stakeholders in-
volved in the care of colorectal cancer patients. To comply with 
the recommendations set during the pandemic, the team resorted 
to virtual conferences conducted on an online platform, as these 
remain essential in the treatment planning of the patients. The list 
of patients was generated by reviewing the proceedings of the 
weekly MDT conferences. 

The following neoadjuvant treatment strategies were being im-
plemented at the PGH: long-course chemoradiotherapy (LCCRT), 
short-course radiotherapy (SCRT), LCCRT followed by systemic 
chemotherapy (LCCRT+chemo), SCRT followed by systemic 
chemotherapy (RAPIDO [Radiotherapy and Preoperative Induc-
tion Therapy Followed by Dedicated Operation] protocol), and 
neoadjuvant chemotherapy, with the first 2 being the ones more 
commonly utilized. Surgical management with varying interval 
from the completion of neoadjuvant treatment then follows, de-
pending on the neoadjuvant treatment received.

LCCRT and SCRT are indicated for rectal cancer patients with 
T3 to T4 disease, with or without regional lymph node involve-
ment, which corresponds to stage II to III. LCCRT is recom-
mended for patients in need of tumor downsizing especially those 
with a predicted positive circumferential resection margin 
(CRM). SCRT is reserved for patients where a negative CRM is 
predicted in pretreatment imaging. Because recent data show ad-
verse outcomes in conventional SCRT, the potential benefits of 
RAPIDO are currently being investigated.

Modifications from the previously planned treatment were in-
vestigated. Modification in treatment was defined as a change 
from the original plan of the MDT, for a particular patient, in re-
sponse to the institutional limitations caused by the pandemic.

Delay in surgical treatment carried varying definitions depend-
ing on the neoadjuvant therapy received. For those who received 
LCCRT, surgery was considered delayed when done beyond 8 

weeks after the last day of radiation; beyond a week for those who 
received SCRT; and beyond 4 weeks for, LCCRT followed by che-
motherapy, RAPIDO, and neoadjuvant chemotherapy.

Short-term outcomes of the neoadjuvant therapy set at 90 days 
from the completion of the neoadjuvant therapy, namely, disease 
status, compliance to treatment, and toxicity from treatment, were 
documented. In addition, surgical outcomes in terms of inpatient 
and 30-day morbidity and mortality were also investigated.

Study design
This was an observational single cohort study that included a 
generation of list of patients with nonmetastatic rectal cancer dis-
cussed during weekly MDT conferences. The management re-
ceived and the resultant short-term outcomes of the neoadjuvant 
treatment and the surgical intervention were investigated. A data 
collection form for each patient was filled out. Frequencies and 
percentages were reported.

This study was delimited to the description of the initial impact 
of the COVID-19 pandemic in the treatment of patients with 
nonmetastatic rectal cancer. The data gathered from this observa-
tional study can therefore be used for a follow-up study with a 
larger population. An investigation with a control group compar-
ing the situation before and during the pandemic, with emphasis 
on the adjustments in the treatment practices of rectal cancer can 
be done.

Ethical considerations
This study was conducted while taking into consideration the 
guidelines set in the Helsinki Declaration, and was reviewed and 
approved by the University of the Philippines Manila Research 
Ethics Board (UPM REB) (No. 2020-495-01). A waiver of consent 
was requested from UPM REB as this study only included collec-
tion of nonsensitive data and did not employ any new interven-
tion. Measures were taken to ensure the privacy and anonymity of 
the patients included in the study. Code numbers were used for 
each patient, and all data collection forms were solely for the pe-
rusal of the authors. No breach in confidentiality happened dur-
ing the course of the study. The data collection forms were dis-
posed of, and all electronic files were deleted.

RESULTS

A total of 52 patients were included in the study. The majority 
were female (57.7%), were residing outside the capital (59.6%), 
belonging to the 50 to 69-year age group (53.8%). Only 1 was re-
ported to have contracted COVID-19 during her course of treat-
ment. The majority of them were stage IIIB at the time of diagno-
sis. A summary of the patient demographics is shown in Table 1.

Of the patients included in the study, 63.5% underwent bowel 
diversion either prior to starting treatment, or as a means of palli-
ation after progression to advanced disease. On follow-up, 23.1% 
had no disease progression, 17.3% had local progression, 28.8% 
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had metastatic progression, 19.2% have died, and 11.5% were lost 
to follow up.

Among the 21 patients with nonmetastatic disease, 2 were to 
undergo outright resection, but 1 decided to have her surgery 
done in her locality. The remaining 19 required neoadjuvant ther-
apy—9, LCCRT; 5, LCCRTs followed by systemic chemotherapy; 
2, SCRT followed by systemic chemotherapy (RAPIDO); and 3, 
neoadjuvant chemotherapy. 

Eight have completed their neoadjuvant treatment, 8 are under-
going treatment, 2 had their treatment interrupted during the 
lockdown due to the temporary suspension of hospital service for 
non-COVID-19 patients, and 1 has yet to begin treatment. No 
treatment-associated complication was reported. The initial plan 
for 10 patients, as agreed upon by an MDT, was modified (Table 2).

Among the 9 patients who completed neoadjuvant therapy, only 
1 was able to undergo resection on time. The rest were delayed, 
with a median time of 4 months. One had postoperative compli-
cations (i.e., ileus and superficial surgical site infection). One has 
repeatedly failed to arrive for her surgery due to the absence of 
public transport from her residence. There was 1 adjuvant che-
motherapy-related mortality. 

Fig. 1 summarizes the modifications to treatment strategy, the 
actual treatment received, the disease status, compliance, and the 
short-term outcomes of the patients.

DISCUSSION

Colorectal cancer is the third most common malignancy world-
wide, following breast and lung cancer. In 2018, the World Health 
Organization recorded an estimate of 1.8 million new cases [1]. 
The overall 5-year survival rate of rectal cancer is 67%. For local-
ized disease, survival rate is 89%. If it has spread to surrounding 

Table 1. Demographic characteristics of patients (Philippine General 
Hospital, 2020)a 

Characteristic No. of patients (%)

Sex

   Male 22 (42.3)

   Female 30 (57.7)

Age (yr)

   < 30 2 (3.8)

   30–49 15 (28.8)

   50–69 28 (53.8)

   > 69 7 (13.5)

Residence

   Within the capital 21 (40.4)

   Outside the capital 31 (59.6)

Stage at initial presentation

   I 2 (3.8)

   IIA 8 (15.4)

   IIB 2 (3.8)

   IIC 1 (1.9)

   IIIA 1 (1.9)

   IIIB 31 (59.6)

   IIIC 7 (13.5)

Underwent bowel diversion 

   Prior to neoadjuvant treatment 24 (46.2)

   For palliation 9 (17.3)
aWith nonmetastatic rectal cancer who have undergone, or were undergoing neo-
adjuvant therapy; or were scheduled for surgery, prior to the imposition of the en-
hanced community quarantine. 

Table 2. Treatment modifications after MDT discussion of patients with rectal cancer managed during the COVID-19 lockdown (Philippine 
General Hospital, 2020)

Patient Initial MDT plan Eventual MDT plan Neoadjuvant treatment Definitive surgery Outcome

  1 Systemic chemotherapy then reassess;  
LCCRT if with response

Neoadjuvant chemotherapy With delay, ongoing NA Local progression

  2 LCCRT LCCRT + chemotherapy With delay, ongoing NA Local progression

  3 SCRT LCCRT On time For APR, with delay Stable disease

  4 LCCRT LCCRT + chemotherapy With delay, ongoing NA Local progression

  5 LCCRT Neoadjuvant chemotherapy With delay, ongoing NA Local progression

  6 LCCRT LCCRT + chemotherapy On time For ATAR, with delay Tumor regression

  7 LCCRT RAPIDO With delay, ongoing NA Local progression

  8 LCCRT LCCRT + chemotherapy On time For LAR, with delay Local progression

  9 LCCRT Neoadjuvant chemotherapy With delay, ongoing NA Local progression

10 Laparoscopic LAR ATAR NA On time Local progression

MDT, multidisciplinary team; COVID-19, coronavirus disease 2019; LCCRT, long-course chemoradiotherapy; NA, not applicable; SCRT, short-course radiotherapy; RAPIDO, 
SCRT with neoadjuvant chemotherapy; APR, abdominoperineal resection; ATAR, abdominotransanal resection; LAR, low anterior resection. 
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tissues or organs and/or the regional lymph nodes, this drops to 
70%, and further to 15% if it is already metastatic [2]. In the Phil-
ippines, an estimate of 9,000 new cases of colorectal cancer are 
predicted to occur annually, with a 40% of 5-year relative survival 
rate [3].

In December 2019, due to the COVID-19 pandemic, there was 
reprioritization of the allocation of health resources. This, in turn, 
affected the focus given to non-COVID-19 cases, like malignancy. 
Several factors have been implicated in the increasing burden of 
COVID-19 on cancer care. In the limited data available, patients 
with malignancy are at risk of having worse outcomes from the 
infection. Diagnosis may also be delayed as screening and diag-
nostic tests have been suspended, and patients are more averse to 
hospital visits. Treatment plans have also been modified to reduce 
exposure of patients with cancer to COVID-19 [4].

With the rising number of cases in the country, the Department 

of Health requested the PGH, one of the largest multispecialty 
government hospitals, to be a COVID-19 referral center. In addi-
tion, the Philippine government declared an ECQ, or total lock-
down, on March 16, 2020, in an attempt to prevent the transmis-
sion of the disease. This restricted the movement of the general 
population, and only activities related to basic commodities were 
allowed.

Prior to the pandemic, the hospital catered to 600,000 patients 
annually, the majority of whom belong to the lower socioeco-
nomic classes. Consequently, due to the aforementioned factors, 
there was a decline in number of non-COVID-19 patients being 
served by the institution, as in the case of patients with malignan-
cies, who require specialized and multidisciplinary care. In the 
Division of Colorectal Surgery of the PGH, a total of 106 rectal 
cancer operations were done in 2019 [5]. However, in 2020, an 
expected sharp decrease in consults and surgeries was seen. For 

Fig. 1. Summary of rectal cancer patients managed at the Philippine General Hospital (PGH) during the implementation of the enhanced 
community quarantine in the capital from March 16 to May 31, 2020, as a response to the coronavirus disease 2019 pandemic (PGH, 2020). 
RT, radiotherapy; LCCRT, long-course chemoradiotherapy; RAPIDO, short-course radiotherapy with neoadjuvant chemotherapy; LAR, low 
anterior resection; TME, total mesorectal excision; APR, abdominoperineal resection; ATAR, abdominotransanal resection. aDue to unavail-
ability of transportation from their area. 

52 Patients

21 With no metastatic progression (40.4%)
12 With no disease progression

9 With local progression

10 With change in initial plan 
(47.6%)

11 With no change in initial plan 
(52.4%)

19 Required neoadjuvant treatment 
(90.5%)

2 Outright resection (9.5%)
1 Transanal excision for stage I disease 

1 ATAR for stage IIIB disease; completed adjuvant 
RT; to start adjuvant chemotherapy

9 LCCRT (47.4%)
6 Completed on time

1 Had interruption 
1 Ongoing treatment

1 Yet to start

1 LAR, TME; on time 
4 LAR, TME; with delay

1 APR; with delay 
1 APR; still for schedulinga

5 On adjuvant treatment 
1 Died while on adjuvant 

treatment

1 ATAR; with delay 
1 LAR, TME; with delay

2 On adjuvant treatment

5 LCCRT+chemotherapy (26.3%)
2 Completed on time
1 Had interruptiona

2 Ongoing treatment

2 RAPIDO (10.5%)
(ongoing treatment)

3 Neoadjuvant chemotherapy 
(15.8%)

(ongoing treatment)

15 With metastatic progression (28.8%)
8 Received neoadjuvant treatment prior to lockdown

7 Unable to start neoadjuvant treatment

10 Died (19.2%)
3 Received neoadjuvant treatment prior to lockdown

7 Unable to start neoadjuvant treatment
6 Lost to follow up (11.5%)
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the year, 38 operations were performed prior to the lockdown, 
while a total of 24 were done during and after its implementation.

Transient adjustments to cancer care delivery were accommo-
dated, which included temporary discontinuation of screening 
and diagnostic tests, shifting of consultations to telemedicine, and 
deferment of some elective surgeries. All these were done in an-
ticipation of a surge of patients infected with COVID-19. These 
limitations led to modifications in the management employed in 
the care of patients with rectal cancer, taking into account the 
need to perform cancer surgery at the appropriate time and the 
risk of nosocomial COVID-19 transmission. 

During this time, the hospital administration established new 
protocols to ensure that urgent and equally important services for 
non-COVID-19 cases such as cancer will not be further delayed. 
A separate operating room suite and wards were set up for non-
COVID-19 surgical cases. Patients were prescreened and evalu-
ated through telemedicine. All patients and their watchers had 
mandatory nasopharyngeal severe acute respiratory syndrome 
coronavirus 2 reverse transcription-polymerase chain reaction  
swab tests prior to admission for operation, or for procedures like 
chemoradiotherapy. Healthcare workers also had these periodical 
swab tests. The new system was in place, and a limited number of 
elective operations were resumed after 2 months of planning.

The decision to modify, and the eventual planned treatment of 
patients with rectal cancer, was based on the consensus of the UP-
PGH Colorectal Cancer and Polyp Study Group. The group, 
formed in 2007, is an MDT composed of colorectal surgeons, 
medical oncologists, and radiation oncologists that convene on a 
weekly basis to discuss the appropriate management for all 
colorectal cancer patients seen at our institution [6]. On occasion, 
any of the following may be requested to participate in the discus-
sions: liver surgeon, thoracic surgeon, pathologist, diagnostic ra-
diologist, psychiatrist, palliative care practitioner, and stoma 
nurse.

The presence of an MDT is instrumental in establishing sound 
decision for patients with malignancy. The team convenes on a 
weekly basis to come up with the best treatment plan for the pa-
tient. In addition, the enhanced recovery after surgery (ERAS) 
protocol is being widely practiced at the institution as this has 
proven overall benefits to patients. A nurse coordinator is likewise 
involved in the care of these patients as he or she is responsible for 
ensuring that every patient is able to proceed with every phase of 
treatment without delay.

Fifty-two rectal cancer patients were included in the study. This 
is an exhaustive list of all nonmetastatic rectal cancer patients 
generated from the proceedings and files of the weekly MDT con-
ferences. These were patients who already had a plan of treatment 
as of March 16, 2020, the start of the ECQ, and those who were 
seen and/or discussed during the MDT conferences until May 31, 
2020, the time the ECQ was lifted.

The demographics of patients accommodated during this time 
is reflective of the population the hospital caters to as govern-

ment-run tertiary care facilities are lacking beyond the urban 
centers. The availability, or the lack of it, of specialized cancer cen-
ters in the country, remains a concern. More than half (60%) of 
these patients have the locally advanced disease (stage IIIB) at the 
outset. Several factors may explain this. Based on observation, 
among these are lack of patient awareness and poor health-seek-
ing behavior; underutilization of primary healthcare services; ab-
sence of a nationwide screening program for colorectal cancer; 
and failure by physicians to suspect malignancy.

The bulk of the patients with disease progression, or who have 
died, can be ascribed to the delay in treatment due to the lock-
down imposed during the pandemic. Due to the strict restriction 
in the movement of the population, public transportation was 
limited in and out of the capital. In addition, since there was re-
framing of the priorities in the services being provided, there was 
a temporary delay in the treatment of patients with malignancy. 
Neoadjuvant radiotherapy and chemotherapy services were tem-
porarily halted, and the operating rooms were reserved for limb 
and life-threatening conditions. From an international survey 
conducted by Santoro et al. [7], several factors were enumerated 
as the reasons for the delay in the diagnosis and treatment of 
colorectal cancer patients: (1) postponement of MDT meetings, 
(2) relocation or quarantine of staff members, (3) full conversion 
of areas and units in the healthcare institution for COVID 19 care, 
and (4) lack of personal protective equipment (PPE). At the PGH, 
human resource limitations due to a need to quarantine and PPE 
concerns were very much felt on the ground.

The initial plan for 10 patients (19.2%), as agreed upon by the 
MDT, was changed. The primary goal was to reduce the risk of 
contracting COVID-19 infection from repeated exposure to high-
risk areas, while still maximizing treatment options to address the 
malignancy. In early studies conducted in China and Italy, it was 
found that cancer patients are at higher risk of developing severe 
illness when they contract COVID-19 [8, 9]. A tailored approach 
in treatment is, therefore, recommended. One still has to consider 
the patients at risk in terms of age and comorbidities, the patient’s 
clinical presentation, the tumor characteristics, the surgical fac-
tors, the quality of life during the deferral period, and the condi-
tion of the health care system [10]. Several bodies including the 
American College of Surgeons, the Society of American Gastroin-
testinal and Endoscopic Surgeons, the Association of Coloproc-
tology of Great Britain and Ireland, and the Philippine Society of 
Colon and Rectal Surgeons formulated recommendations for the 
surgical care of colorectal cancer patients during the COVID-19 
pandemic. Surgical interventions to cancer patients who are likely 
to progress, or who require emergency intervention, are the only 
ones considered necessary [11-14].

Modifications to treatment have been employed to adapt to the 
limitations caused by the pandemic. In the study of Akyol et al. 
[10], the treatment of asymptomatic rectal cancers, either by sur-
gery or by giving neoadjuvant treatment, can be deferred up to 30 
days [15-17]. Reassessment is to be done after this period, and if 
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no progression was observed, treatment may be delayed for an-
other 30 days. However, if the hospital is still unable to accommo-
date the patient after 60 days, a repeat radiological staging should 
be done. The Colon, Rectal, and Anal Cancers Guidelines Panel 
of the National Comprehensive Cancer Network recommends 
that for stage II rectal cancer patients who are expected to have a 
delay in surgical intervention, surgery can further be delayed for 
up to 12 to 16 weeks if regression was noted on the 8th week after 
neoadjuvant therapy [18]. For stage III rectal cancer patients, che-
motherapy can be given during the 8-week waiting period. If no 
regression was noted after 8 weeks, surgery should be considered 
depending on the situation in the institution. For patients who 
completed LCCRT, assessment should be done after 8 weeks, and 
if with noted good response, surgery may be delayed further until 
16 weeks [10, 12, 18]. 

In the current setting, the regimen for LCCRT includes capeci-
tabine 825 mg/m2 twice daily, 5 days per week for 5 weeks with 
concurrent 45 Gy in 25 to 28 fractions to the pelvis. Continuous 
infusion of 5-fluorouracil 225 mg/m2 intravenously over 24 hours, 
5 days per week may also be used. For SCRT, 5 Gy in 5 fractions 
to the pelvis is given. More recently, the RAPIDO protocol has 
been employed. This is done by doing SCRT followed by 12 to 16 
weeks of chemotherapy. Apart from the promising oncologic out-
come, this has gained a new advantage during the pandemic as 
this lessens the potential exposure of patients to COVID-19 infec-
tion because of shorter hospital stays and less frequent visits. 

As mentioned, among the 9 patients who completed neoadju-
vant therapy, only 1 was able to undergo resection on time. The 
rest were delayed, with a median time of 4 months. This parallels 
the findings of the COVIDSurg Collaborative that noted cancella-
tion or postponement of more than 28 million elective operations 
worldwide during the 12 weeks of peak disruption, 38% of which 
were for cancer [19]. In a study by Hanna et al. [20], a 4-week de-
lay in surgery translated to 6% to 8% increase in the risk of death. 
Only 1 had postoperative complications (i.e., ileus and superficial 
surgical site infection). No pulmonary complications, periopera-
tive COVID-19, nor perioperative mortality were documented. 
Of note as well is that more than half of the patients included in 
the study had needed stoma creation. This implies that the cases 
seen were either already presenting with obstruction either clini-
cally, endoscopically, or radiographically; or that the disease had 
already progressed. Others with metastatic disease have resorted 
to bowel diversion as a means of palliation.

In this study, only 1 was documented to have contracted CO-
VID-19 infection while undergoing neoadjuvant therapy. She was 
asymptomatic. In the multicenter cohort study conducted by CO-
VIDSurg Collaborative, around 50% of patients with periopera-
tive COVID-19 eventually developed pulmonary complications. 
This translated to a higher 30-day mortality rate. Both these find-
ings were significantly higher when compared to the pre-pan-
demic baseline [21].

There was 1 adjuvant chemotherapy-related mortality. There 

was lacking information about the exact cause of death, but the 
patient experienced severe weakness after the second cycle of che-
motherapy, as relayed by her relatives during a telemedicine fol-
low-up.

Surveillance and follow-up had posed another challenge among 
these patients. Due to the limited number of patients allowed to 
follow up face-to-face during the peak of the pandemic and the 
state-mandated lockdown, remote consultation via telemedicine 
was implemented using a hospital-wide platform. Face-to-face 
consultations were restricted to patients requiring a more thor-
ough physical examination, or in need of imaging tests.

In conclusion, delays in the management of rectal cancer due to 
the COVID-19 pandemic resulted in disease progression in sev-
eral patients. Alternative neoadjuvant treatment options based on 
sound evidence should be considered while taking into account 
good oncologic outcomes, acceptable toxicity, and limitation of 
potential COVID-19 exposure and infection. Investigating the 
long-term effects of these management principles in a larger pop-
ulation may provide data that support the applicability of these 
regimens, and establish rectal cancer guidelines during a pan-
demic, or similar crises.
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