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Abstract:  

BACKGROUND 

The coronavirus 2019 (COVID-19) pandemic has posed unprecedented challenges to 

healthcare systems and it may have heavily impacted patients with liver cancer (LC). This 

project has evaluated if the schedule of LC screening or procedures has been interrupted 

/delayed because of the COVID-19 pandemic. 

 

MATERIAL AND METHODS 

An international survey evaluated the impact of COVID-19 pandemic on clinical practice and 

clinical trials from March 2020 to June 2020, as the first phase of a multicentre, international 

and observational project. The focus was on patients with hepatocellular carcinoma or 

intrahepatic cholangiocarcinoma, cared for around the world during the first COVID-19 

pandemic wave.  

 

RESULTS 

Ninety-one centres expressed interest to participate and 76 were included in the analysis, from 

Europe, South America, North America, Asia and Africa (73.7%, 17.1%, 5.3%, 2.6% and 

1.3% per continent, respectively). Eighty-seven per cent of the centres modified their clinical 

practice: 40.8% the diagnostic procedures, 80.9% the screening program, 50% cancelled 

curative and/or palliative treatments for LC, and 44.0% cancelled the liver transplantation 

program. Forty-five out 69 (65.2%) centres in which clinical trials were running modified 

their treatments in that setting, but 58.1% were able to recruit new patients. The phone call 

service was modified in 51.4% of centres which had this service prior to COVID-19 

pandemic (n=19/37).  
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CONCLUSION 

The first wave of the COVID-19 pandemic had a tremendous impact on the routine care of 

patients with LC. Modifications in screening, diagnostic and treatment algorithms may have 

significantly impaired the outcome of patients. Ongoing data collection and future analyses 

will report the benefits and disadvantages of the strategies implemented, aiding future 

decision making. 
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INTRODUCTION  

The coronavirus disease 2019 (COVID-19) pandemic has impacted all levels of society. In the 

absence of an available vaccine or therapy, healthcare authorities have mostly focused their 

efforts on reducing viral transmission in order to reduce the rate of COVID-19 pandemic 

related deaths.  

While recent studies have described the mortality in cancer patients diagnosed with severe 

acute respiratory syndrome coronavirus-2 (SARS-CoV-2) infection as reaching 28.9% to 

33.6%, a relatively modest 4.4% to 5.5% has been reported patients cohorts including 

hepatobiliary cancers[1,2]. In the case of hepatocellular carcinoma (HCC) and some 

intrahepatic cholangiocarcinoma (iCCA), almost all patients also have underlying cirrhosis, 

Marjot et al. reported that baseline liver disease stage and alcohol-related liver disease were 

independent risk factors for death from SARS-CoV-2 infection, increasing the risk of hepatic 

decompensation[3,4]. Even in the absence of these significant complications in liver cancer 

(LC) patients infected with SARS-CoV-2, treatments have been suspended or delayed, in line 

with national or institutional policies. As an example, Amaddeo et al. have described how LC 

care changed in the  metropolitan area of Paris alongside with the evolution of the COVID-19 

pandemic[5]. 

In addition to those infected by SARS-CoV-2, non-infected patients with LC may have also 

been affected by the COVID-19 pandemic related modifications in clinical practice and the 

priorities established for population health care. For future decision making, it is relevant to 

evaluate the consequences of interrupting or delaying the schedule of LC screening programs 

or treatments, as established before the COVID-19 pandemic, on LC prognosis. 

This is a multicentre, international and observational project, the Liver Cancer Outcome in 

the COVID-19-pandemic (CERO-19) project, focused on patients with HCC or iCCA, 
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managed during the COVID-19 pandemic. We describe here the results of the first part of the 

project, which was a survey to evaluate the impact of COVID-19 pandemic on international 

clinical practice and research. 

 

MATERIAL AND METHODS  

Centres around the world were invited to participate. The project was promoted through the 

ENS-CCA network, organizers’ personal Twitter account and the Barcelona Clinic Liver 

Cancer (BCLC) account for a period of 4 weeks before starting the survey. The organizers of 

the project (MI, AF and MR) elaborated the survey and 5 independent LC experts 

reviewed/tested it and sent their suggestions (JCN, GZ, LR, BS, JB). The survey had 

mandatory sections focused on Clinical Practice (related and non-related to COVID-19) and 

an optional section focused on Clinical Research. Survey and protocol details are summarized 

in the Supplementary material. 

 

STATISTICAL ANALYSIS 

The answers to the survey were expressed as absolute frequencies and percentages (%). The 

survey was developed and performed using the SurveyMonkey® platform. Raw data and 

results were directly extracted from the platform. SAS software® (v9.4) was used when more 

accurate approaches were required and to generate the figures.    

 

RESULTS 

The Liver Cancer centres taking part in the survey 

The survey was open from May 2020 to June 2020. Ninety-one centres were contacted or 

expressed interest to be involved and 81 survey responses were received (89% response). Five 
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were excluded: 4 due to duplication and 1 because their data was incorporated with that from 

another centre. 

The final analysis was based on information from 76 centres, including centres in Europe, 

South America, North America, Asia and Africa (73.7%, 17.1%, 5.3%, 2.6% and 1.3% 

respectively); Table 1. In combination, these centres cared in the pre-pandemic period for a 

total of 9,602 new LC patients per year, with a median [IQR] of 80 new visits/year [46.5 – 

150], with the majority (77%) registered in Europe. In 2019, these centres, carried out 39,739 

and 6,347 follow-up visits for HCC and iCCA, respectively (Supplementary Tables S1 and 

S2). The profiles of centres included in the survey were heterogeneous: 76.3% of them 

included nurses in their team and 47.4% had phone call visits as part of their clinical practice 

before COVID-19 pandemic (Supplementary Table S2). 

 

Liver Cancer Management modification during the first wave of the COVID-19 pandemic  

Eighty-seven percent of the centres (n=66) modified their clinical practice during the COVID-

19 pandemic, with almost half (48%) decreasing the number of physicians devoted to 

managing LC patients. Figure 1 describes the main areas where the clinical practice was 

modified:  80.9% modified the screening program, 73.5% changed the imaging follow-up in 

LC patients after treatment, 63.2% rescheduled surgical treatments and 52.9% locoregional 

therapies. Supplementary Figures 1 and 2 describe the percentage of areas in which clinical 

practices were modified according to the continent. Testing for SARS-CoV-2 infection before 

an outpatient visit for LC management was performed in 21.1% of centres (n = 16/76), 

increasing to testing in 76.3% (n = 58/76) before any pre-planned patient admission for LC 

treatment. Table 2 reports the criteria used for requesting a SARS-CoV-2 infection test in the 

different centres.  

Jo
urn

al 
Pre-

pro
of



 16 

Ten centres reported no modification of their clinical practice due to COVID-19 pandemic. Of 

note, despite these centres continued offering their full range of LC care, 3/10 of these centres 

reported that patients were reluctant to come to the hospital due to concerns about the 

possibility of SARS-CoV-2 infection. 

 

Diagnostic strategy and staging procedures during the first wave of the COVID-19 pandemic 

Based on the 76 centres, 40.8% modified their diagnostic procedure requests and timing 

(biopsy and imaging technique) during COVID-19 pandemic. 39.5% modified the Magnetic 

Resonance/Computed Tomography scan strategy for LC staging or treatment response 

evaluation. Figure 2 describes the criteria used to adhere the pre-defined schedule of 

diagnostic and staging procedures. The most frequent criteria were the suspected tumour stage 

(75% and 63.6% for diagnosis and staging, respectively) and the degree of cancer suspicion 

(68.8 and 48.5%, respectively).  

In 28% of centres, at least one asymptomatic SARS-CoV-2 infected patient was incidentally 

diagnosed due to radiology test done for the oncology indication. 

  

Treatments options during the first wave of the COVID-19 pandemic 

Despite the modifications made during the COVID-19 pandemic, 96% of the centres 

maintained their ability to perform LC treatments. From 50 centres with liver transplantation 

(LT) program prior to COVID-19 pandemic, 28 (56.0%) (n = 28/50) of the centres did not 

modify the LT activity, while 60.8% of centres (n = 45/76) were able to perform surgical 

resections, 68.9% (n = 51/76) percutaneous treatments and 81.1% (n = 60/76) locoregional 

treatments.  

The option to initiate systemic treatment was maintained in 93.2% of the centres.  
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Figure 3 describes the criteria adopted to maintain an unaltered therapy schedule. The survey 

was not designed to evaluate on individual basis these criteria adopted by each centre.  

In 50% of the centres (n=38/76) curative and/or palliative treatments for LC were cancelled at 

least in one patient for each centre due to SARS-CoV-2 infection. 

 

Phone call visits, face-to-face visits, and the role of nurses during the first wave of COVID-19 

pandemic  

Based on 76 centres, phone call visit service was part of routine clinical practice before 

COVID-19 pandemic in 37 centres. It was modified in 19 of these centres (51.4%): an 

increase of the number of calls (more days and/or more hours/day) was the most frequent 

modification in 84% of the centres, whereas 7 centres (17.9%) introduced phone call visits as 

a new practice during COVID-19 pandemic.  

Fifty centres included the type of visit (first vs. follow-up visit) and 53 centres the disease 

status (stable disease vs. progressive disease) in their criteria guiding decisions on whether to 

convert a face-to-face visit into a phone call visit (68.9% and 71.6%, respectively). The age of 

the patient and the patient address/distance to the hospital were adopted as criteria for phone 

call visits in 20 and 24 centres, respectively. 

 

Focused on the 58 centres which had nurses integrated into the LC team, the liver-oncology 

nurses made decisions regarding face-to-face versus phone call visits in 30.1% of the centres 

and organizing the visits in 70.3%. The nurses undertook the phone call visits in 62.5%, to 

answer questions about treatment or follow-up events.  
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Treatments in clinical trials in Liver Cancer patients during the first wave of the COVID-19 

pandemic  

Of the 69 (90.8%) centres which answered this part of the survey, 45 (65.2%) of them had 

modified their management of clinical trials activity. Human resources, feasibilities, and 

sponsor`s recommendation were the main reasons for these modifications.   

Despite the modifications in management of clinical trials activities, 58.1% of the centres 

were able to recruit new patients during COVID-19 pandemic, but only 9.7% of centres 

declared that the recruitment rate was similar to that before the pre-COVID-19 pandemic. In 

46.2% of centres virtual visits by video or phone calls were done, and 29.9% of centres were 

forced to postpone visits (not transformed into virtual). Table 3 describes the most frequent 

criteria for delaying treatments in clinical trials visits. 

 

DISCUSSION 

To ameliorate COVID-19 pandemic impact on LC, several organizations advised multiple 

recommendations based on expert opinion data at the beginning of the first wave[6–9]. The 

results of this survey highlight the potential clinical significance of the implemented 

modifications, predicting a likely major impact of COVID-19 pandemic on outcomes, given 

the magnitude of the disruption in patient care - from screening to diagnosis, staging and 

treatment-. 

According to the present results, all areas of clinical practice were modified during the 

COVID-19 pandemic first wave. The major changes related to the suspension of screening 

programs and surgical treatments (mainly liver transplantation), the decrease of face-to-face 

visits and the growing role of liver oncology-nurses as key members in the transformation of 

the digital management of LC in the context of the COVID-19 pandemic.  
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Notably, the approach maintained in almost all centres (93.2%) was systemic treatment LC 

patients. This may have been associated with the stage of the disease, stage being one of the 

priority criteria identified at the time of maintaining the planned schedule. The fact that the 

most widely used systemic therapies were oral tyrosine kinase inhibitors, which can be self-

administered by the patient at home rather than requiring a visit to the hospital, is also likely 

to have played a role.  

Unfortunately, the disruption in screening programmes due to this health care crisis raises the 

possible consequence of a shift towards a more advanced stage at diagnosis. Additionally, 

delays of interventional procedures such as transplant, resection or ablation may impact on 

tumour progression, dissemination and ultimately prognosis. Previous studies[10,11] 

indicated that progression associated with poorer outcomes occurred as a consequence of 

waiting or delaying interventions beyond two months. Hanna et al. described a significant 

association between cancer treatment delay and increased mortality for 13 out of 17 

indications analyzed, although LC was not one of those analyzed[12].  Rich et al. have 

recently shown that the rate of liver tumour growth at early stages is very heterogeneous [13]. 

This may be something that could be further evaluated in the context of screening ultrasound 

delays due to COVID-19 pandemic. Obviously, tumour stage at diagnosis will be one of the 

most relevant, as tumour growth is assumed to be faster along its evolution [14–16]. We 

should also keep in mind that the detection of changes in outcome or tumour progression 

during the delayed interventions may translate into a marginal impairment without clinically 

relevant consequences. It must also be noted in advance that any suggestion we raise in the 

future will not have the background that would be provided by a randomized controlled trial 

comparing conventional timing vs. delayed intervention. Despite this limitation, our future 

data will be instrumental in the identification of those areas where the changes induced by the 
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pandemic have been beneficial or detrimental. If the outcome at any step of the health care 

pathway is clearly worse, we would have an estimation of the deleterious consequences of 

COVID-19 pandemic beyond the infection itself. This may inform us on the most appropriate 

measures to be adopted in the future; either while this pandemic persists or repeats, as is 

happening with the current second wave, or should another public health crisis emerge in the 

future.  

The move from face-to-face visits to phone call visits encouraged during the pandemic may 

improve patient care going forward, being potentially acceptable and preferable in some 

patients. The pandemic also reinforced the role of nurses [17,18], who were already part of 

LC teams in 76.3% of the centres, with their activity and responsibility appearing to have 

increased. In some groups, where nurses were not previously part of the team, the COVID-19 

crisis has promoted investment in their growing roles, in education and counselling of patients 

and their families. 

The benefits and challenges related to the use of remote visits by nurses and physicians for 

cancer patients will be seen in the next months/years [17–19]. Not all patients and families 

will be successfully served by remote visits and our data already reveal that there are several 

characteristics that may favour face-to-face or phone call visits. The age of the patient (which 

is a factor associated with severity in SARS-CoV-2 infected patients in cancers different to 

LC) [2] as well as the patient address and distance to the hospital (which could be associated 

with increased risk of exposure on their way to and from the hospital) were the less frequent 

factors considered to switch from face-to-face visit to a phone call visit in clinical practice. 

However, in patients included in treatments in clinical trials we observed that younger age of 

the patients and lack of comorbidities were criteria to favour phone call visits. This difference 

could be mainly related to the type of information to be given during a conventional clinical 
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practice visit related to diagnosis or/and tumour progression or the type of visit in the setting 

of treatments in clinical trials with experimental agents at risk of adverse events (first or 

follow-up visit). Indeed, since recruitment into treatments in clinical trials had been impacted 

(only 9.7% of centres maintained the same recruitment rate they had before the pandemic), 

almost all the visits within treatments in clinical trials have been devoted to follow-up 

assessments rather than new patient recruitment. As previous studies had shown [20,21], 

maintaining treatments in clinical trials activities requires a great effort and reorganization of 

the LC team, to define a protocol to continue with these activities while protecting patients 

from contracting SARS-CoV-2 infection.  

The results of this survey describe the major changes that occurred in LC management in 76 

high volume centres around the world. However, 73.7% of centres that answered the survey 

were from Europe. In addition, the Italian and Spanish centres represented 55.4% of the 

European centres. Thus, the results of the survey could be overestimated by these 2 countries 

which were severely affected by the first wave. Supplementary Table S3 describes the details 

of Europe without Italy and Spain and the data only from Italy and Spain, respectively. 

In summary, despite of the fact that the survey was not focus on individual-patient 

information, the result of the survey reflects the consequence of the first wave of the COVID-

19 pandemic. These modifications in LC management may have significantly impacted the 

outcome of patients and public Health policy. The results of this survey may induce to predict 

that the profile of patients diagnosed after the first wave could be more advanced that we have 

usually have in the pre-pandemic era and will help us to identify confounding factors at the 

time of analysing the next phase the CERO-19 project. Future analyses will provide 

invaluable information around the clinical effectiveness of the strategies that have been 

implemented during this devastating health crisis. 

Jo
urn

al 
Pre-

pro
of



 22 

REFERENCES 

[1] Pinato DJ, Zambelli A, Aguilar-Company J, Bower M, Sng CCT, Salazar R, et al. Clinical 

Portrait of the SARS-CoV-2 Epidemic in European Patients with Cancer. Cancer Discov 

2020;10:1465–74. https://doi.org/10.1158/2159-8290.cd-20-0773. 

[2] Pinato DJ, Lee AJX, Biello F, Seguí E, Aguilar-Company J, Carbó A, et al. Presenting features 

and early mortality from SARS-CoV-2 infection in cancer patients during the initial stage of 

the COVID-19 pandemic in Europe. Cancers (Basel) 2020;12:1–13. 

https://doi.org/10.3390/cancers12071841. 

[3] Marjot T, Moon AM, Cook JA, Abd-Elsalam S, Aloman C, Armstrong MJ, et al. Outcomes 

following SARS-CoV-2 infection in patients with chronic liver disease: an international 

registry study. J Hepatol 2020. https://doi.org/10.1016/j.jhep.2020.09.024. 

[4] Iavarone M, D’Ambrosio R, Soria A, Triolo M, Pugliese N, Del Poggio P, et al. High rates of 

30-day mortality in patients with cirrhosis and COVID-19. J Hepatol 2020;73:1063–71. 

https://doi.org/10.1016/j.jhep.2020.06.001. 

[5] Amaddeo G, Brustia R, Allaire M, Lequoy M, Hollande C, Regnault H, et al. Journal Pre-proof 

Impact of COVID-19 on the management of hepatocellular carcinoma in a high-prevalence 

area. JHEP Reports 2020:100199. https://doi.org/10.1016/j.jhepr.2020.100199. 

[6] Meyer T, Chan S, Park J-W. ILCA Guidance for Management of HCC during COVID-19 

Pandemic 8 th April 2020. n.d. 

[7] Boettler T, Marjot T, Newsome PN, Mondelli MU, Maticic M, Cordero E, et al. Impact of 

COVID-19 on the care of patients with liver disease: EASL-ESCMID position paper after 6 

months of the pandemic. 2020. https://doi.org/10.1016/j.jhepr.2020.100169. 

[8] Mehta N, Parikh N, Kelley RK, Hameed B, Singal AG. Surveillance and Monitoring of 

Hepatocellular Carcinoma During the COVID-19 Pandemic. Clin Gastroenterol Hepatol 2020. 

https://doi.org/10.1016/j.cgh.2020.06.072. 

[9] Kudo M, Kurosaki M, Ikeda M, Aikata H, Hiraoka A, Torimura T, et al. Treatment of 

hepatocellular carcinoma during the COVID�19 outbreak: The Working Group report of 

Jo
urn

al 
Pre-

pro
of



 23 

JAMTT�HCC. Hepatol Res 2020;50:1004–14. https://doi.org/10.1111/hepr.13541. 

[10] Cucchetti A, Trevisani F, Pecorelli A, Erroi V, Farinati F, Ciccarese F, et al. Estimation of 

lead-time bias and its impact on the outcome of surveillance for the early diagnosis of 

hepatocellular carcinoma. J Hepatol 2014;61:333–41. 

https://doi.org/10.1016/j.jhep.2014.03.037. 

[11] Chen WT, Fernandes ML, Lin CC, Lin SM. Delay in treatment of early-stage hepatocellular 

carcinoma using radiofrequency ablation may impact survival of cirrhotic patients in a 

surveillance program. J Surg Oncol 2011;103:133–9. https://doi.org/10.1002/jso.21797. 

[12] Hanna TP, King WD, Thibodeau S, Jalink M, Paulin GA, Harvey-Jones E, et al. Mortality due 

to cancer treatment delay: systematic review and meta-analysis. BMJ 2020;371:m4087. 

https://doi.org/10.1136/bmj.m4087. 

[13] Rich NE, John B V., Parikh ND, Rowe I, Mehta N, Khatri G, et al. Hepatocellular carcinoma 

demonstrates heterogeneous growth patterns in a multi�center cohort of patients with 

cirrhosis. Hepatology 2020:hep.31159. https://doi.org/10.1002/hep.31159. 

[14] Cheng SJ, Freeman RB, Wong JB. Predicting the probability of progression-free survival in 

patients with small hepatocellular carcinoma. Liver Transplant 2002;8:323–8. 

https://doi.org/10.1053/jlts.2002.31749. 

[15] Mehrara E, Forssell-Aronsson E. Analysis of inter-patient variations in tumour growth rate. 

Theor Biol Med Model 2014;11. https://doi.org/10.1186/1742-4682-11-21. 

[16] Kay K, Dolcy K, Bies R, Shah DK. Estimation of Solid Tumor Doubling Times from 

Progression-Free Survival Plots Using a Novel Statistical Approach. AAPS J 2019;21. 

https://doi.org/10.1208/s12248-019-0302-5. 

[17] Nalley C. Navigating the COVID-19 Pandemic as an Oncology Nurse. Oncol Times 

2020;42:11. https://doi.org/10.1097/01.cot.0000661864.55789.d7. 

[18] Paterson C, Cert LTA P, Gobel B, Ò A, Gosselin T, Haylock PJ, et al. Oncology Nursing 

During a Pandemic: Critical Reflections in the Context of COVID-19 2020. 

https://doi.org/10.1016/j.soncn.2020.151028. 

Jo
urn

al 
Pre-

pro
of



 24 

[19] Debes JD. Virtual empathy and liver cancer. Liver Int 2020;40:2571–2571. 

https://doi.org/10.1111/liv.14576. 

[20] D’Alessio A, Personeni N, Pressiani T, Bozzarelli S, Smiroldo V, Simonelli M, et al. 

COVID�19 and liver cancer clinical trials: Not everything is lost. Liver Int 2020;40:1541–4. 

https://doi.org/10.1111/liv.14532. 

[21] Waterhouse DM, Harvey RD, Hurley P, Levit LA, Kim ES, Klepin HD, et al. Early Impact of 

COVID-19 on the Conduct of Oncology Clinical Trials and Long-Term Opportunities for 

Transformation: Findings From an American Society of Clinical Oncology Survey. JCO Oncol 

Pract 2020;16:417–21. https://doi.org/10.1200/op.20.00275. 

[22] Akl EA, Blazic I, Yaacoub S, Frija G, Chou R, Appiah JA, et al. Use of Chest Imaging in the 

Diagnosis and Management of COVID-19: A WHO Rapid Advice Guide. Radiology 

2020:203173. https://doi.org/10.1148/radiol.2020203173. 

 

Tables 

Table 1. Distribution of the percentage of centres by continent included in the analysis  
 

Continent 
Centres 

% 

Europe 73.7 

South America 17.1 

North America 5.3 

Asia 2.6 

Africa 1.3 
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Table 2. Description of the criteria used for testing SARS-CoV-2 infection in Clinical 
Practice reported by the different centres  
 

* COVID-19 before invasive procedures. 
 
 
Table 3. Description of the criteria used for delaying visits in the clinical trials setting 
reported by the different centres  
 

Criteria Centres 
n (%) 

Number of centres which answer this part of 
the survey (n) 

69 

Number of centres which answer ‘yes’ this 
part of the survey (n) 

20 (29.9%) 

Age 9 (35.5%) 

Comorbidities 11 (45.8%) 

Tumour stage 6 (25%) 

Clinical Trial phase 6 (25%) 

Treatment line (first therapy vs treatment of 
recurrence / progression) 

8 (33.3%) 

Patient address and distance from hospital  10 (41.7%) 
 
 
 
 
 

Criteria for testing   
SARS-CoV-2 infection 

Before any pre-planned 
patient admission for 
liver cancer treatment  

 
Before doing an 

outpatient visit for liver 
cancer treatment  

 
Number of centres which answer 
this part of the survey (n) 

58/76 centres 16/76 centres 

SARS-CoV-2 infection clinical 
suspicion  

35 (57.4%)   13 (81.3%) 

Pulmonary infiltrates suggestive 
of COVID-19 by imaging done 
for cancer work-up in otherwise 
asymptomatic patient  

25 (41%) 10 (62.5%) 

COVID-19 screening before 
hospital admission  

47 (77.1%)  9 (56.3%) 

COVID-19 screening before 
treatment indication  

22 (36.1%)  7 (43.8%) 

Others 9 (14.8%) * 1 (6.3%) * 
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Figures Legends 
 
 
Figure 1. Areas in which pre-pandemic clinical practices were modified expressed as 
percentages. 
 
Grey bars represent the centres´ percentage that had to modify the clinical practice in the main 
areas mentioned in the figure´s left part.  
 
 
Figure 2. Criteria used to maintain pre-defined schedules of diagnostic and staging 
procedures. 
 
Grey bars represent the percentage of centres that used each of the criteria mentioned in the 
figure´s left part to maintain pre-defined schedules of diagnostic and staging procedures. 
 
 
Figure 3. Criteria used to maintain the therapy schedule unaltered. 
 
Grey bars represent the percentage of centres that used each of the criteria mentioned in the 
figure´s left part to maintain the therapy schedule unaltered.   
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Highlights. 

• The COVID-19 pandemic had a worldwide impact in liver cancer management. 

• The screening program were modified or cancelled in 80.9% of the centres. 

• All but systemic treatments were cancelled or delayed in almost all centres. 

• Phone call visits were the tool for patients` follow-up during the first wave.  

• The role of the nurses was key to maintain clinical practice and clinical trials  
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