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Detection and management of suspected or diagnosed COVID- 19 cases

Until the end of the health emergency state (115 days,) RT-PCR determinations were conducted in 753 patients (Figure 2). Two positive patients were diagnosed during hospitalization: they had tested negative prior to being admitted, developed clinical symptoms 7 to 10 days later, and were retrospectively found to have been in contact with positive persons prior to hospitalization. Four other tests were found to be false positive. In addition, 12 patients were considered as likely to be infected on the association of symptoms and suggestive CT-scan but none of them presented positive RT-PCR. All these 18 patients were transferred to COVID-19 designated hospitals for infection management and possible cancer treatments. Three of these 18 patients died, the deaths of two in terminal phase of their cancer being rapidly expected.  
In parallel, 1,184 RT-PCR tests were performed in 936 employees (Figure 2) (Medical doctors (19%); Nursing staff (53%); other employees (28%). Thirty-two (3.4%) of them were RT-PCR positive. They were tested for suggestive symptoms (N=11), for being in close contact with positive people (N=20) or both (N=1). Overall, these contaminated members of the staff represent less than 1.8% of the total population working on the hospital site. In all situations, intensive testing of all potential contacts and eviction of positive people for 2 weeks successfully limited the diffusion. Of the 32 positive individuals, only two were hospitalized, one of whom in ICU for ARDS. Both recovered. Most positive cases (N=17) were isolated cases with evidence or high suspicion of external contamination, while half were found in two clusters (service cleaning company: N= 6 (Symptomatic: N=1; Contact: N=5) and medical outpatient department (OPD): N=9 (Symptomatic: N=2; Contact: N=7). In the latter situation, it seems clear that a lack of social distancing and protective measures during work-pause periods, as well as the exiguity of spaces have contributed to the spreading out of the infection. This led us also to subsequently increase the patient care space to limit the risk of contact by remodeling some office spaces into care facilities.  

Unscheduled hospitalization

In the same period of time, bed capacity for non-scheduled hospitalization became an issue more pressing than usual because of the risk presented by COVID-19 infection. Since our hospital usually runs with a near full occupancy, non-scheduled hospitalizations routinely occur in 7 dedicated beds available from 8 am to 6 pm, 5 days a week, where patients are checked before discharge or hospitalization. At the time of our study, those beds were made available 24/7, to allow for sorting patients based on their COVID-19 status, in order to prevent hospitalization of COVID-19-positive patients in our hospital. Because of the delay to get results, patients might have needed to stay in this facility more than 24 hours, which led to overcrowding, and subsequent increase in the number of beds 17, according to needs. This also resulted in reassignment of medical and nursing staff from their usual ward to this task.

Medical outpatient department occupancy

[bookmark: _GoBack]Every day, up to 200 patients are usually seen in the medical OPD. With the purpose to limit their visit to the hospital and the potential contamination risk, modifications of some treatment procedures were introduced. When appropriate, intravenous treatments were switched to oral drugs, and the frequency of cycles was delayed from 7 to 10 days. Identically, the frequency of standard patient monitoring after intensive treatment or cellular therapy was reduced. Other such general recommendations were issued. Although this was a general orientation, decisions were taken on a patient-per-patient basis, with an evaluation of the risk-benefit. This led to a 24% weekly activity decrease during this period of time, facilitating the flow of patients in a usually overcrowded facility.


Cellular Therapy

Both French and international cellular therapy societies rapidly elaborated strict recommendations: postponing of transplants as much as possible, freezing of all allogeneic grafts, delay of 3 weeks before using a frozen graft after harvest. In addition, a significant proportion of transplants are carried out from an unrelated or a family donor not living in our area. When airplanes were grounded, it became technically highly difficult to carry-out such transplants. We had the experience of a graft harvested in Poland that had to be brought to Marseille by cars from 3 different transport companies, crossing 2 closed borders in a hazardous 36-hour journey. Other factors, as quoted for surgery activity, also contributed to the decrease in activity: patients were reluctant to be subjected to these risky procedures during that uncertain time. A substantial, but difficult to predict, proportion of patients require ICU resources after transplant: within the ‘ICU non-occupancy’ strategy we were committed to, performing a hazardous procedure was a real issue.


