
Non-muscle-invasive Bladder Cancer 

 

 

Recommendations from the EAU NMIBC Guidelines Panel applicable during the COVID-19 pandemic 
 

Diagnosis 
Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months  

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely  

Clinical harm (progression, 
metastasis, anaemia related 
problems) and (cancer 
related) deaths very likely if 
postponed > 6 weeks  

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 1 3 3 3 

COVID-
recommendation 

Defer by 6 months Diagnose before end of 3 months Diagnose within < 6 weeks Diagnose within < 24 h 

   
 

 US and CT-IVU in patients 
with visible (macroscopic) 
haematuria 

 Cystoscopy in patients 
with visible (macroscopic) 
haematuria without clots 
(It should be abandoned in 
cases with unequivocal 
lesion on US or CT-IVU. In 
such a situation we should 
proceed immediately to 
TURB) 

TURB in patients with visible 
(macroscopic) haematuria and 
clot retention requiring bladder 
catheterisation 
 
 
 

Treatment 
Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely 

Clinical harm (progression, 
metastasis, anaemia related 
complications) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 3 3 3 3 



Non-muscle-invasive Bladder Cancer 

 

 

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 

Transurethral 
resection of the 
bladder and 2nd 
TURB 

 TURB in patients with small 
papillary recurrence/s  

 (< 1 cm) and history of Ta/1 
low grade tumour* 

 2nd TURB in patients with 
visibly complete initial TURB 
of T1 lesion with muscle in 
the specimen** 

 
 
 

TURB in patients with any 
primary tumour or recurrent 
papillary tumour > 1cm and 
without haematuria or without 
history of high-risk (HG) NMIBC 
 
 

 TURB in patients with 
bladder lesion and  
intermittent macroscopic 
haematuria or history of 
high-risk NMIBC 

 2nd TURB in patients with 
visibly residual tumour 
after initial resection and 
large or multiple T1HG at 
initial resection without 
muscle in the specimen 

TURB in patients with 
macroscopic haematuria with 
clot retention requiring bladder 
catheterisation 
 
 

Intravesical 
instillations 

 Early post-operative 
instillation of chemotherapy 
in presumably low or 
intermediate-risk 
tumours*** 

 Intravesical BCG or 
chemotherapy instillations 
in patients with 
intermediate-risk NMIBC*** 

 Intravesical BCG 
immunotherapy with one year 
maintenance in patients with 
high-risk NMIBC 
 
 

 

Radical 
cystectomy 

  Immediate radical cystectomy 
in patients with highest-risk 
NMIBC 

 Early radical cystectomy in 
patients with BCG 
unresponsive tumour or BCG 
failure 

  

*  May be just followed or fulgurated during office cystoscopy. 
**  May be postponed after BCG intravesical instillations. 
*** May be abandoned. 

 



Non-muscle-invasive Bladder Cancer 

 

 

Follow-up 

Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis, loss of renal 
function) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis, loss of renal function) 
possible if postponed 3-4 months 
but unlikely 

Clinical harm (progression, 
metastasis, anaemia related 
complications) and (cancer 
related) deaths very likely if 
postponed >  6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 3 3 3 3 

COVID-
recommendation 

Defer by 6 months Follow-up before end of 3 
months 

Follow-up within < 6 weeks Follow-up within < 24 h 

  Follow-up cystoscopy in 
patients with the history of 
low- or intermediate-risk 
NMIBC without haematuria 

 Upper tract imaging in 
patients with the history of 
high-risk NMIBC 

Follow-up cystoscopy in patients 
with the history of high-risk 
NMIBC without haematuria 

Follow-up cystoscopy in 
patients with NMIBC and 
intermittent haematuria 
 

Cystoscopy or TURB in patients 
with visible (macroscopic) 
haematuria with clots 

Abbreviations 

BCG = bacillus Calmette-Guérin; CT = computed tomography; HG = high grade; IVU = intravenous urography; LUTS = lower urinary tract symptoms; 
NMIBC = non-muscle-invasive bladder cancer; TURB = transurethral resection of the bladder; US = ultrasound.  
 

 



 

UTUC 

 

 

Recommendations from the EAU UTUC Guidelines Panel applicable during the COVID-19 pandemic 
 

Diagnosis 
Priority category Low Priority Intermediate Priority High priority Emergency 
Definition Clinical harm (progression, 

metastasis) very unlikely if 
postponed 6 months  

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely  

Clinical harm (progression, 
metastasis, anaemia related 
problems) and (cancer 
related) deaths very likely if 
postponed > 6 weeks  

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 3 1 1 3 

COVID-
recommendation 

Defer by 6 months Diagnose before end of 3 months Diagnose within < 6 weeks Diagnose within < 24 h 

   In confirmed UTUC perform a 
urethrocystoscopy to rule out 
bladder tumour**  

 Use diagnostic ureteroscopy 
and biopsy if imaging and 
cytology are not sufficient for 
the diagnosis and/or risk-
stratification of the tumour* 

 Perform a computed 
tomography (CT) 
urography 

 Consider not using 
diagnostic URS for 
unequivocal lesions 
suggestive of high-risk 
UTUC*** 

Perform CT-urography in 
patients with visible 
(macroscopic) haematuria, 
associated with clot 
retention and drop in 
haemoglobin 
 

*      Consider to rely on imaging / cytology for risk stratification.  
**    May be temporarily postponed to the post-operative course. 
*** The definitions of low- and high-risk UTUC may be found in the extended text of guidelines. 

Treatment 
Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely 

Clinical harm (progression, 
metastasis, anaemia related 
complications) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 1 3 3 3 

COVID- Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 



 

UTUC 

 

 

recommendation 

  Offer peri-operative 
chemotherapy to patients 
with muscle-invasive UTUC* 

 Deliver a post-operative 
bladder instillation of 
chemotherapy to lower the 
intravesical recurrence 
rate** 

Offer kidney-sparing 
management as primary 
treatment option to patients with 
low-risk tumours*** 
 
In metastatic disease: 

 Use cisplatin-containing 
combination chemotherapy 
with GC, MVAC, preferably 
with G-CSF, HD-MVAC with G-
CSF or PCG**** 

 First-line treatment in 
patients unfit for cisplatin 
***** 

 Offer checkpoint inhibitors 
pembrolizumab or 
atezolizumab depending on 
PD-L1 status 

Perform radical 
nephroureterectomy (RNU) in 
patients with high-risk non-
metastatic UTUC****** 
 

 Perform a template-based 
lymphadenectomy in 
patients with muscle-
invasive UTUC 

 Remove the bladder cuff in 
its entirety 

 Offer kidney-sparing 
management to patients 
with solitary kidney and/or 
impaired renal function, 
providing that it will not 
compromise survival. This 
decision will have to be 
made on a case-by-case 
basis with the patient 

 Perform radical 
nephroureterectomy as a 
palliative treatment to 
symptomatic patients (i.e. 
haematuria – clots) with 
resectable locally advanced 
tumours in patients with 
muscle-invasive 
UTUC******* 

 
Metastatic disease: 

 Excruciating pain 

 Spinal compression 

 Brain metastasis and other 
neurological loss of function 

 

*   Peri-operative chemotherapy must be discussed with the potential severe COVID-19 infection in case of neutropenia. 
**  Dependent on the individual local situation and burden of the health care system, may be avoided (cystoscopy at 3-4 months is necessary in 

this case). Postponement for more than 6 weeks makes no sense. 
***   May be temporarily postponed (up to 3 months). 
****   Choose combination cisplatin-gemcitabine + G-CSF (over MVAC). 
*****   The impact of checkpoint inhibitors on COVID-19 outcome is unknown to date. Postpone the treatment for few weeks, whenever possible. 
******                 The definitions of low- and high-risk UTUC may be found in the extended text of guidelines. 
*******  Priority should be based on the type of symptoms to palliate (in case of pain, non-surgical alternative should be prioritised). 

Follow-up 

Priority category Low Priority Intermediate Priority High priority Emergency 



 

UTUC 

 

 

Definition Clinical harm (progression, 
metastasis, loss of renal 
function) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis, loss of renal function) 
possible if postponed 3-4 months 
but unlikely 

Clinical harm (progression, 
metastasis, anaemia related 
complications) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 3 3 3 3 
COVID-
recommendation 

Defer by 6 months Defer by 3 months Follow-up < 6 weeks Follow-up within < 24 h 

 After radical 
nephroureterectomy: 
perform cystoscopy and urinary 
cytology at 6 months 
 
 

 After kidney-sparing 
management in low risk 
tumours tumour: perform 
cystoscopy, CT urography and 
ureteroscopy at 3 months 

 After radical 
nephroureterectomy: 
perform computed 
tomography (CT) urography 
and chest CT at 3 months 

 After kidney-sparing 
management in high-risk 
tumours tumour: perform 
cystoscopy, urinary cytology, 
CT urography, chest CT and 
ureteroscopy at 3 months. 

Any UTUC on systemic 
treatment. Follow up 
should be based on CT 
urography, cystoscopy and 
cytology 

Control of treatment for 
pain, spinal cord compression 
and haematuria 

Abbreviations 

CT = computed tomography; GC = gemcitabine plus cisplatin; G-CSF = granulocyte colony-stimulating factor; HD-MVAC = high-dose methotrexate, vinblastine, 
adriamycin plus cisplatin; PD-L1 = programmed death ligand 1; PCG = paclitaxel, cisplatin, gemcitabine; UTUC = upper tract urothelial cell carcinoma. 

 

 
 



 

Muscle-invasive and Metastatic Bladder Cancer 

 

 

Recommendations from the EAU MIBC Guidelines Panel applicable during the COVID-19 pandemic 
 

Diagnosis 
Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months  

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely  

Clinical harm (progression, 
metastasis, anaemia related 
problems) and (cancer 
related) deaths very likely if 
postponed > 6 weeks  

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 3 3 3 3 

COVID-
recommendation 

Defer by 6 months Diagnose before end of 3 months Diagnose within < 6 weeks Diagnose within < 24 h 

Staging / Imaging   In case MIBC is diagnosed 
staging imaging by f.i. CT 
thorax-abdomen-pelvis should 
not be delayed 

 

Treatment 
Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely 

Clinical harm (progression, 
metastasis, anaemia related 
complications) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 3 3 3 3 

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 

Transurethral 
resection of the 
bladder 

 
 

 
 

In case of suspicion of an 
invasive tumour (identified on 
imaging) perform a TURB 

 



 

Muscle-invasive and Metastatic Bladder Cancer 

 

 

Cystectomy for 
MIBC 

  Offer RC in T2-T4a, N0M0 
tumours  

 

 Once RC is scheduled the 
urinary diversion or organ 
preserving techniques should 
be done as would be planed 
outside this crisis period 

 

 Multimodality bladder sparing 
therapy can be considered for 
selected T2N0M0 patients 

  

Palliative 
cystectomy 

  Consider other alternatives 
such as radiotherapy +/-  
chemotherapy 

In case of intractable 
haematuria with anaemia treat 
with radiotherapy +/-  
chemotherapy 

Neoadjuvant 
chemotherapy 

 Consider omitting 
neoadjuvant chemotherapy 
(NAC) in T2/T3 focal N0M0 
patients. 

 The proven benefit of NAC 
in T2 tumours (which is 
limited), has to be weighed 
against the risks, especially 
in patients with a short ife-
expectancy and patients 
with (pulmonary and 
cardiac) comorbidity. 

 Postpone inclusion in NAC 
trials (ONLY OFFER TO 
CISPLATIN-ELIGIBLE 
PATIENTS) 

 Individualize risk in high 
burden T3/T4 N0M0 patients 
while they are on the waiting 
list (ONLY RELEVANT FOR 
CISPLATINUM-ELIGIBLE 
PATIENTS) 

 



 

Muscle-invasive and Metastatic Bladder Cancer 

 

 

Adjuvant 
chemotherapy 

  Offer adjuvant cisplatin-based 
combination chemotherapy to 
patients with pT3/4 and/or 
pN+ disease if no NAC has 
been given 

 

Chemoradiation   Chemoradiation should be 
offered to improve local 
control in cases of inoperable 
locally advanced tumours 

 In patients with clinical T4 or 
clinical N+ disease (regional), 
radical chemoradiation can be 
offered accepting that this 
may be palliative rather than 
curative in outcome 

  

Supportive care    Acute renal failure for locally 
advance bladder cancer: treat 
with nephrostomy at 
ambulatory setting 
Bleeding with haemodynamic 
repercussion: consider 
embolisation or haemostatic RT                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                          

Metastatic 
disease: 
First-line therapy 

  Assess risk and benefit 
individually in each patient. 
Asymptomatic patients with 
low disease burden can in 
selected cases postpone start 
of treatment e.g. 8-12 weeks 
under clinical surveillance 

 Use cisplatin-containing 
combination chemotherapy 
with GC, MVAC, preferably 

 In symptomatic metastatic 
patients the benefit of 
treatment is likely higher 
than the risk. Supportive 
measures such as use of 
GCSF should be considered 

 Use cisplatin-containing 
combination 
chemotherapy with GC, 
MVAC, preferably with G-

 



 

Muscle-invasive and Metastatic Bladder Cancer 

 

 

with G-CSF, HD-MVAC with G-
CSF or PCG 

 Offer checkpoint inhibitors 
pembrolizumab or 
atezolizumab depending on 
PD-L1 status 

CSF, HD-MVAC with G-CSF 
or PCG 

 Offer checkpoint inhibitors 
pembrolizumab or 
atezolizumab depending 
on PD-L1 status 

Metastatic 
disease:  
Second-line 
therapy 

 Offer checkpoint inhibitor 
pembrolizumab to patients 
progressing during, or after, 
platinum-based combination 
chemotherapy for metastatic 
disease. Alternatively, offer 
treatment within a clinical trial 
setting 

  

Post-operative 
chemotherapy 
 
Surgery after 
partial or 
complete 
response 

 In case of limited OR time only 
consider surgery after a 
favourable response to 
chemotherapy, and if there are a 
max of 2 lesions and no 
unfavourable site.  

  

Follow-up 

Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis, loss of renal 
function) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis, loss of renal function) 
possible if postponed 3-4 months 
but unlikely 

Clinical harm (progression, 
metastasis, anaemia- related 
complications) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of  evidence 3 3 3 3 

COVID-
recommendation 

Defer by 6 months Follow-up before end of 3 
months 

Follow-up within < 6 weeks Follow-up within < 24 h 



 

Muscle-invasive and Metastatic Bladder Cancer 

 

 

Routine checking 
after radical 
cystectomy 

Extend follow-up periods to 6 
months 

   

Abbreviations 

CT = computed tomography; GC = gemcitabine plus cisplatin; G-CSF = granulocyte colony-stimulating factor; HD-MVAC = high-dose 
methotrexate, vinblastine, adriamycin plus cisplatin; MIBC = muscle-invasive bladder cancer; NAC = neoadjuvant chemotherapy; PD-L1 = programmed death 
ligand 1; PCG = paclitaxel, cisplatin, gemcitabine; RC = radical cystectomy; RT = radiotherapy; TURB = transurethral resection of the bladder.  

 

 



Prostate Cancer 

 

 

Recommendations from the Prostate Cancer Guidelines Panel applicable during the COVID-19 pandemic 
 

Screening and early detection 

Priority category Low Priority Intermediate Priority High priority Emergency 

 Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely  

Clinical harm (progression, 
metastasis) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 2    

COVID-
recommendation 

Defer by 6 months Diagnose before end of 3 months Diagnose within < 6 weeks Diagnose within < 24 h 

 To be postponed until the end 
of the pandemic (at least as long 
as the confinement is ongoing) 

   

Diagnostic evaluation^ 

Priority category Low Priority Intermediate Priority High priority Emergency 

 Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely  

Clinical harm (progression, 
metastasis) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 1 3 3 3 

COVID-
recommendation 

Defer by 6 months Diagnose before end of 3 months Diagnose within < 6 weeks Diagnose within < 24 h 

Benign feeling 
gland, PSA < 10 
ng/ml 

Upfront pre-biopsy mpMRI if 
resources allow then biopsy. If 
not, defer biopsy until after 
COVID 

   

Abnormal DRE or 
PSA ≥10 ng/ml 

Upfront pre-biopsy mpMRI if 
resources allow 

Biopsy without MRI Biopsy without MRI if locally 
advanced or highly 
symptomatic  

 

Symptoms of 
metastasis 

   Stage using CT and/or 
bone scan.  

 



Prostate Cancer 

 

 

 Commence ADT if 
radiological evidence of 
metastatic prostate cancer  

 Biopsy can be postponed 

Impending spinal 
cord 
compression 

   Immediate treatment if 
diagnosis is clear on basis of PSA 

and imaging* 

^ The decision whether to proceed with further diagnostic or staging work-up is guided by which treatment options are available to the patient, taking the 
patient’s life expectancy into consideration. Diagnostic procedures that will not affect the treatment decision must be avoided. During the ongoing 
pandemic, the need for further work-up must be balanced against the increased risk for a patient to visit the hospital. 

* Depending of the local situation, discuss decompressive surgery (if needed) or upfront EBRT on top of systemic treatment. 

Treatment of localised prostate cancer: low risk 

Priority category Low Priority Intermediate Priority High priority Emergency 

 Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely  

Clinical harm (progression, 
metastasis) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 3    

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 

Active 
surveillance 

 Postpone confirmatory 
rebiopsy as well as DRE 

 PSA can be postponed for up 
to 6 months 

   

Active treatment Postpone it and patients should 
be encouraged to have 
treatment deferred for 6-12 
months 

   

Treatment of localised prostate cancer: intermediate risk 

Priority category Low Priority Intermediate Priority High priority Emergency 

 Clinical harm (progression, 
metastasis) very unlikely if 

Clinical harm (progression, 
metastasis) possible if postponed 

Clinical harm (progression, 
metastasis) and (cancer 

Life-threatening situation or 
opioid-dependent pain 



Prostate Cancer 

 

 

postponed 6 months 3-4 months but unlikely  related) deaths very likely if 
postponed > 6 weeks 

Level of evidence  3   

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 

Active 
surveillance 
(G3+4) 

 DRE and repeated biopsy when 
medical resources allow 

  

RP   It can be postponed until after 
pandemic 

 Do NOT use neoadjuvant ADT 

  

EBRT   Use moderate 
hypofractionation (20x3 Gy) 
starting with neoadjuvant ADT 
that might be prolonged for 
up to 6 months 

 Avoid invasive procedures 
such as fiducial insertion 
and/or rectal spacers 

  

Brachytherapy to postpone or to consider an 
alternative modality (invasive 
procedures carry a higher risk of  
COVID-19 transfer) 

   

Treatment of localised prostate cancer: high risk 

Priority category Low Priority Intermediate Priority High priority Emergency 

 Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely  

Clinical harm (progression, 
metastasis) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence  3   

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 



Prostate Cancer 

 

 

RP  Postpone until after pandemic. If 
patient anxious consider ADT + 
EBRT 

  

EBRT   Use immediate neoadjuvant 
ADT up to 6 months followed 
by EBRT and long term ADT  

 Do not use fiducials or spacers 

  

Treatment of locally advanced prostate cancer (including cN1) 

Priority category Low Priority Intermediate Priority High priority Emergency 

 Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely  

Clinical harm (progression, 
metastasis) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence   2  

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 

RP    Do not use neoadjuvant 
ADT to postpone RP 

 Consider long term ADT + 
EBRT as an alternative to 
surgery 

 

EBRT    Start immediate 
neoadjuvant ADT if 
symptomatic, followed by 
EBRT 6-12 months later 

 Avoid invasive procedures 
such as fiducial insertion 
and/or rectal spacers 

 

Follow-up after treatment with curative intent^ 

Priority category Low Priority Intermediate Priority High priority Emergency 

 Clinical harm (progression, 
metastasis) very unlikely if 

Clinical harm (progression, 
metastasis) possible if postponed 

Clinical harm (progression, 
metastasis) and (cancer 

Life-threatening situation or 
opioid-dependent pain 



Prostate Cancer 

 

 

postponed 6 months 3-4 months but unlikely  related) deaths very likely if 
postponed > 6 weeks 

Level of evidence 3 3   

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 

Persistently 
elevated PSA 

Postpone PET imaging until the 
pandemic is solved 

If a treatment is deemed 
necessary, start ADT and 
postpone further work-up and 
potential EBRT later 

  

PSA relapse after 
local treatment 

Defer images until after the 
pandemic for those with a  PSA 
relapse 

 After RP: offer salvage EBRT 
for patients with EAU High-
risk BCR if it is available. If not 
consider ADT with EBRT after 
the pandemic 

 After EBRT: If salvage is 
needed, offer ADT initially if 
the PSA DT is < 12 months 

  

^ During the pandemic, offer telemedicine as often as possible. This should be considered as standard provided the patient has no unexplained complication 
from treatment. Only patients in absolute need for clinical exam should have it. Indeed, it may well be possible to postpone for some months physical 
assessment and use telemedicine interview. 

Treatment of metastatic hormone sensitive prostate cancer (mHSPC) 

Priority category Low Priority Intermediate Priority High priority Emergency 

 Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely  

Clinical harm (progression, 
metastasis) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 3  2  

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 

 For men with low volume 
metastatic disease when ADT + 
prostate EBRT is considered, 

 Offer immediate systemic 
treatment* to M1 patients 
(alphabetic order: abiraterone 

 



Prostate Cancer 

 

 

postpone EBRT, until the 
pandemic is no longer a major 
threat 

acetate plus prednisone or 
apalutamide or enzalutamide) 

* SOC is ADT + something (alphabetic order: abiraterone acetate plus prednisone or apalutamide or enzalutamide, or docetaxel). 
* Avoid ADT combined with docetaxel based on the risk of neutropenia and frequent hospital visits during the pandemic – The use of abiraterone acetate 

with 5 mg prednisone daily might be reconsidered (steroid use). 

Treatment of  metastatic castration-resistant prostate cancer (mCRPC)^ 

Priority category Low Priority Intermediate Priority High priority Emergency 

 Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely  

Clinical harm (progression, 
metastasis) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence   2  

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 

First line   Treat patients with mCRPC 
with life-prolonging agents. 
Base the choice of first-line 
treatment on the performance 
status, symptoms, 
comorbidities, location and 
extent of disease, patient 
preference, and on the 
previous treatment for 
hormone-sensitive metastatic 
PCa (HSPC) as well as use of 
medical resources and specific 
risk during the COVID-19 
pandemic* 

 

* Chemotherapy should be avoided as much as possible. If absolutely needed: docetaxel 75 mg/m² should be given 3-weekly with systematic G-CSF to avoid 
a higher number of visits or with 50 mg/m² every 2 weeks. Cabazitaxel 20 mg/m² with systematic GCSF should be given if indicated and no other treatment 
option is available. Sipuleucel T should not be used (medical resources needed) – Abiraterone + Pred 10 mg / daily might be reconsidered (steroid use). 



Prostate Cancer 

 

 

Abbreviations 

ADT = androgen deprivation therapy; DT = computed tomography; DRE = digital rectal examination; DT = doubling time; EBRT = external beam radiation 
therapy; G-CSF = granulocyte-colony stimulating factor; mpMRI = multiparametric magnetic resonance imaging; PCa = prostate cancer; PET = positron 
emission tomography; Pred = prednisone; PSA = prostate-specific antigen; RP = radical prostatectomy.  

 

 
 



 

Renal Cell Carcinoma 

 

 

Recommendations from the EAU RCC Guideline Panel applicable during the COVID-19 pandemic 
 

Diagnosis 
Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis, loss of renal 
function) very unlikely if 
postponed 6 months  

Clinical harm (progression, 
metastasis, loss of renal function) 
possible if postponed 3 months 
but unlikely  

Clinical harm (progression, 
metastasis) and (cancer 
related) deaths very likely if 
postponed > 6 weeks  

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 1 3 3 3 

COVID-
recommendation 

Defer by 6 months Diagnose before end of 3 months Diagnose within < 6 weeks Diagnose within < 24 h 

  Cross-sectional diagnostic 
and staging imaging for all 
renal tumours < 4 cm 
suspected on ultrasound 

 Renal mass biopsy for all 
cT1a tumours (small renal 
masses < 4 cm) cN0 cM0  

 Cross sectional imaging for 
complex cysts irrespective of 
size on ultrasound 

Cross-sectional diagnostic and 
staging imaging for all renal 
tumours > 4 - < 7 cm suspected 
on ultrasound 

 Staging for clinically 
advanced or suspected 
metastatic renal cancer 

 Renal mass biopsy to 
establish subtype for 
systemic therapy in 
metastatic IMDC 
intermediate- and poor-
risk patients 

 Adequate cross-sectional 
imaging to diagnose 
thrombus level in 
suspected advanced RCC 
with IVC thrombi $ 

 Visible (macroscopic) 
haematuria with clot 
retention 

 Suspected bowel 
obstruction in conjunction 
with a known history of 
renal mass 

 Excruciating pain in 
conjunction with a known 
history of renal mass 

 Spinal cord compression in 
conjunction with a known 
history of renal mass 

* Some patients with kidney cancer are octogenarians and older. They may require ITU support based on frailty and comorbidity. In case of low resources but 
competing high-priority cases preference should be given to younger patients not requiring ITU support. In addition old age and frailty are risk factors for 
community or hospital acquired COVID-19.  

$ Some patients with IVC thrombi (level 3-4) may require cardiovascular bypass and ITU support. In case of low resources but competing high-priority cases 
preference should be given to patients not requiring ITU support. 

Treatment of locally confined or advanced but non-metastatic RCC 
Priority category Low Priority Intermediate Priority High priority Emergency 
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Definition Clinical harm (progression, 
metastasis, loss of renal 
function) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis, loss of renal function) 
possible if postponed 3 months 
but unlikely 

Clinical harm (progression, 
metastasis) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 1 3 3 3 

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 

  All cT1a tumours (small 
renal masses < 4 cm) cN0 
cM0  

 Bosniak III cysts irrespective 
of size1 

 Treatment of AML 
(embolisation, ablation) > 4 
cm2,3 

 Participation in neoadjuvant 
or adjuvant trials 

All cT1b-cT2a cN0 cM0 
asymptomatic RCC* 
 
 
 

 Clinically advanced RCC, 
cT2b-4, cN0-cN1 cM0* 

 Advanced RCC with IVC 
thrombi Novick level 1-4$ 

 Or other, if symptomatic 
 
 
 
 

Actively bleeding symptomatic 
renal mass: 

 Try embolisation first.  

 Surgical intervention only 
if embolisation not 
successful or not available 

 
 

* Some patients with kidney cancer are octogenarians and older. They may require ITU support based on frailty and comorbidity. In case of low resources but 
competing   high-priority cases preference should be given to younger patients not requiring ITU support. In addition old age and frailty are risk factors for 
community or hospital acquired COVID-19.  

$ Some patients with IVC thrombi (level 3-4) may require cardiovascular bypass and ITU support. In case of low resources but competing high-priority cases 
preference should be given to patients not requiring ITU support. 

References 

1.  Chandrasekar T, et al. Urol. 2018 Mar;199(3):633-640. Natural History of Complex Renal Cysts: Clinical Evidence Supporting Active Surveillance.  
2.  Bhatt JR, et al. Eur Urol. 2016 Jul;70(1):85-90. Natural History of Renal Angiomyolipoma (AML): Most Patients with Large AMLs >4cm Can Be Offered 

Active Surveillance as an Initial Management Strategy. 
3.  Fernández-Pello S, et al. Eur Urol Oncol. 2020 Feb;3(1):57-72. Management of Sporadic Renal Angiomyolipomas: A Systematic Review of Available 

Evidence to Guide Recommendations from the European Association of Urology Renal Cell Carcinoma Guidelines Panel. 

Treatment of metastatic RCC 
Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis, loss of renal 

Clinical harm (progression, 
metastasis, loss of renal function) 

Clinical harm (progression, 
metastasis) and (cancer 

Life-threatening situation or 
opioid-dependent pain 
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https://www.ncbi.nlm.nih.gov/pubmed/31171501
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function) very unlikely if 
postponed 6 months 

possible if postponed 3 months 
but unlikely 

related) deaths very likely if 
postponed > 6 weeks 

Level of evidence 3 1-3 3 3 

COVID-
recommendation 

Defer by 6 months*** Treat before end of 3 months* Treat within < 6 weeks** Treat within < 24 h 

 Synchronous mRCC:  
Cytoreductive nephrectomy and 
in asymptomatic patients with 
oligometastatic disease and 
IMDC favourable risk, 
metastasectomy or other forms 
of focal therapy  
 
Metachronous mRCC: 
Oligometastatic asymptomatic 
metastases in IMDC favourable 
risk* 
 
 

Non-progressing asymptomatic 
metastatic RCC in IMDC 
favourable and intermediate risk  
 
  
[Consider surveillance rather than 
VEGF-targeted therapy for 
some*] 
 

Progressive metastatic RCC 
irrespective of IMDC risk 
 
[Consider starting on VEGFR-
TKI rather than immune 
checkpoint inhibitor 
therapy**] 
 
 
 
 
 

 Actively bleeding renal 
mass with symptoms: Try 
embolisation first. Surgical 
intervention only if 
embolisation not 
successful or not available. 

 Spinal cord compression in 
conjunction with mRCC 

 Central or peripheral 
nervous system disorders 
suggestive of symptomatic 
brain metastases 

 Serious adverse events 
related to systemic 
treatment 

*            An initial “wait and see” strategy with re-imaging in 3 months is feasible in favourable- and intermediate- IMDC risk  patients with asymptomatic 
mRCC. 

              Reference: Rini BI, et al. Lancet Oncol. 2016 Sep;17(9):1317-24. Active surveillance in metastatic renal-cell carcinoma: a prospective, phase 2 trial. 
**          Treatment with systemic therapy will be dependent on the stage of the pandemic within a particular region and the state/functionality of healthcare 

resources. Starting immune combination therapy has a significant chance of admission and/or steroid use1. Therefore there is uncertainty around 
increased complications of COVID-19 infection in this population. Starting treatment with VEGF-targeted therapy appears attractive as an alternative 
in some situations. It also negates the risk associated with IV infusions which are hospital based.  Patients established on immune therapy may 
interrupt doses if the risk of breaking self-isolation is high. Patients on VEGF and immune combinations may have the immune therapy withheld for 
short periods during periods where the pandemic is not well controlled.  

              Reference: Motzer RJ, et al; CheckMate 214 Investigators. N Engl J Med. 2018 Apr 5;378(14):1277-1290. Nivolumab plus Ipilimumab versus Sunitinib 
in Advanced Renal-Cell Carcinoma.  

***       Surgery for asymptomatic metastatic disease is controversial irrespective of the COVID-19 pandemic. There needs to be clear justification for this to 
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occur. during the pandemic. Multidisciplinary team discussion is essential. Risk-benefit ratio is high without randomised data.  

Follow-up of RCC 
Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis, loss of renal 
function) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis, loss of renal function) 
possible if postponed 3 months 
but unlikely 

Clinical harm (progression, 
metastasis) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 1 3 3 3 

COVID-
recommendation 

Defer by 6 months Follow-up before end of 3 
months 

Follow-up within < 6 weeks Follow-up within < 24 h 

 All non-metastatic low- and 
intermediate risk RCC patients 
following radical nephrectomy, 
partial nephrectomy, thermal 
ablation or active 
surveillance*,1,2 
 

 All non-metastatic high-risk 
RCC patients following radical 
nephrectomy and partial 
nephrectomy  

 All asymptomatic metastatic 
RCC patients who stopped 
medical therapy or those that 
have been on therapy for > 1 
year3 

 Patients on systemic therapy/ 
or in adjuvant trials, 
preferably according to 
protocol 

Asymptomatic metastatic RCC 
patients on systemic 
treatment 
 
 
 
 

 Actively bleeding renal 
mass with symptoms after 
embolisation. 

 Any emergency treatment 
as above 

 Symptomatic metastatic 
RCC  

 

*Prospective active surveillance studies and RECUR database analyses suggest that deferring follow-up in this group by 6 months is safe1.  

References 
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American Society of Clinical Oncology Clinical Practice Guideline. 
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Abbreviations 
AML = Angiomyolipoma; IMDC = International Metastatic RCC Database Consortium; ITU = intensive care Unit; LE = Oxford level of evidence; LE 1 = based on 
several prospective studies; LE 3 = based on retrospective cohort studies; mRCC = metastatic renal cell carcinoma; URS = ureterorenoscopy; IVC = inferior vena 
cava; TKI = tyrosine kinase. inhibitors; VEGF = vascular endothelial growth factor.  
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Recommendations from the EAU Testicular Cancer Guidelines Panel applicable during the COVID-19 pandemic 
 

Diagnosis and initial treatment  
Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months  

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely  

Clinical harm (progression, 
metastasis) and (cancer related) 
deaths likely if postponed > 6 
weeks  

Clinical harm (progression, 
metastasis) and cancer related 
deaths if postponed > 6 weeks 
or life-threatening situation  

Level of evidence 2   2 - clinical principle 

COVID-
recommendation 

Defer by 6 months Diagnose before end of 3 months Diagnose within < 6 weeks Diagnose within < 24 h 

 •  Biopsy of the contralateral 
testis to patients with TC 
(testicular cancer) and at 
high-risk for contralateral 
germ cell neoplasia in situ (if 
not done during contralateral 
orchidectomy)  

 Sperm banking for those 
patients that do not need 
adjuvant, chemo or  
radiotherapy (in patients 

scheduled for adjuvant 
treatment this should be done 
prior to starting  treatment)   
There is currently no 
evidence for vertical 
transmission of COVID-19. 
However, patients may be 
offered testing at their 
discretion at the time of 
performing standard 

  •  Bilateral testicular 
ultrasound (US) in all 
patients with suspicion of 
TC 

•  Physical examination 
including supraclavicular, 
cervical, axillary and 
inguinal lymph nodes, 
breast and testicles 

•  Serum tumour markers 
before and after 
orchiectomy taking into 
account half-life kinetics 

•  Orchidectomy and 
pathological examination 
of the testis (may be 
postponed 2-3 days) 

• Contrast-enhanced CT scan 
(chest, abdomen and 
pelvis) in patients with a 
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serology (i.e. HIV/Hepatitis 
testing) prior to sperm 
cryopreservation.  

diagnosis of TC. In case of 
iodine allergy or other 
limiting factors perform 
abdominopelvic MRI (may 
be postponed awaiting 
pathology result but no 
more than 7 days)  

 Perform MRI of the brain 
(or brain CT if not 
available) in patients with 
multiple lung metastases, 
or high β-hCG values, or 
those in the poor-
prognosis IGCCCG risk 
group (can be postponed 
until CT lungs or marker 
results are available, then 
it is an emergency)  

Management of clinical Stage I testis cancer 
Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely 

Clinical harm (progression, 
metastasis) and (cancer related) 
deaths likely if postponed > 6 
weeks 

Clinical harm (progression, 
metastasis) and cancer related 
deaths if postponed  
> 6 weeks or life-threatening 
situation  

Level of Evidence 2  2  

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 

 Offer active surveillance (AS) to 
patients with seminoma and 
low/risk NGCT (LVI -) CSI *  

  In patients with seminoma 
CSI,  that do not accept AS 
treat with 1 course at AUC 7 
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of carboplatin** 
  

 In patients with low-risk 
NSGCT CSI not willing or 
unsuitable to undergo AS 
treat with one cycle of BEP 
(Treat with G-CSF and 
discuss in multidisciplinary 
team**) 

 

 In LVI+ patients with CSI-  
NSCGT  treat with one 
course of BEP if they are not 
willing to accept AS (Treat 
with G-CSF and discuss in 
multidisciplinary team**) 

 

 Primary nerve-sparing 
RPLND only in CSI - NSGCT 
patients with 
contraindication to adjuvant 
chemotherapy and unwilling 
to accept AS (LE 1b), or in 
those with teratoma with 
somatic-type malignancy  

 

*   Active surveillance is the first choice of management in CSI testicular cancer during COVID-19.  
** In spite of the lack of evidence on the association of bleomycin with severe lung COVID disease, bleomycin should be avoided when possible and 

hematopoietic growth factors (G-CSF) to diminish the incidence of neutropenia and infection should be offered to ALL patients with germ cell tumour 
(GCT) receiving chemotherapy. 

Management of metastatic testis cancer  
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Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis,) possible if postponed 
3-4 months but unlikely 

Clinical harm (progression, 
metastasis) and (cancer 
related) deaths likely if 
postponed > 6 weeks 

Clinical harm (progression, 
metastasis) and cancer related 
deaths if postponed > 6 weeks 
or life-threatening situation 

Level of Evidence   2 1-2 

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 

   
 

 In clinical stage IIA 
seminoma offer 
radiotherapy or 
chemotherapy considering 
the risks of any option* 

 

 In stage IIA/B NSGCT 
without marker elevation, 
exclude marker negative 
embryonal carcinoma by 
obtaining histology by 
either RPLND or biopsy. If 
not possible, repeat 
staging after six weeks 
before making a final 
decision on further 
treatment (clinical 
principle)   

 

 Perform post-
chemotherapy RPLND of 

 Treat seminoma clinical 
stage IIB with chemotherapy 
according to good 
prognostic group (3x BEP); 
consider the radiotherapy as 
alternative depending on 
availability  (LE 2) (Patients 
in a good general condition 
may delay the initiation of 
treatment for 7 days)* 

 

 Treat seminoma stage  
≥ IIC with primary 
chemotherapy based on the 
same principles used for 
NSGCT (LE 2) (Patients in a 
good general condition may 
delay the initiation of 
treatment for 7 days)* 

 

 Treat low-volume NSGCT 
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residual masses after 
chemotherapy for NSGCT 
when serum levels of 
tumour markers are 
normal or normalising  

 

 Treat growing teratoma 
with RPLND 

 

stage IIA/B with elevated 
markers like ‘good- or 
intermediate-prognosis’ 
advanced NSGCT, with 3 or 4 
cycles BEP (Patients in good 
general condition may delay 
the initiation of treatment 
for 7 days) 

 

 In metastatic NSGCT with an 
intermediate prognosis, 
treat with 4 cycles of 
standard BEP (Patients in a 
good general condition may 
delay the initiation of 
treatment for7 days)* 

 

 In metastatic NSGCT with a 
poor prognosis, treat with 
one cycle of BEP (or PEI if 
poor lung function), 
followed by tumour marker 
assessment after 3 weeks* 

 

 In a life-threatening 
situation due to extensive 
metastasis, hospitalise and 
commence chemotherapy 
prior to orchidectomy 
(clinical principle)* 
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 In patients with poor-risk, 
hospitalise and commence 
chemotherapy ± 
orchidectomy (clinical 
principle)* 

*    In spite of the lack of evidence on the association of bleomycin with severe lung COVID disease, bleomycin should be avoided when possible and 
hematopoietic growth factors (G-CSF) to diminish the incidence of neutropenia and infection should be offered to ALL patients with germ cell tumour 
(GCT) receiving chemotherapy. 

Follow-up of testis cancer 

Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely 

Clinical harm (progression, 
metastasis) and (cancer 
related) deaths likely if 
postponed > 6 weeks 

Clinical harm (progression, 
metastasis) and cancer related 
deaths if postponed > 6 weeks 
or life-threatening situation 

Level of Evidence  2 2 Clinical principle  

COVID-
recommendation 

Defer by 6 months Follow-up before end of 3 
months 

Follow-up within < 6 weeks Follow-up within < 24 h  

 Metastatic disease after 
adjuvant treatment or  
complete remission: do not 
postpone follow-up beyond 6 
months of the original 
appointment (the mininum 
follow-up schedule is defined in 
the Guidelines)  
 
 

 Seminoma CSI on AS or after 
adjuvant chemotherapy, do 
not postpone follow-up 
beyond 3 months of the 
original appointment (the 
mininum follow-up schedule 
is defined in the Guidelines)  

 

 In non-seminoma CSI on AS, 
do not postpone follow-up 
beyond 3 months of the 
original appointment  (the 

 In seminoma CSI on AS or 
after adjuvant 
chemotherapy,  do not 
postpone any follow-up 
beyond 6 weeks of the 
original appointment (the 
mininum follow-up 
schedule is defined in the 
Guidelines)  

 

 In non-seminoma CSI on 
AS, do not postpone 

 Symptomatic brain 
metastases following 
treatment 

 Post-obstructive polyuria 

 Post-operative bleeding after 
RPLND after discharge and 
symptomatic lymphoceles / 
lymphascitis following 
RPLND 

 Uncontrollable pain or 
metastasis  

 Neutropenia during /after 
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mininum follow-up schedule 
is defined in the Guidelines) 

 

 Metastatic disease after 
adjuvant treatment or  
complete remission, do not 
postpone follow-up beyond 3 
months of the original 
appointment (the mininum 
follow-up schedule is defined 
in the Guidelines) 
 

follow-up beyond 6 weeks 
of the original 
appointment (the mininum 
follow-up schedule is 
defined in the Guidelines) 

 

 In metastatic disease after 
adjuvant treatment or  
complete remission, do 
not postpone follow-up 
beyond 6 weeks of the 
original appointment (the 
mininum follow-up 
schedule is defined in the 
Guidelines) 

chemotherapy and sepsis 
during chemotherapy   

 

Abbreviations 

AS = active surveillance; AUC = area under curve, BEP = cisplatin, etoposide, bleomycin; G-CSF = granulocyte colony-stimulating factor; CS = clinical stage; CT = 
computed tomography;  GCT = germ cell tumour; IGCCCG = International Germ Cell Cancer Collaborative Group; LVI = lymphovascular invasion; MRI = 
magnetic resonance imaging; NSGCT = non-seminomatous germ cell tumour;  PEI = cisplatin, etoposide and ifosfamide; RPLND = retroperitoneal lymph node 
dissection; TC = testis cancer.  
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Recommendations from the EAU Penile Cancer Guidelines applicable during the COVID-19 pandemic  
 

Diagnosis 

Priority 
category 

Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months  

Clinical harm (progression, 
metastasis) possible if postponed 
3 months but unlikely  

Clinical harm (progression, 
metastasis, ) and (cancer 
related) deaths likely if 
postponed > 6 weeks  

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 3 1 1 3 

COVID-
recommendation 

Defer by 6 months Diagnose before end of 3 months Diagnose within < 6 weeks Diagnose within < 24 h 

 Glans or penile shaft biopsies 
which appear clinically Tis cN0. 

Glans or penile shaft biopsies if 
indicated for ≤ cT1 lesions 
without inguinal nodes (cN0) 

Distant staging with CT if 
inguinal nodes appear 
clinically positive  

Not applicable. 
 

Treatment 
Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely 

Clinical harm (progression, 
metastasis,  and (cancer 
related) deaths likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 1 3 3 3 

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 

  Adjuvant chemotherapy 
recommended in pN2/3 
inguinal disease 

 

 Chemotherapy for distant 
metastatic disease. Consider 
best supportive care and 

Tis: 

 Topical therapies 
(5FU/imiquimod) or ablative 
therapies or glans resurfacing, 
alternatively consider 
surveillance 

 

≥ T1G3cN0:  

 Wide local excision 
(WLE)/Glansectomy +/- 
reconstruction 

 
If cT3: 

 Partial/total penectomy 

 Best supportive care 
 

 Transfusion if needed 
 

  Relief of  lower urinary tract 
obstruction 
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palliation instead 
 

T1 G1 cN0: 

 Circumcision/WLE 

 Ablative therapies 

 Glans resurfacing 
 
T1 G2 cN0: 

 T1 lesions – Circumcision/WLE 

 Ablative therapies 

 Glans resurfacing 
+ 
Dynamic sentinel lymph node 
biopsy (DSNB)/modified iLND 

 
T4 disease or cN3: 

 Neo-adjuvant chemotherapy 
and surgery in responders 
or palliative deep X-ray 
therapy* 

     + 

 DSNB/iLND but could be 
deferred for 3 months 
according to capacity 

 
If cN1-2: 

 Radical inguinal 
lymphadenectomy 

 Ipsilateral pelvic dissection 
if pN2/pN3 in ipsilateral 
inguinal basin 

 

Metastatic disease: 

 Excruciating pain 

 Spinal compression 
 

*Consider that this therapy might be palliative which may need downgrading to low priority in extremely constraint circumstances. 

Follow-up 

Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis, loss of renal 
function) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis, loss of renal function) 
possible if postponed 3-4 months 
but unlikely 

Clinical harm (progression, 
metastasis, anaemia related 
complications) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 3 3 3 3 

COVID-
recommendation 

Defer by 6 months Defer by 3 months Follow-up within < 6 weeks Follow-up within < 24 h 
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 For low risk (node negative) 
disease, remote review/self-
examination is recommended 
for the duration of the outbreak 

For high risk (node positive), 
perform cross sectional imaging 
every 3 months 

 Not applicable 

Abbreviations 

DSNB = dynamic sentinel lymph node biopsy; 5-FU = 5-fluorouracil; iLND = inguinal lymphadenectomy; WLE = wide local excision.  

 

 
 
 
 

 
 


