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EDITORIAL
Bol Col Mex Urol 2021; 36 (Supl. 1): 1.

Dear esteemed colleagues:

If we consider deeply for a moment the role that humanity plays in
the history of the universe we could ponder if what we have done has
been of our own free will, or if we take and transform it into something
of our own desire. We have spent centuries trampling on what nature
has provided us to live on. It leads me to think: What would happen
if an audit were performed on our conduct? Most likely we would be
declared guilty of the damage caused, however, our bounded rational-
ity and pride cause us to deny our responsibilites. We have not real-
ized that everything in nature has a cycle, including the very universe.
Everything that is born, dies. Our own lives are as fleeting as a snap of
the fingers when compared to the lifespan of the universe.

When we felt our strongest and most invencible, suddenly a microor-
ganism appeared from nature’s arsenal, killing in less than a year more
than 2 million people. This has revealed just how fragile and small we
are before the strength of the natural cycle.

The SARS-CoV-2 pandemic should make us review our position in
the natural order, since we are probably not the dominant species on
the planet. The facts are before us. Our way of life has changed com-
pletely and abruptly. We have denied ourselves the warm embrace of
our loved ones, and worse still, we have lost the freedom of breathing
without a mask, since this can mean the difference between life and
death. And of course, the changes in our professional practices have
been disrupted to a lesser extent, and quite probably, we miss what
we used to enjoy in our work, which is to perform it without fear of
getting sick.

Upon reflection | would like to present with great pleasure the supple-
ment that is titled: “The Tangible Effects of COVID-19 in Latin Amer-
ican Countries: Care and Management in Urologic Oncology”, that
has been prepared in collaboration with the American Confederation
of Urology (CAU). Several Urology colleagues from different countries
in Latin America and Europe have participated in this supplement, and
they show how the pandemic that originated from SARS-CoV-2 has
affected care for those patients suffering from oncological disease in
the field of Urology.

I am grateful for the tremendous effort of all of the authors, and | hope
that the readers enjoy this excellent international collaboration.

Erick Sierra Diaz

Editor in Chief Boletin del Colegio Mexi-
cano de Urologia

Received: January 2021
Accepted: February 2021

Correspondence

Erick Sierra Diaz
erksland@hotmail.com
https://doi.org/10.24245/bcmurol.
v3651.5475
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La pandemia uro-oncoldgica Latinoamericana dentro de la
pandemia sanitaria, econdmica y social del COVID-19

Ana Maria Autran-Gémez,* Alejandro Rodriguez,?Ignacio Lopez-Caballero®

Since the declaration of the pandemic Outbreak in March 2020 by
the World Health Organization (OMS) authorities. The world has been
transformed, we have lived and are living indescribable health, eco-
nomic and political situations. As of today, April 28" 2021, a total
of 149,011,839 confirmed cases have been reported worldwide with
around 3,140,790 deaths.’

Health Systems worldwide have been collapsed, with a shortage of
medical supplies, medicines, surgical spaces and a shortage of health
personnel, which has suffered the hardest damage in terms of physical
and mental health. All this coupled with a slow global reaction by
governments to the pandemic.

Indisputably, the care and assitance of uro-oncologic patients has
been affected in a very pronounced way. Since the beginning of the
pandemic Outbreak, some Urological Societies around the world
have reacted to establish guidelines that have allowed orienting the
urological community in terms of diagnosis, treatment and follow-up
of uro oncology patients, unfortunately these have to be re-adapted
and individualized, based on the availability of resources and health
strategies in each country.

Without a doubt, Latin America has been one of the most affected
continents, where Brazil tops the list with more than 395,022 deaths
followed by Mexico with 215,547 and where fragmented and frag-
ile Health Systems have had to prioritize the care and assitance of
COVID-19 patients, leaving cancer patients on the back.'

The different Latin American Urology services have reacted to this by
reorganizing their activities and facilities, and prioritizing the care of
the Uro Oncological patients, during the first wave of the pandemic,
implementing new technological strategies, platforms for Teleconsul-
tation in the follow-up etc.? Likewise, urological research has been

! Director of the Research office Confe-
deracion Americana de Urologia.

2 General Secretary of Confederacion
Americana de Urologia.

3 President of Colegio Mexicano de
Urologia.

Received: January 2021
Accepted: February 2021

Correspondence
Ana Maria Autrdn Gémez
anamaria87@hotmail.com

This article should be cited as: Au-
tran-Gomez AM, Rodriguez A, Lopez
Caballero I. The uro-oncologic Latin
American pandemic within the heal-
th, economic and social pandemic of
COVID-19. Bol Col Mex Urol 2021; 36
(Supl. 1): 2-3.

https://doi.org/10.24245/bcmurol.
v36iS1.5565

www.boletindeurologia.org.mx
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affected, where patients included in clinical tri-
als have delayed their treatment and follow-up
during the first months of the pandemic, since it
was not clear how to manage them. Currently,
guidelines have been implemented that allow
us to direct cancer and non-cancer patients in
clinical trials.?

The principal question is: What is the reality of
our Uro Oncological patients in Latin America?

Today we are faced with: 7) Lack of strategies
and real consensus for the diagnosis, treat-
ment and follow-up of our patients, in our Lat-
in American countries, during the COVID-19
Pandemic, it is sometimes difficult to adapt the
published Uro Oncology Guidelines reactions
to our environment, since the infrastructure,
availability and accessibility of materials and
medicines is Limited. 2) Shortage and inequal-
ity in accessibility to Oncological treatments:
Let us cite as an example Mexico, where On-
cological pathology is the 3rd cause of death
and where deaths from cancer have doubled in
the last 20 years from 4,000 deaths in 1990 to
8,900 in 2019.* Always in México, in terms of
accessibility to a National Health System, only
the 50% of the population does not have any
type of social security, which is is a "Dispari-
ty of access". For approximately two years in
Mexico, there has not been a National Popular
Insurance Program, which provided medicines
to Mexican cancer patients, instead the INSABI
(Health Institute for Well-being) has been creat-
ed, which does not have technical protocols for
cancer care, lack of government budgets, etc.
3) Provision and accessibility to an approved
and protocolized COVID-19 Vaccination Sys-
tem: Latin America is facing a shortage and
disorganization of a vaccination system against
COVID-19, which hinders the safety and priori-
tization of Uro Oncology patients. All this real-

ity can be transferred to the Fragmented Health
Systems of all Latin America.

Therefore, in Latin America, we require Univer-
sal Health Systems in which they provide the
appropriate conditions in terms of infrastruc-
ture, availability of access to technology for
oncological drugs for the adequate care and
assistance of our uro-oncological patients and
new opportunities for development of Uro-On-
cological Research and training for all Urolo-
gists in Latin America.

In this way, the Confederaciéon Americana de
Urologia (CAU) and the Colegio Mexicano de
Urologia, have created this supplement entitled:
"Care and Management in Urologic Oncology:
The Tangible effects of COVID-19 in Latin Ameri-
can Countries" which consists of 25 manuscripts
that gather the strategies, accessibility and ob-
stacles in the diagnosis, treatment and follow-up
of the Uro Oncological patient in Latin Amer-
ica, manuscripts from Mexico, Cuba, Panama,
USA, Bolivia, Chile, Argentina, Uruguay, Spain,
France, and Italy show our reality.

“Let's transform this great Health, Social and
Economic Pandemic into a source of opportu-
nity for human growth”

1. http://www.Jhonhopkinscoronavirusresourcescenterhome

2. Autran-Gomez AM, Tobia I, Castillejos-Molina R, Rodri-
guez-Covarrubias F, et al. Exploring Urological Experience
in the COVID-19 Outbreak: American Confederationn of
Urology (CAU) Survey. Int Braz J Urol. 2020; 46 (Suppl 1):
156-164. https://doi.org/10.1590/51677-5538.1BJU.2020.
S119

3.  TehJ, O'Connor E, Coles-Black J, Lawrentschuk N. Clinical
trials in urological oncology: COVID-19 and the potential
need for a new perspective. World J Urol. 2020; 4: 1-3.
https://doi.org/10.1007/s00345-020-

4.  http://www.ElPais by Carlos Salinas 4 Feb 2021.



ORIGINAL ARTICLE
Bol Col Mex Urol 2021; 36 (Supl. 1): 4-10.

Trends in endourological procedures during the
COVID-19 pandemic: The Houston Methodist

Hospital experience.

Tendencias en procedimientos endourolégicos durante
la pandemia por COVID-19: experiencia en el Houston

Methodist Hospital

Natalia Hernandez, Thaiphi H. Luu, Mdnica Morgan, Julie N. Stewart, Ricardo R. Gonzalez

Abstract

OBJECTIVE: To describe endourological procedural trends in response to surges of the
COVID-19 pandemic.

MATERIALS AND METHODS: A descriptive study of the CPT codes for endourological
procedures from March 2020 to January 2021 were retrieved including operating room
and in-office settings. Monthly case volumes during the pandemic were compared to
average monthly case volumes over the 12 months prior to the pandemic. Surges during
the pandemic were defined by county-specific metrics including hospitalization and
COVID-19 positivity rates.

RESULTS: Procedures were dramatically reduced during the first COVID-19 surge mainly
reducing benign prostatic hyperplasia (BPH) procedures by over 80%. Transurethral
resection of bladder tumor (TURBT) and ureteroscopy (URS)/stent procedures were
reduced by a 55% and 34%, respectively. Case volume rebounded in the following
months. In the subsequent surges, endourological procedures were less impacted, and
procedures associated with stone disease increased. BPH surgeries in the hospital were
reduced during surges whereas minimally invasive surgical therapies (MIST) remained
steady after the initial surge.

CONCLUSIONS: The trends reflected an adaptive response with a deferment in more
elective procedures like BPH surgeries during COVID-19 surges; rebounds in monthly
BPH surgical procedures followed the transient stoppage during a surge. Office-based
MIST less affected compared to BPH surgeries in the hospital setting, likely resulting
in conservation of hospital resources during surges. Given the more clinically urgent
nature of obstructive stone disease and bladder cancer, URS/stent cases and TURBT
were less affected.

KEYWORDS: COVID-19 pandemic; Metrics; Hospitalization; Benign prostatic hyperpla-
sia; Transurethral resection; Bladder tumor; Ureteroscopy; Stent procedure; Minimally
invasive surgical.

Resumen

OBJETIVO: Describir las tendencias en procedimientos endourolégicos en respuesta a
la pandemia por COVID-19.

MATERIALES Y METODOS: Estudio descriptivo, del que se obtuvieron los cédigos de
procedimientos endouroldgicos efectuados de marzo de 2020 a enero de 2021 por
urélogos del Houston Methodist Hospital. Se analizaron los procedimientos Ilevados
a cabo en el quiréfano y el consultorio con anestesia local. La tendencia en los casos
mensuales durante la pandemia se compararon con las tendencias mensuales de los
12 meses previos.

RESULTADOS: Durante la pandemia por COVID-19 disminuyeron los procedimientos
endouroldgicos. En el primer brote disminuyeron en 80% las cirugias para hiperplasia
prostatica benigna. Las resecciones transuretrales de tumores de vejiga y procedimien-
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tos para urolitiasis obstructiva se vieron menos afectados y disminuyeron 55 y 34%,
respectivamente. Los procedimientos para hiperplasia prostatica benigna, realizados
en el quiréfano, disminuyeron durante cada brote, mientras que los procedimientos
de minima invasién efectuados en el consultorio se mantuvieron estables después del
primer brote.

CONCLUSIONES: Las tendencias en los procedimientos endourolégicos demuestran una
respuesta adaptativa, con reduccion de cirugias electivas en el primer brote, seguidas
por un aumento en estos casos después de cada brote. Los procedimientos de minima
invasién para hiperplasia prostatica benigna efectuados en el consultorio se estabilizaron
a lo largo del afio. Debido a la urgencia por urolitiasis obstructiva, la frecuencia de
ureteroscopias y la colocacion de stents ureterales permanecieron estables.

PALABRAS CLAVE: Pandemia por COVID-19; tendencias; hospitalizacién; hiperplasia
prostatica benigna; reseccion transuretral; tumores de vejiga; ureteroscopia; urolitiasis

obstructiva; cirugia de minima invasion.

The Houston Methodist Hospital system is a
large organization of eight hospitals with 2541
operating beds within the Houston metropoli-
tan area of over 7 million residents.” The main
location within this system, Houston Methodist
Hospital is located at the Texas Medical Center
(TMC), which is the largest medical center in the
world with over 10 million health encounters
annually. There are 19 full-time faculty urol-
ogists at the Houston Methodist Hospital who
actively perform endourological procedures.

The COVID-19 pandemic was characterized
by the World Health Organization on January
12 2020 after the global spread infection due
to severe acute respiratory syndrome coronavi-
rus (SARS-CoV-2).> Houston Methodist Hospi-
tal has been active since the beginning of this
pandemic developing new technologies and
researching novel treatments for this previously
unknown virus and its devastating health effects.
In March 28, Houston Methodist Hospital was
the first hospital in the United States of America
to transfuse convalescent plasma collected from
recovered patient from COVID-19 to patients
with severe COVID-10 infection. Initial results
reported that by day 14 post-transfusion 76% of
the patients had improved.? This laid the ground
for widespread use of this treatment option all
over the nation. In their most recent publication
in November 2020,316 patients have been en-

rolled in this unique clinical trial with effective
results reducing mortality.*

In March 2020, increasing number of COVID-19
in the state of Texas enforced a temporary lock-
down to control the spread of this disease. The
Texas Medical Center created a planning protocol
with three phases based on Intensive Care Unit
(ICU) beds. Due to an initially low availability
of COVID-19 testing capabilities, the need to op-
timize ICU bed availability, personal protective
equipment (PPE) and health care workforce and
staffing, the decision was made to shut down the
operating rooms and all elective surgeries were
cancelled. After the decrease in initial cases in
county cases, elective surgeries could resume.
Testing capability for COVID-19 became more
readily available, and a structured response plan
was developed for any ensuing surge. Following
the Texas Governor mandate, hospitals were al-
lowed to continue elective surgeries as long as
they ensured a 15% bed capacity available for
COVID-19 patients. This led to the second event
of elective cases getting cancelled in June 2020,
where there was a surge in cases and bed capac-
ity, staff and resource optimization was needed.
The third event, also driven by bed capacity was
in January 2021, with third surge in COVID-19
cases by the end of December 2020, the TMC
and Houston Methodist operating room commit-
tee decided in order to optimize bed and staff
availability a shut down the operating rooms for
three weeks was necessary.
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The purpose of this study was to analyze trends
in endourological surgeries during the pandemic
surges. Given that surgeries for obstructing uri-
nary stone disease generally are more likely to
be clinically urgent compared to surgeries for
bladder outlet obstruction due to BPH, the trends
between monthly cases for these was compared.
Authors hypothesize that the more elective sur-
geries for BPH were more likely to decline rela-
tive to those for urinary stone disease.

MATERIALS AND METHODS
Pandemic response strategy:

We reviewed the protocol for surgery case type
prioritization during pandemic surges for the
Houston Methodist Hospital system. Prioritiza-
tion by case type and classification of “elective”
and “urgent” were analyzed and applied to the
type of endourological procedures performed.
This was heavily influenced by previously pub-
lished guidelines and recommendations.>®7:8

“Surges” during the pandemic were defined by
county-specific metrics including hospitaliza-
tion and COVID-19 positivity rates.’

Classification of surgery type:

Endourological procedures were sorted by con-
dition (e.g. stone disease, BPH) and clustered by

Table 1. Classification of surgery
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treatment setting (e.g. BPH surgeries performed
in hospital versus BPH MIST procedures done
in-office under local anesthesia). Table 1

Procedural trend analysis:

CPT codes for endourological procedures from
March 2020 until January 2021 were retrieved
for Houston Methodist Hospital facilities. Only
the procedures performed by the full-time facul-
ty within the Houston Methodist Hospital system
were included. CPT codes that were utilized are
listed in Table 2. The number of monthly en-
dourology procedures performed by 19 faculty
were compiled. The average number of monthly
procedures in the year preceding the pandemic
(March 2020 to January 2021) was calculated
and used as a benchmark with which to com-
pare monthly variance of each procedure during
the pandemic. The relationship between the
pandemic surges and the monthly variance from
baseline was described.

RESULTS
Analysis of protocol changes during surges:

For the first operating room shutdown in March
and April 2020 (Surge 1), endourology cases
were carefully reviewed by a designated urol-
ogy committee and patients with obstructing
ureteral stones with evidence of acute kidney

Urological Condition Associated Procedures Procedure setting

Urinary stone
stent placement

Benign prostatic hyperplasia with Transurethral resection of prostate (TURP), photoselecti-
ve vaporization of prostate (PVP), anatomic endoscopic

or without urinary retention

Ureteroscopy, laser lithotripsy, stone manipulation, ureteral

Hospital

Hospital

enucleation of prostate (AEEP), Aquablation, robotic simple

“BPH surgery” prostatectomy (RASP)

https://doi.org/10.24245/bcmurol.v36iS1.5568
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injury, fever, intractable pain, nausea or vomit-
ing were authorized to proceed for ureterosco-
py, ureteral stent placement, or extracorporeal
shockwave lithotripsy (ESWL). In order to limit
health care resources, several measures were
suggested. Urologists were encouraged to con-
solidate related stone procedures in one surgery
if possible. Increased use of ureteral stents with
strings to facilitate in-office removal were rec-
ommended. Use of a ureteral stent with ESWL
cases treating larger stone burdens was pro-
posed in order to prevent complications like
steinstrasse ureteral obstruction.

In July 2020 (Surge 2), there was an increase
in COVID-19 cases (i.e. positivity rate) without
overutilization of bed capacity. The availability
of hospital beds did not require a mandatory
cessation of elective surgery, but surgeons were
encouraged to triage and stratify necessity of
surgical intervention in light of rising COVID-19
cases.

In December 2021, the highest number of
COVID-19 cases started (Surge 3). This forced
the TMC and the Houston Methodist System to
mandate a second shut down of the Operating
Rooms in January 2021 in order to maintain bed
capacity for the incoming surge of COVID-19
patients. All elective cases were cancelled. The
OR committee at Houston Methodist Hospital
released a new set of guidelines for Urological
procedures. For endourological procedures,
most cases for obstructing stones were allowed,
including ureteroscopy, percutaneous neph-
rolithotomy (PCNL), and ESWL. Additionally,
during this second shutdown, benign prostatic
hyperplasia (BPH) cases in men who were in
catheter-dependent urinary retention or with
gross hematuria were authorized to proceed.
When patients had their prostate surgery, fac-
ulty would discharge patients home the same
day with a catheter. Patients were taught how
to remove their own catheters at home early
on postoperative day 1, and/or home health

nursing resources were utilized when avail-
able. In order to optimize bed capacity and
nursing resources, endourological procedures
were encouraged to be performed as an outpa-
tient when possible. There was no mandatory
interruption of in-office BPH MIST procedures
during any surge.

After analyzing the volume of cases during the
pandemic, there was a modest decrease in cases
across all endourological procedures. The total
number of URS/stent, TURBT, and BPH surgeries
during the COVID-19 pandemic were 1425, 399,
and 582 compared to 1486, 429, and 665 over
the same time period 1 year prior, respectively
(Figure 1). The first surge in 3/2020-4/2020 ac-
counted for the largest decrease in volume. Over
80% of both inpatient and outpatient BPH proce-
dures were reduced during this time. There was
a lesser reduction in the URS/stent and TURBT
groups, -34.2% and -55.5%, respectively. Case
volume rebounded sharply over the following 2
months and have steadied since then (Figure 2).
The surges in 7/2020 and 1/2021 did not resulted
in as steep as a decline in cases as the first surge.
In fact, TURBT procedures were performed
more often in these months when compared to
the prior year, up to +49%. The was a dichot-
omy in how BPH procedures were affected by
the pandemic. BPH surgeries performed in the
hospital setting with anesthesia were decreased
during each surge while in-office MIST proce-
dures under local anesthesia were less affected,
especially in the latter two surges. BPH surgery
had a percentage change in volume of -82.1%,
-16.5%, and -47.5% during the surges. This was
compared to -83.7%, +30.2%, and -7.7% with
MIST procedures. Table 2 and 3, Figure 1 and 2

Many lessons were learned during this pandem-
ic at our large academic hospital system, includ-
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Table 2. CPT codes for endourology procedures

INDEX Stent 52332
INDEX URS 52352, 52353, 52356
INDEX TURBT 52204, 52214, 52224,
52234, 52235, 52240
MIST Urolift 52441, 52442
MIST Rezum 53854
SURGERY TURP 52601
SURGERY PVP 52648
SURGERY AEEP 52649
SURGERY Aquablation 0421T
SURGERY  Robotic simple 55866

prostatectomy

Table 3. Change in surgical volume during COVID-19
surges (n)

3-2020
(4)-2020

-34.2% (173) -7.2% (122) +10.3% (145)

07-2020 01-2021

URS-stent

BPH surgery -82.1% (15) -16.5% (35) -47.5% (22)
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ing preparedness and delegating a special oper-
ating room committee to assist triaging the cases
to optimize and prioritize PPE, bed capacity and
the health care workforce. Resilience and adapt-
ability were gained as we learned to quickly de-
velop a telemedicine platform that allowed us to
triage urological conditions and prioritize condi-
tions that needed surgical intervention. After re-
viewing our operating room protocols, we were
able to adapt our practice and continue to pro-
vide excellent care to patients in the community.

The COVID-19 pandemic put a tremendous
strain on the resources required to both conduct
surgical cases and manage patients periopera-
tively. The halting of OR cases had a profound
impact on patients, physicians, and trainees.
The total number of endourological procedures
at the onset of the pandemic was markedly re-
duced. Elective surgeries were particularly ef-
fected, as we saw in our hospital system with
an over 80% reduction of BPH procedures. This
type of decrease in surgical volume was not
uncommon and was seen in hospital systems
across the country.’

180 1
160 A
140 1
120 A
100 1
80 1
60 1
40 1
20 1

Number of cases

3-2020 4-2020 5-2020 6-2020 7-2020 8-2020 9-2020
Month

eeee TURBT

— Surges

—— URS-stent
—=- Total BPH cases

10-2020 11-2020 12-2020 1-2021

__________________________________________________________________________________________
Figure 1. Surgical volume during the COVID-19 pandemic.
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Figure 2. Change in surgical volume during the COVID-19 pandemic.

During the second and third pandemic surges,
allowing BPH surgeries for patients with urinary
retention or hematuria was accompanied by a
more robust postoperative education pathway
to decrease the number of hospitalizations af-
ter these procedures. With adequate education
and preoperatory counseling, these procedures
were able to be safely performed with same day
discharge.

Not surprisingly, the rates of MIST in-office BPH
procedures remained stable. This is of great im-
portance, as urologists have these techniques
handy and provide a great option for patients
with BPH under local anesthesia. The prevents
the need for systemic anesthesia and utilization
of hospital resources. Further studies are indi-
cated to see whether MIST procedures were
more likely to be offered to patients whom tra-
ditionally would have been treated with surgery
under pre-pandemic conditions.

While an analysis of the COVID pandemic on
medical education is beyond the scope of this
study, decreases in case volume undoubtedly
impacted urology resident education. In order
to continue to provide urological education for
our residents, our program developed different
strategies. All didactic and academic sessions
were quickly transitioned to virtual meetings.
Involvement in telemedicine clinics was incor-
porated. There has been a dramatic increase in
collaborations with other hospitals in Texas and
all over the United States with virtual lectures
from national and international experts.”" Many
of these changes are likely to endure and evolve
as we emerge from this trying pandemic.

The trends reflected an adaptive response with
a deferment in more elective procedures like
BPH surgeries during COVID-19 surges; re-
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bounds in monthly BPH surgical procedures
followed the transient stoppage during a surge.
Office-based MIST less affected compared to
BPH surgeries in the hospital setting, likely
resulting in conservation of hospital resources
during surges. Given the more clinically urgent
nature of obstructive stone disease and bladder
cancer, URS/stent cases and TURBT were less
affected.
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Repercusiones de la pandemia por COVID-19 en los
procedimientos endouroldgicos en América Latina

Miguel Gonzalez-Dominguez,! Gonzalo Vitagliano,? Edgar Beltran,® Miriam Petit-Acosta,* Seiichi Fuziwara-Ruiz®

Abstract

OBJECTIVE: Collects information on the impact of the COVID-19 pandemic in Latin
America, specifically endourological surgeries.

MATERIALS AND METHDOS: During 2019 and 2020 a retrospective analysis of the
records of endourological surgeries was carried out in the hospitals Aleman of Buenos
Aires, the Medical Unit of High Specialty (UMAE) "La Raza" and the Hospital Espanol
of Mexico City.

RESULTS: In UMAE La Raza, 36 versus 115 (-68.69%) percutaneous nephrolithototomies,
74 RIRS and URS were performed compared to 221 (-66.51%). The Hospital Espanol
recorded, respectively, 125 versus 87 (+143%) URS, 55 versus 80 (-31.25%) RIRS, 72
versus 40 (+180%) TURP, 24 versus 10 (+240%) TURB, and 61 versus 27 (+225%) cys-
toscopies. A total of 746 endourological surgeries were made at the Hospital Aleman,
of which 36.72% were RIRS and URS, 34.31% were oncological and 28.97% TURP.

CONCLUSIONS: COVID-19 affected the productivity of endourological surgeries, espe-
cially in public hospitals, which were converted for the care of patients with COVID-19,
in addition to the referral of surgical cases and the fear of their users of exposure and
contagion from going to these health centers. In private hospitals there was initially a
decrease in surgeries, with subsequent regularization and even increase in the estab-
lishment and mastery of the management protocol of these patients.

KEYWORDS: COVID-19 pandemic; Latin America; Transurethral resection of prostate;
Cystoscopies; Public hospitals.

Resumen

OBJETIVO: Recopilar informacion acerca de la repercusion de la pandemia por CO-
VID-19 en los procedimientos endourolégicos en América Latina.

MATERIALES Y METODOS: Estudio retrospectivo de los registros de cirugias endourolé-
gicas efectuadas en los hospitales: Aleman en Buenos Aires, Unidad Médica de Alta
Especialidad La Raza y Hospital Espafiol en la Ciudad de México, durante los afios
2019y 2020.

RESULTADOS: En la UMAE La Raza se efectuaron 36 nefrolitotomias percutaneas vs 115
(-68.69%), y 74 vs 221 (-66.51%) nefro y ureterolitotripsias. El Hospital Espafiol registré
125 vs 87 (+143%) ureterolitotripsias, 55 vs 80 (-31.25%%) nefrolitotripsias, 72 vs 40
(+180%) resecciones transuretrales de prostata (RTUP), 24 vs 10 (+240%) resecciones
transuretrales de vejiga (RTUV) y 61 vs 27 (+225%) cistoscopias, respectivamente. En
el Hospital Aleman se llevaron a cabo 746 cirugias endouroldgicas, de las que 36.7%
correspondieron a nefro y ureterolitotripsias, 34.31% fueron oncoldgicas y 28.97%
resecciones transuretrales de préstata.

CONCLUSIONES: El COVID-19 afecté la productividad de cirugias endouroldgicas,
especialmente en los hospitales publicos, que se reconvirtieron en instituciones de
atencion especial de pacientes con COVID-19, ademas del envio de casos quirdrgicos
y sospechosos de exposicién y contagio por acudir a estos centros de salud. En los hos-
pitales privados disminuyeron, inicialmente, las cirugias, con posterior regularizacion,
incluso incremento al instaurar y dominar el protocolo de tratamiento de los pacientes.

PALABRAS CLAVE: Pandemia por COVID-19; América Latina; reseccién transuretral de
prostata; cistoscopias; hospitales piblicos.
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The COVID-19 epidemic was declared by the
World Health Organization (WHO) an interna-
tional public health emergency on 30 January
2020. Later, on March 11, 2020, the same body
decided to characterize COVID-19 disease
as a pandemic. From that moment on, health
systems had to convert their services to focus
physical and human efforts and resources to re-
spond to a population that was now in demand
of care for a completely new and unknown dis-
ease. This new condition forced to review the
possible organs and systems affected: it was
observed that the virus spike proteins showed
great affinity for ECA2 receptors. Human cells
expressing ECA2 can act as target cells for the
development of SARS-CoV-2, with type Il al-
veoal cells in the lung, heart, ileum and esoph-
agus being the first research targets. In the uri-
nary system, the kidneys have positive cells for
ECA2, but in lower percentage, mainly in prox-
imal convoluted tubules, approximately 4%,
and in the bladder urothelium by 2.4%, so it
was considered from the outset as a high risk of
viral invasion.'? This study collects information
on the impact of this pandemic on the health
reality of urology departments in Latin Ameri-
ca, more specifically endourological surgeries
in health systems of Argentina and Mexico.

A retrospective analysis of the surgical records
of patients undergoing endourological surgeries
was performed by the urology departments of
the hospitals Aleman in Buenos Aires, Medical
Unit of High Specialty "La Raza" and Hospital
Espanol in Mexico City, during 2019 and 2020.
They were compared to assess the impact of the
COVID-19 pandemic on surgical productivity.

2021; 36 (Supl. 1)

Mexico

Initiating the analysis with the public sector, the
UMAE (High Specialty Medical Unit) "La Raza"
was taken as a reference. The urology depart-
ment of the Specialty Hospital of the National
Medical Center "La Raza", is a reference center
for complex cases in the northern part of the
capital of the country and 23 general hospitals,
in addition to receiving patients from five dif-
ferent federal entities. Until November 2020
(Table 1), compared to 2019 in endourological
surgeries, a total of 36 percutaneous nephro-
lithotomies vs 115 (-68.69%) were performed
between first-time surgeries and second-looks,
27 of which were performed until March 30th
and the rest over the course of the year. A to-
tal of 74 ureteroscopies (URS) and retrograde
intrarenal surgery (RIRS), vs 221 (-66.51%). As
for patients confirmed with COVID-19 whose
surgeries could not be deferred, a total of eight
patients were operated on, and in the case of
patients with suspected COVID-19 a total of 6
cases were operated (Table 1). As can be seen,
most patients suffered complicated infectious
pathologies or severe bleeding secondary to
complicated bladder tumors.

As for medical care in private centers, using as a
reference the Hospital Espanol of Mexico City,
a significant increase in most endourological
elective surgeries were observed during 2020
compared to 2019, recording a total of 125 URS
vs 87 (+143%), 55 RIRS vs 80 (-31.25%%), 72
TURP vs 40 (+180%), 24 TURB vs 10 (+240%)
and 61 cystoscopies vs 27 (+225%). PCR for
SARS-CoV-2 was made 48 hours before proce-
dures if they are elective, or at the time of ad-
mission if they are emergencies.

https://doi.org/10.24245/bcmurol.v36iS1.5569
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Table 1. Patients confirmed or suspected of COVID-19 infection who had surgery at UMAE "La Raza" during 2020

| Diagnostic |

Peri-renal hematoma abscessed by right renal trauma
grade Il

Surgery | COVID-19

Exploratory lumbotomy

Right scrotal abscess in a cystostomy carrier Surgical cleaning and debridement

Kidney hematoma abscessed

Post operate of radical prostatectomy due prostate
adenocarcinoma Gleason 6 (3 + 3)

Gross clot-forming intravesical hematuria due
to bladder tumor

Gross clot-forming intravesical hematuria due
to bladder tumor

Immediate surgical purperium and probable
left urethral injury

Argentina

At the Hospital Aleman in Buenos Aires, from
February to June 2020, the average number
of surgical patients on was 20 per month. Of
these, approximately 60% were endourologi-
cal emergencies (URS, catheter placement and
urinary bypasses from nephrostomies), 25%
oncological emergencies (radical cystectomies,
nephrectomies in large renal masses and or-
chiectomies) and 15% emergencies from acute
infravesical obstructions. During that time, the
focus of our institution was aimed at preserv-
ing a high availability of beds sheltered from an
even greater outbreak. Table 2

Right nephrectomy

Intravesical clot drainage

Clot evacuation transurethral resection
of bladder tumor

Cystoscopy + evacuation of intravesical clot

Right exploratory lumbotomy
and ureteral reimplantation

DISCUSSION
Mexico

COVID-19 began in Mexico on February 27,
2020. The first confirmed case was filed in
Mexico City, and the first death from this dis-
ease happened on March 18,2020. Although
specialized medical services, both public and
private, began with a productivity hike during
January and February of up to 14% compared
to 2019, in March abruptly began the decline
in their productivity. This health emergency
caused public health care systems to collapse,
being forced to refer patients from pathologies

13
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other than COVID infection to private health
care facilities.

Recommendations given by the Mexican So-
cial Security Institute (IMSS) for the conversion
of hospitals included, since March 2020, the
cancellation of the external consultation in our
hospital complex, as well as all diagnostic im-
aging procedures, and an almost complete re-
duction of scheduled surgical activity with se-
lection of cases at high risk of complications, in
addition to calling off elective surgeries of be-
nign pathologies.’ Elective surgical procedures
were limited to those necessary to preserve life,
limbs and organs. Urologists, as well as phy-
sicians of other specialties, were included in
the COVID patient care groups, run by leading
physicians, entering isolation areas arranged by

Patients confirmed or suspected of COVID-19
infection who had surgery at UMAE "La Raza" during 2020

January 3(10.3%) 6(20.6%) 20(69.9%) 29
2020

March 4 (14.2%) 5(17.8%) 19(67.8%) 28
2020
April 1 (10%) 3 (30%) 6 (60%) 10
2020
May 2(11.1%) 4(22.2%) 12(66.6%) 18
2020
June 3(18.7%) 4 (25%) 9 (56.2%) 16
2020
July 9(28.1%) 7 (21.8%) 16 (50%) 32
2020
August 17 (25.3%) (25 25(37.3%) 67

2020 (37.3%)

September 23 (24.2%) 41 (43.1%) 31 (32.6%) 95
2020

October 31(30.3%) 36(35.2%) 35 (34.3%) 102
2020

November 48 (40%) 36 (30%)
2020

December 52 (36.1%) 55 (38.1%) 37 (25.7%) 140
2020

January 30(33.7%) 31(34.8%) 28 (31.4%) 89
2021

36 (30%) 120
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the Hospital, with high protective measures, to
assist in the care of confirmed patients or with
high suspicion of COVID.

Regarding endourology and care of urinary
lithiasis, a review of international recommen-
dations was carried out. The ones published
by Stensland and collaborators, Kriegmair and
collaborators,* and by the British Association of
Urologist Surgeons on which patients should be
priority: monorenal patients, with renal impair-
ment, recently transplanted, with obstructive
stones, bilateral lithiasis and infection, renal
colic refractory to treatment, and to schedule
patients with uncomplicated ureteral stones
greater than 10 mm, renal obstruction by stag-
horn lithiasis, among others; even suggestions
for the urologists to enter the operating room 20
minutes after airway is secured.®

In an epidemiological study carried out with a
cut-off date of March 22, 2020, at the General
Hospital of Mexico, a survey was used to deter-
mine the impact of our country's urological prac-
tice, yielding the following results: 66% of all hos-
pitals had a protocol for pandemic care, 39% of
physicians did not know of this protocol, and up
to 80% of them continued their regular clinic.®

It is evident that the number of patients treated
on a regular basis has decreased considerably in
the public sector. The discrepancy between the
two sectors of health is mainly due to the public
sector focusing almost exclusively on the care
of patients with COVID-19, converting hospitals
and referring their non-COVID surgical patients
to private centers, in addition to the decision of
many patients to attend to private hospitals.

It is extremely important that all hospitals have
a strict protocol for the surgical management
of patients in COVID era. It is known that the
false negative rate for PCR can range from 2%
to 29%,” so we must act on the principle that
every patient is a possible COVID carrier. In

https://doi.org/10.24245/bcmurol.v36iS1.5569
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line with this, various surgical societies in Latin
America, Europe and Asia-Pacific mention that
the use of these preoperative tests is ideal, al-
though they recognize their low availability and
considerable rate of false negatives.

Deferral of surgeries is a measure that was based
on the need to have more spaces and resources
available to patients with COVID-19, and to pre-
vent the nosocomial acquisition of SARS-CoV-2
in ordinary surgical patients and their possible
perioperative complications. It also seeks to pre-
vent infection from health workers not assigned
to COVID areas. However, it is expected that in
the next months there will be an increase on pro-
gression and complications in patients with be-
nign pathologies, even with functional damage.®?

Argentina

The onset of the pandemic in Argentina was de-
layed from other countries worldwide. This is
largely explained by its geographical location
coupled with early restrictive immigration mea-
sures. However, and similarly to all affected

countries in the region, Argentina had a major
impact during this pandemic. The Urology Ser-
vice of the Hospital Aleman functions as a com-
pletely private entity which allowed to avoid
the impact suffered by the public health system
associated to the burden of COVID patients.

The decrease in urological patient care be-
gan to be reflected since February 2020, after
all scheduled activity was discontinued and
focused on emergency care. From February
to June 2020, the average number of surgical
patients was 20 per month. At the same time,
all patients with suspected and diagnosed
COVID-19 infection were hospitalized and iso-
lated within the institution, not leaving space
for scheduled activity. Upon reaching the peak
of cases, around September, most cases were
in home care, allowing us to gradually resume
activity within our service. Figure 1

Surgical activity gradually grew, beginning to
give higher priority to cancer patients who had
suffered a delay in diagnosis and treatment.
Table 2
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Figure 1. Monitoring of COVID-19 cases in Argentina (march 2020-february 2021)
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Close to the last two months, our surgical rate
was around 80% of the usual, having a total of
120 and 140 surgeries in the months of Novem-
ber and December, respectively. In January, the
impact of the second wave decreased the num-
ber of surgeries again. However, we believe that
the increased knowledge of the disease and the
adaptation of the population to the new reality
caused the surgical volume to remain above the
values of the first wave.

COVID-19 affected the productivity of endou-
rological surgeries, especially in public hospi-
tals, as most were converted for patient care
during the pandemic. Different behaviour was
observed in private hospitals, in some countries
such as Argentina, there was initially a decrease
in cases, with a subsequent regularization in
order to establish and master the management
protocol for these patients. Compared to Mex-
ico, in private hospitals there was also a sharp
decline during the months of March to May,
starting in June an increase in care due to the
conversion of more than 90% of public hospi-
tals to COVID centers and the referral of surgi-
cal cases from the public system, coupled with
the fear of their users of exposure and conta-
gion for going to these health centers.

2021; 36 (Supl. 1)
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Funcion de la cirugia roboética en el area de urologia

oncologica durante la pandemia por COVID-19

Alejandro Rodriguez

Abstract

As cancer care and COVID-19 collide, patients and providers will face extremely dif-
ficult choices. Risks must be balanced carefully, public health strategies implemented
thoroughly, and resources utilized wisely. Although most cancer care is not typically
considered “elective”, as resource constraints grow owing to supply chain issues, varia-
tions in geographic needs, and reallocation of medical infrastructure to care for infected
patients, difficult tradeoffs will need to be made. This review will not only emphasis
on the role, safety and advantages that robotic assisted surgery plays in the surgical
management of urologic cancer cases, but will also summarize recommendations for
the surgical intervention of urology cancers in which robotic surgery could have an
important impact in favor of recovery time and management of appropriate allocation
of limited health care resources in a time of global pandemic.

KEYWORDS: COVID-19; Public health; Resource; Elective; Robotic assisted surgery;
Urology cancer; Pandemic.

Resumen

A medida que la atencién del cancer y el COVID-19 avanzan, los pacientes y los ser-
vicios de salud se enfrentan a decisiones extremadamente dificiles. Los riesgos deben
equilibrarse cuidadosamente y las estrategias de salud pablica requieren implementar
fondos y recursos con prudencia. Aunque la mayor parte de la atenciéon oncolégica
no suele considerarse “electiva” (mientras aumentan las limitaciones de los recursos,
debido a problemas de la cadena de suministro), las variaciones en las necesidades
geograficas y reasignacion de la infraestructura médica para atender a los pacientes
infectados supone decisiones dificiles. Esta revisién analiza la funcién, seguridad y
ventajas de la cirugia asistida por robot en el tratamiento de pacientes con neoplasias
urolégicas, ademas de realizar recomendaciones para la intervencién quirirgica, donde
la cirugia robética pueda repercutir en la recuperacion y gestion de los recursos de
atencion médica limitados en una época de pandemia mundial.

PALABRAS CLAVE: COVID-19; investigacion; electiva; cirugia asistida por robot; neo-
plasias urolégicas; pandemia.
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On March 11, 2020, the World Health Organi-
zation (WHO) declared the coronavirus disease
(COVID-19), which is caused by severe acute re-
spiratory syndrome coronavirus 2 (SARS-CoV-2),
a global pandemic. At the time of this writing,
there are currently more than 113,076,707 mil-

lion cases, 2,512,272 deaths, and 223 countries,
areas or territories with active cases.'

With the spread of COVID-19 many hospitals
froze all non-emergent surgical procedures out
of safety concerns. The American College of Sur-
geons (ACS) and the Centers for Disease Control
and Prevention (CDC) recommended cancel-
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ling or postponing non-emergent surgeries since
March 2020.>* This move, although necessary
for societal safety, impacted millions of lives.
Since this cessation, surgical waiting lists con-
tinued to grow. During this period, hospital re-
sources were depleted at many institutions and
surgical staff and equipment were repurposed.

Fortunately, the swift implementation of “Tele-
medicine” in many countries allowed for office
visits to continue during the high peak of the
pandemic cases, either during the first or second
wave of the disease; and will have a tremendous
impact on the future of healthcare. Patients can
be evaluated, assessed and counseled via tele-
medicine. This is extremely helpful because
when non-emergent procedures resume, pa-
tients will have already fulfilled their pre-opera-
tive requirements. Recently, a study reported that
84.7% of patients wished for a “telemedicine”
consultation, and it appears to be a real solution
to offer contact-free continuity of care.*

Yet, the return to scheduling of non-emergency
procedures poses other challenges. Surgeons,
in addition to counseling and treating a patient,
must also take other factors into consideration.
We must now consider the availability of the
medical staff and hospital resources, the trans-
mission risk of COVID-19 to health-care work-
ers and non-infected patients, and perioperative
outcomes when triaging surgeries®. Hopefully,
the availability of vaccines in many countries,
will allow health care workers some immunity
and protection against the virus. Some popu-
lations will still have not yet gained herd im-
munity by vaccination, and the risks of trans-
mission of COVID-19 should be continuously
addressed.

Widespread adoption of outpatient major surgi-
cal procedures should be considered whenever
safe and feasible, utilizing risk predictors when-
ever available, for both outpatient and inpatient
surgeries.” Once we have utilized ethical and

2021; 36 (Supl. 1)

effective triaging systems, we must also con-
template the surgical route for the procedure, a
consideration not yet addressed in the available
literature. All efforts should be made to utilize
the surgical modality associated with the best
patient outcomes while minimizing strain on
already fragile health-care systems.

The impact of COVID-19 in patients with can-
cer is of concern. There is a need to understand
better the effects of how COVID-19 can affect
the outcomes of patients with active cancer,
including the ability to continue with specific
cancer treatments.®

Finally, for the management of urology oncolo-
gy cases there are multiple national and inter-
national guidelines and recommendations for
urologists to prioritize the provision of care. In
a recent systematic review and meta-analysis,
differences among the guidelines were found to
be minimal.” In this review, we will focus on the
role of robotic assisted surgery for urologic on-
cology cases during the COVID-19 pandemic.

Advantages and safety of robotics in the
COVID and post-COVID era

The clinical advantages of the robotic surgical
system have never been more important than
during and following this pandemic. Surgeons
must make every effort to minimize patient time
spent inside the hospital, as this will always be
a possible source of transmission. Laparotomy
is associated with increased length of hospital
stay, which places patients and health-care pro-
viders at unnecessarily high risk of COVID-19
transmission. It has been well established in the
literature that minimally invasive surgery has
lower cost, decreased postoperative recovery
time, decreased immediate post-surgical pain,
less analgesic use, decreased complications
and decreased infection rates compared to
laparotomy.® It is important to note that of the
minimally invasive routes, robotic surgery has

https:/doi.org/10.24245/bcmurol.v36iS1.5476
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a lower likelihood of overnight admission when
compared to conventional laparoscopy.®

Evidence suggests that experienced robotic sur-
geons have the lowest rates of operative com-
plications, but that even novice robotic surgery
is associated with fewer complications than
laparotomy. By using a robotic surgical route,
we can keep COVID-19 negative individuals
away from high-risk areas. If testing is not avail-
able, then robotic surgery offers the quickest
and most efficient way to perform non-emer-
gent surgery with lower risk to personnel and
quickly allowing patients to return home.An-
other risk to evaluate is the risk of transmis-
sion during surgery. It is well established that
COVID-19 spreads via droplets and viral par-
ticles can also spread with aerosolizing pro-
cedures. With regard to surgery, there is some
concern around aerosolizing of viral particles
in the pneumoperitoneum and surgical plume,
both of which are essential parts of minimal-
ly invasive surgery. To mitigate this theoretical
risk, we can use closed-circuit surgical smoke
systems. Both robotic assisted and traditional
laparoscopy limit the intraabdominal aerosol-
ization by surgical plume when compared to
laparotomy by the sheer nature of the amount
of open area to the surgical team. Additionally,
the limited exposure to blood during minimally
invasive technique, if any, is a decreased risk of
exposure to any viral infection. Overall, mini-
mally invasive techniques have a self-contained
operative field with less (and possible no) spill-
age of fluids and tissues, significantly reducing
risk to the operative staff.®?

There are some key major advantages to robotic
surgery over traditional laparoscopy, one being
the number of personnel in a robotic operating
room is less and the distance between the team
members is more. In conventional laparosco-
py, traditionally, the surgical team includes the
surgeon, one assistant, a scrub technician and a
circulating nurse. These members are in a close

proximity to each other. With a robotic case,
the surgeon console is separate from the robot-
ic cart, providing more space between the team
members. Additionally, with reduced port, ro-
botic surgery major procedures can require even
less assistants, meaning less overall exposure.

Despite very little evidence to support viral
transmission through minimally invasive sur-
gery, it is common sense to adopt measures that
minimize any risk making modifications to sur-
gical practice such as the use of smoke evacua-
tion, lowering the pneumoperitoneum as low as
possible and minimizing energy device usage
among other measures to minimize operative
staff exposure to aerosolized particles. Special
attention must be paid when removing trocars
at the end of a procedure, using suction to re-
move smoke and aerosol. Limit the smoke dis-
persal or spillage from trocars by lowering the
pneumoperitoneum pressure. Usage of pres-
sure-barrier insufflator systems that maintain a
forced-gas pressure barrier at the proximal end
of the trocar might be of benefit.’

An often-overlooked final dilemma hospitals
and surgeons will likely encounter as non-emer-
gent surgical procedures resume will be the
impact of both the COVID pandemic and the
global economic recession on health care. As
businesses closed out of safety precautions for
employees, it remains unknown what impact
this will have on the availability of surgical
instrumentation and operating room ancillary
equipment in many countries around the globe.

Uro-oncology surgery during COVID-19
pandemic

With respect to the robotic assisted surgical
management of urology oncology cases during
the pandemic, we will address in this opportu-
nity the management of prostate cancer, blad-
der cancer, renal cancer and adrenal tumors
Specifically, due to the positive impact that the
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robotic assisted approach can have in the rapid
recovery of these patients.

In a systematic review and meta-analysis, in-
deed there was agreement on postponing
treatments for low and intermediate-risk pros-
tate cancer, as it is unlikely to result in clinical
harm.” With respect to high risk and unfavor-
able intermediate risk PCa, it is a different situ-
ation. These patients pose a different challenge.

In normal circumstances they are already on
a waiting list. The median waiting times have
been reported at 91 days.”” COVID-19 will
force waiting list to become more congested.
Some, studies report that the risk of adverse
pathologic findings increased for intermediate
risk cases if the intervention was delayed be-
yond 60 days and for high risk cases, if it was
delayed beyond 30 days." Others, report in-
creased risk of adverse pathologic findings in
high-risk cases, if intervention is delayed more
than 60 days.”> A Mayo Clinic study reported
that there is an increased risk of biochemical
recurrence if the intervention is delayed more
than 6 months without neoadjuvant hormone
therapy.” More recently, Ginsburg KB et al,
reported on a retrospective review of 128,602
men that underwent radical prostatectomy.
They analyzed data collected from the National
Cancer Database from 2010 to 2016. There was
no significant difference in the odds of: adverse
pathology, upgrading, node positive disease or
post radical prostatectomy secondary treatment
between men treated with immediate radical
prostatectomy versus any level of delay up to
12 months.'

With respect to high-risk PCa, the EAU guide-
lines recommended that surgery for high-risk
PCa can be postponed until after the pandemic,
depending on the local situation.” Goldman
and Haber recommended that surgery can be
delayed beyond 3 months,' and Kutikov et al,”
recommended treatment before the end of 3
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months. If treatment would be delayed signifi-
cantly, as mentioned before, prescribing neo-
adjuvant androgen deprivation therapy in this
situation is also an option.

In the case of muscle-invasive bladder cancer,
several authors stated that radical cystectomy is
non-deferrable and neoadjuvant chemotherapy
can be omitted. Others suggested that neoad-
juvant chemotherapy can be delayed for up to
6-8 weeks and cystectomy can be delayed for
up to 10 weeks.”

The majority agree that a delay of < 3 months
is acceptable for T1b-T2 renal tumors. Another
concern is metastatic renal cell carcinoma. The
EAU panel discussed that cytoreductive surgery
is controversial irrespective of the pandemic.”

Finally, It is recommended that adrenal masses
> 4 c¢m or functional, should be treated in < 1
month.” Figures 1 to 3

CONCLUSIONS

Robotic surgery plays an important role in the
ability to continue providing excellent surgical
care for patients throughout the world. Robotic

Figure 1. Robotic assisted left partial nephrectomy (5
cm tumor) in a patient with COVID-19.
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surgery decreases the length of stay for patients,
thereby increasing the availability of beds for
other hospital needs. The self-contained oper-
ative field, with smoke evacuations and low
pneumoperitoneum pressures and minimizing
use of energy devices, decreases the risk of po-
tential viral transmission to the health-care staff.
Additionally, robotic surgery allows for the staff
and surgeon to be remote from the patient and
from each other. The advantages of robotic assist-
ed surgery combined with the use of appropriate
PPE, provides a safe and much needed surgical
management of urology oncology cases.

Figure 2. Robotic assisted left adrenalectomy (6 cm
tumor) in a patient with COVID-19.

Figure 3. Robotic assisted radical cystectomy (Intra-
corporeal neobladder) in a patient with COVID-19.
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Abstract

COVID-19 pandemic has defied healthcare systems, it has impacted in a negative way
the Urology services and specially the Functional Urology, nevertheless, this challenging
situation leaded us to evolve and create strategies in order to persuade our patients
benefit and prevent complications. The aim of this article is to review the standards
on prioritization of urology practices that we should follow for patients with voiding
dysfunctions, this short review means to provide useful recommendations for clinical
practice. To sum up, SARS-CoV-2 impacted worldwide, adapting our resources and
prioritizing our patients is the only way to keep urological care, further adjustments in
budget and staff is still needed, classification of patients according to their pathologies
associated to functional urology may help to prioritize their attention and preserve the
quality of life of patients with voiding dysfunction.

KEYWORDS: COVID-19 pandemic; Urology; SARS-CoV-2; Budget; Attention; Preserve;
Quality of life.

Resumen

La pandemia por COVID-19 ha sido un desafio para los sistemas de salud, debido al
efecto negativo en los servicios de Urologia, especialmente en la Urologia funcional; sin
embargo, esta situacion tan desafiante nos ha llevado a evolucionar y crear estrategias
para preservar el bienestar de los pacientes y prevenir complicaciones. El objetivo de
este articulo es revisar los protocolos a seguir para priorizar la atencién en pacientes
con trastornos asociados con el proceso de miccion. El SARS-CoV-2 ha tenido una
repercusion mundial, adaptar los recursos y clasificar a los pacientes es una buena
estrategia de atencién en Urologia. Se requieren diversos ajustes en el presupuesto y el
personal de salud. La clasificacion de los pacientes, de acuerdo con las enfermedades
asociadas con la Urologia funcional, pueden ayudar a priorizar y agilizar su atencién,
y de esta forma preservar la calidad de vida y mejorar su atencién médica.

PALABRAS CLAVE: Pandemia por COVID-19; Urologia; SARS-CoV-2; presupuesto;
atencion; preservar; calidad de vida.
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The COVID-19 pandemic has challenged
healthcare sector as no other disease in re-
cent history, affecting worldwide and in differ-
ent magnitudes for every country. In Mexico,
more than 1,992,794 cases to mid-February
2021 have been diagnosed and as other Latin
American countries the urban areas have con-
centrated the majority of cases. A worldwide

poll reported that in hospitals who offer Urol-
ogy services 78% of them treated COVID pa-
tients, were at least half of the staff were infect-
ed, 47% of Urologists were afraid of attending
their working facilities, 30% had reduced their
outpatient appointments and half of them de-
creased surgical interventions by 50% in order
to prioritize COVID patients, thus happening
more in hospitals who treat benign urological
pathologies.'
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Specifically, for Functional Urology services, it
is reported a decrease in clinical attention for
female urology and benign prostatic obstruc-
tion (BPO) by 89 and 81% respectively, also a
decrease in Urodynamic studies by 87% and
surgery events for BPO and female urology by
93 and 95% respectively.?

The aim of this article is to submit the impact of
the COVID-19 pandemic on Functional Urol-
ogy patients. In addition to share recommen-
dations in order to prioritize medical attention
with such conditions.

Female urology

Ever since the arrival of COVID-19 to our country,
it became a challenge for the entire Social Securi-
ty System. First and foremost, to provide the best
medical attention to patients suffering this disease
and second, to keep other healthcare areas work-
ing including Urology and Urogynecology. As a
reference, prior to the beginning of the pandemic,
our department (composed of 4 Urogynecologists
and 1 Urologist) performed on a weekly basis, ap-
proximately 20 surgeries, 20 Urodynamic studies
and between 75-90 medical appointments. Our
hospital, being one of the largest public Obstet-
rics/Gynecology hospitals in Mexico City, meant
the majority of Obstetric patients were referred
here in order to transform local smaller general
hospitals into COVID-only care facilities. As a
direct consequence, medical appointments, elec-
tive Urologic and Urogynecologic surgeries, as
well as all Urodynamic studies were cancelled
in March 2020 leaving the department staff with
less work during the initial COVID-19 outbreak
and lockdown since they are considered not ur-
gent.>*> A COVID exclusive floor and operating
room were created to treat suspected infected pa-
tients, in an effort to minimize the risk of infection
to other patients and Hospital staff.

At the beginning of June 2020, due to the demand
of incontinence and pelvic floor consultations,
Hospital authorities decided to restart activities
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of our Department with some special consider-
ations: apart from the necessary personal pro-
tection measures (social distancing, face masks,
shields and sanitizing), all patients undergoing
elective surgery would be tested for COVID-19
a week before their procedures and performing
urodynamic studies following the Bristol team
recommendations.> The aforementioned, whilst
not optimal, is the best achievable outcome giv-
en institutional budgetary reasons. Aside from
patients with risk factors associated to negative
COVID-19 tests (advanced age, comorbidities)
who were initially excluded, the first group of pa-
tients to be considered for priority attention were
those with bladder outlet obstruction (BOO) sec-
ondary to incontinence surgery in need of pros-
thetic mesh removal or Burch dismantling.>” The
second group were patients with pelvic organ
prolapse and BOO. Both groups were consid-
ered a priority in order to prevent upper urinary
tract dysfunction according to recent guidelines.”
As every other teaching hospital in the world, we
have a steady number of patients suffering from
vesicovaginal fistulae with poor life quality due
to associated symptoms in need of surgical re-
pair. Contrary to specific recommendations to
delay these procedures until the pandemic ends,®
these patients were also considered a priority at
the restart of elective surgeries® as long as the
recommended period of time for optimal repair
was achieved. For other specific urogynecologic
surgeries, patients without voiding dysfunction
could be delayed indefinitely.?

We have a number of patients with pelvic or-
gan prolapse (POP) treated with pessaries, who
prior to the pandemic outbreak had appoint-
ments every 3 months for follow-up and pes-
sary cleaning. They kept the devices and were
provided with warning signs such as bleeding
or erosion.

The aforementioned resulted in a decreased
productivity of approximately 50%. At the mo-
ment none of our department staff has been
infected with COVID-19. We believe our pa-

https://doi.org/10.24245/bcmurol.v36iS1.5477



Noyola-Avila I, et al. Functional urology challenges in COVID-19

tients, whilst not suffering from life-threatening
medical conditions and therefore not a medical
priority during the pandemic, are eligible for
treatment with the appropriate measures.

Neurourology

Attention to patients with neurogenic bladder
and its complications has changed substantial-
ly, needing to prioritize their care, regarding the
current pandemic situation. Consultation rooms
usually reserved for Neurourology patients were
occupied to handle the pandemic emergency
in the majority of healthcare facilities, delaying
urodynamic studies,® intermittent catheterization
and surgical programming. Regarding several
recommendations, such as those from the Con-
federacion Americana de Urologia upon surgical
procedures, neurourology surgeries like intraves-
ical application of botulinum toxin, cystolitho-
tripsy, reconstructive surgery and neurostimula-
tion were considered not urgent.*

Neurogenic bladder treatment for patients in-
volved in traumatic events during this year and
who were diagnosed with spinal cord injury has
been delayed, remaining with an indwelling Fo-
ley catheter longer than usual, elevating their
rate of associated infectious processes. Never-
theless, patients with neurogenic bladder com-
plications, such as Foley catheter obstruction,
urethral lesions due to intermittent catheteriza-
tion and scrotal abscesses have been solved as a
matter of urgency in the midst of this pandemic.

Neurourology has importantly modified its re-
habilitation processes and treatment for neuro-
genic bladder. Recommendations made by the
International Continence Society to treat these
patients include:®

1) To delay all surgical procedures with
neurourologic indications.

2) To restrict all face-to-face consultations.

3) To encourage telemedicine

4) To treat patients attending rehabilitation

facilities for neurologic diseases with per-
sonal protection equipment protocols.

5) To reschedule all elective procedures in
neurourologic patients.

6) To postpone urodynamic studies in hos-
pitalized and ambulatory patients.

Urodynamic

Urodynamics are the most objective way to
study lower urinary tract disfunction symptoms,
and is supported by international standards for
an adequate control quality.

Several guidelines have currently been published
prioritizing medical procedures and suggesting
measures in order to reduce person-to-person
contact. Nevertheless, urodynamic studies imply
close contact with patients, as well as coughing
to verify quality control or the loss of stress and
being a potential risk for contagion. Therefore,
we must ask: What can we do for urodynamic
studies in this situation? To prioritize tests.

Just as priority criteria have been created for
surgical procedures, this format could be used
in order to prioritize urodynamic studies:?

Priority 1: There is still no clear identifiable in-
dication to perform urodynamics as a priority.

Priority 2: Risk of deteriorating the upper uri-
nary tract in patients who due to some preex-
isting condition require urinary diversion, and
thus prevent late complications as well as high
costs to health system.

Priority 3: Patients with permanent urinary di-
version of undetermined cause, pelvic organ
prolapses, bilateral hydronephrosis, whose
study allows an early intervention as soon as
the pandemic allows it.

How to carry out a Urodynamic study during
pandemic time, without affecting its quality
control??
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1) By categorizing the patient's priority.

2) To do an adequate clinical evaluation
prior to the study to obtain as much infor-
mation as possible and to plan the event
to decrease its completion time.?

3) Both healthcare staff and patients must
use personal protective equipment given
that placing of any catheter means a hi-
gh-risk moment during the procedure.

4) To keep a safe distance, from 1.5 to 2
meters. Should urinary leak need visua-
lization, have adequate visual access be-
tween the flowmeter and the patient.

5) Quality control: coughing, as guidelines
set, may produce air suspended particles,
needing to be kept to a minimum while
wearing a facemask. To replace coughing
by Valsalva maneuver or even by gentle
external pressure on the abdomen, to push
against a closed glottis or to clear throat.

6) Stress test: in this case, coughing is requi-
red. Patients must wear a facemask and
face shield at all time, while coughing
to an empty space with proper coughing
etiquette: to an elbow or a tissue.

Urodynamics, although not a priority assess-
ment, is necessary for the control and preven-
tion of ulterior complications, so we must adapt
to this new current world situation without los-
ing quality control and good practices that al-
low an adequate assessment.

Overactive bladder and benign prostatic
obstruction

Unfortunately, overactive bladder (OAB) is locat-
ed at the last place on the algorithms for Emer-
gency services,*surgical treatment and even
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office attention,"> according to world recom-
mendations for it is not a primary cause of mor-
tality. Nevertheless, a year after the pandemic
outbreak, diseases have evolved unto their most
preoccupying and rare complications to date;
such as post-transplant patients suffering vesico-
ureteral reflux due to OAB. That is why attention
in said patients must not be delayed.

Currently, the Associagdo Portuguesa de Uro-
logia (APU) and the Polish Urological Asso-
ciation (PUA) issued recommendations upon
decreasing contact risk, facing the pandemic
on patients during their second phase of neu-
romodulation surgery.? At our hospital (COVID
and non-COVID) we have carried them out in
an ambulatory manner, such is the case of pa-
tients with a first phase of neurostimulation
surgery whose second phase could not be de-
layed due to elevated risk of neuroinfection.
Thus, optimizing hospital and budgetary re-
sources.

In the same way, initial recommendations re-
garding BPO were issued indicating the suspen-
sion of non-urgent surgeries. More recently, it
was recommended a delay of 12 weeks' or 4
months.? There even was an increase in cases
whose first urological assessment was a urinary
sepsis secondary to BPO or obstructive uropa-
thy."? To this, we must add treatment difficulties
for limited specialty services' resources and
patients carrying suprapubic or urethral cath-
eters already awaiting long-delayed treatment
previous to the pandemic outbreak. Figure 1

The extension of the pandemic has forced us
to treat COVID and non-COVID patients si-
multaneously, needing a proper surgical plan-
ning for specifically neurourological patients
for when the pandemic is over. It is needed to
incorporate neurourological patients to treat-
ment algorithms and to integrate them in lesser
extent than neoplastic conditions considering

https://doi.org/10.24245/bcmurol.v36iS1.5477
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comorbidities (endangering to organ or func-
tion, patients awaiting kidney transplant, pa-
tients with history of sepsis secondary to any
neurourological condition and requirements for
urethral catheters or nephrostomies) and to per-
form their surgical procedures in an ambulatory
manner following the proper security protocols
and delaying active COVID patients. Table 1

CONCLUSIONS

The praxis of functional urology has seen its di-
agnosis and management protocols postponed
due to this pandemic, which has undoubtedly
decreased their quality of life due to receiving
immediate healthcare. During the reopening of
health services, it will be necessary to carry out

Benign prostatic
obstruction (BPO)

Negative

Delay procedures | <

| ] Positive
COVID-19
-1

> | Surgical indications for BPO

Does It have any of the following conditions? |

* \/

v

Urinary Sepsis.
Hematuria
Outlet bladder
obstruction

Limited access to a specialist.
Recurrent urinary tract infections
or indwelling Foley catheter

Adequate pharmacological response
Access to healthcare system
Voiding dysfunction that does not
require urethral catheter

:

v

Requires
prioritization >

Perform surgery upon
clinical remission

To delay surgery upon
clinical remission

__________________________________________________________________________________________
Figure 1. Algorithm for prioritizing patients with benign prostatic obstruction.

Table 1. Recommendations for management of pathologies associated to functional urology according to priority categoriza-
tion.® Benign prostate obstruction (BPO), pelvic organ prolapse (POP)

Recommendation

Proceed as planned, do not postpone.

Survivorship compromised if surgery not performed within days. Unless

resources exhausted.

Safe to delay 1-3 months. Or proceed as planned if COVID trajectory not

in rapid escalation phase.

Example

Macroscopic hematuria (with decreased levels
of hemoglobin)

Urethral diverticulum
Mesh removal

Urinary fistulae
Urinary incontinence surgery
POP with urinary tract obstruction
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an analysis of the specific requirements for each
hospital (staff, budget) in order to prioritize care
of those conditions having a direct impact on
life without being detrimental to the quality of
patient healthcare.
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Abstract

BACKGROUND: Cancer patients have a higher risk of COVID infection and developing
complications.

OBJECTIVE: To present Cuba’s experience in the care of uro-oncological patients within
the general scenario of confronting COVID-19 in our country and to comment on the
international recommendations.

METHODOLOGY: Thirty-eight articles were selected as well as electronic scientific
materials from Pubmed-Medline®, SciELO®, Academic Google® and national and
international web pages.

CONCLUSIONS: The Cuban National Health System has distinctive elements to confront
COVID-19. Uro-oncological care has not been interrupted. International literature, in
general, recommends delaying medical care and initiating cancer treatment whenever it
is possible to offer active surveillance or when the cancer is localized. When it is locally
advanced or of high risk, the recommendation is not to delay treatment. Uro-oncological
care has not been interrupted in Cuba during the pandemic. Delaying medical care of
certain types of urological cancers is recommended internationally so as to reduce the
risk of contagion and the morbi-mortality increase in this population due to the virus,
whenever the benefits outweigh the potential danger of not treating these patients.
The recommendations should be acknowledged with flexibility and caution. Studies
with a higher level of evidence will be necessary to evaluate the consequences of the
pandemic regarding the uro-oncological patient.

KEYWORDS: Coronavirus infections; Cancer; Oncology; Urology; Health Services.

Resumen

ANTECEDENTES: Los pacientes con cancer tienen mayor riesgo de contraer COVID-19
y sufrir complicaciones.

OBJETIVO: Exponer la experiencia de Cuba en la atencién de neoplasias urolégicas
dentro del escenario general del enfrentamiento a la COVID-19 en el pais y comentar
las recomendaciones internacionales.

METODOLOGIA: Se seleccionaron 38 articulos y materiales cientificos electrénicos
extraidos de Pubmed-Medline®, SciELO®, Google Académico® y paginas web nacio-
nales e internacionales.

CONCLUSIONES: El Sistema Nacional de Salud Cubano, para el enfrentamiento de la
COVID-19, tiene elementos distintivos. La atencién de los pacientes uro-oncolégicos
no se ha interrumpido. La bibliografia internacional, en general, recomienda retrasar la
atencion y el inicio del tratamiento del cancer cuando existe la posibilidad de brindar
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vigilancia activa o esta localizado. Cuando el céncer es localmente avanzado o de
alto riesgo se recomienda no retrasar el tratamiento. La atencién del paciente uro-on-
colégico en Cuba no se ha interrumpido durante la pandemia. Internacionalmente, se
recomienda retrasar la atencion de pacientes con ciertas neoplasias uroldgicas para
reducir el contagio, la morbilidad y mortalidad. Las recomendaciones deben aceptarse
con flexibilidad y cautela. Se requieren estudios con mayor nivel de evidencia para
evaluar las consecuencias de la pandemia en pacientes con neoplasias uroldgicas.

PALABRAS CLAVE: Infeccién por coronavirus; cancer; oncologia; urologia; servicios

de salud.

The world is living one of the greatest health
crisis ever reported in the history of mankind:
coronavirus disease 2019 (COVID-19), caused
by severe acute respiratory syndrome coronavi-
rus 2 (SARS-CoV-2). First identified in the city of
Wuhan, China, it spread rapidly throughout the
world, which is why the World Health Organi-
zation (WHO) declared it a pandemic in Febru-
ary 2020. COVID-19 has had a negative social
and economic impact on health systems inter-
nationally. But no other region in the planet has
been so affected as Latin America."*?

Up to this moment in which the writing of this
article is completed (February 20) the world has
reported 111 million 430 thousand 830 positive
cases to the virus and 2 million 467 thousand
342 deaths, which confirms the high mortality
rate (2.21) of the disease.*

From the very beginning of the pandemic it was
seen that patients with a previous history of
cancer had a higher risk of contagion and de-
veloping complications. Among the risk factors
identified as linked to COVID-19 are older age
(> 60 years) that is obviously related to a high-
er presence of comorbidities including cancer,
as well as active cancer and these patients > 2
ECOG physical status. Immunosuppression as-
sociated with the disease and with antineoplas-
tic therapy as well as greater immune response
have been some of the facts stated to explain
worse results in these patients.>*”

This situation has generated recommendations
which mainly come from Europe and The Unit-
ed States regarding medical care and above all
in cancer patients, to optimize health resourc-
es, protect the lives of the patients and health
care workers in the particular circumstances the
pandemic presents.8910

The aim of the following revision is to present the
experience of Cuba in the care of uro-oncolog-
ical patients within the general scenario of con-
fronting COVID-19 in our country and to com-
ment on the international recommendations.

Eighty-two scientific articles were revised in
addition to other published materials from
January 2020 up to date. References and doc-
uments had an electronic format, in two lan-
guages, English and Spanish. They were taken
from Pubmed/Medline and SciELO® databases.
Academic Google® was also searched and web
pages of interest to the topic (Infomed, Cubade-
bate, American Urological Association, and Eu-
ropean Urological Association, among others).
Taking into consideration their scientific con-
tent and quality, 38 were chosen to write this
article. The terms used were: COVID-19, coro-
navirus, cancer, urological cancer.

Cuban scenario confronting COVID-19
The Americas have reported 44.94% of the con-

firmed patients with COVID-19 worldwide (50
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Gonzalez-Leon T, et al. Uro-oncological care during COVID-19

million 79 thousand 598 cases) and a higher
mortality rate (2.36). Meanwhile, Cuba con-
firmed 44 thousand 523 cases and 291 deaths,
since March 2020, (when the first case was
reported in its territory) and a mortality rate of
0.68%, lower than that of the region.*"

After being aware of the extension of this dis-
ease around the world, the country prepared
itself to confront it, with several distinctive el-
ements:

The existence of a National Healthcare System
(NHS) which is public, strong and free, orga-
nized in levels of medical care that offer the
population a universal coverage both medical
and epidemiological, that include health pro-
motion actions, as well as preventive actions,
in which primary care plays a fundamental role,
and has the inter-sectorial approach of health
care as one of its principles.'>!31415

The NHS has 479 623 workers and 86.6 doctors
per 10 000 inhabitants. There are 150 hospitals
(62.7% have between 100 and 399 beds), 110
intensive care units, 120 municipal intensive
care areas and 449 polyclinics.'

The national connection of science and tech-
nology together with governmental actions to
offer a social, scientific, political and sanitary
response capable of confronting the de pan-
demic."”

The implementation of a COVID-19 Prevention
and Control Plan since the beginning of the pan-
demic and the definition of three epidemiologi-
cal stages: stage 1, pre epidemic; stage 2, limited
local transmission; and stage 3, epidemic.'

The setting up of a multidisciplinary central
workgroup to design and develop studies and
investigations, foresee possible sanitary strate-
gies and prepare the NHS for the challenge this
pandemic represents.'®

The antecedent of a strong pharmaceutical in-
dustry that enabled the use of national products
to treat COVID-19."92°

The implementation of a National Protocol to
confront COVID-19, which determines health-
care and among other things, since the be-
ginning of the disease in the nation, concen-
trated the medical care of patients positive to
COVID-19 in specific institutions of the NHS,
so as to continue giving the upmost medical
care to the rest of the patients with diseases un-
related to the epidemic.?’

COVID 19: Uro-oncological treatment in
Cuba and international recommendations

Malignant tumors (C00-C97) are the second
cause of death in Cuba, based on the most up-
dated data of the Cuban health statistics infor-
mation system of 2019. Prostate cancer (C61),
unfortunately, is the second cause of death due
to malignant tumors and those of the urinary
system (C64-C68) are the fifth. The Cuban pop-
ulation shows progressive aging, 20.8% is > 60
years.'®

As in other sanitary systems at the end of March,
in correspondence with the danger of the pan-
demic spreading nationwide, elective surgery
was restricted, except that related to cancer
treatment.?'

In addition to oncological surgery, radiother-
apy and chemotherapy were not restricted. In
Primary Health Care, the family doctors partic-
ipated in the update of the personal history of
every patient with cancer, so as to have a better
control of this vulnerable population group for
getting infected with SARS-CoV-2.%

The main hospital centers dedicated to uro-on-
cological surgery in the capital of the country
continued operating. The National Institute of
Oncology and Radiobiology performed 268
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uro-oncologic surgeries in 2020, 85.07% af-
ter COVID-19 was detected in Cuba. The total
amount of surgeries that year exceeded the 251
uro-oncologic surgeries performed in 2019.
Hermanos Ameijeiras Hospital performed 73
uro-oncological surgeries in 2020, 82.1% of
them during the pandemic and in 2019 they
had performed a similar number of oncologi-
cal surgical procedures. At the National Cen-
ter for Minimally Invasive Surgery, 46 patients
with cancer (from a total of 172 major surgeries
performed /26.7%) were operated on in 2020,
a higher percentage regarding 2019 when 44
cancer patients underwent surgery (from a total
of 224 major surgeries/19.6%).

Most interventions, in every institution, were re-
lated to renal cancer, non-muscle-invasive and
muscle-invasive bladder cancer, and prostatic
cancer. Other cancers treated were urothelial t
tumors of the upper urinary tract, as well as tes-
ticular and penile tumors. These Urology Depart-
ments also performed ambulatory or very short
hospital stay procedures related to the treatment
for urinary tract cancers such as cystoscopies,
prostatic biopsies and other procedures. The ad-
ministration of intravesical BCG, as well as che-
mo and radiotherapy sessions continued.

Uro-oncological care in Cuba was determined
by the National Protocol designed to confront
COVID-19 taking into consideration the epi-
demiological characteristics and the particular
medical care offered in each institution.?

One of the greatest challenges of the pandemic
has been considering the risks of a possible ex-
posure of the patient to the viral infection versus
cancer treatment. An appropriate balance be-
tween risks and benefits should be established
to be able to offer the best guidance to patients
and relatives. Surgery or the corresponding
treatment can be deferred in some cases with-
out the risk of progression, but in others it could
be potentially dangerous.?

2021; 36 (Supl. 1)

Studies have reported that patients who under-
went urological surgeries had a 3% incidence
of infection due to SARS-CoV-2 and 1% mortal-
ity rate postoperatively. Another factor to keep
in mind is that some COVID-19 symptoms are
similar to common postoperative complications
in urological surgeries. These facts, together
with the need to redirect sanitary resources to
confront the pandemic and avoid viral infection
justify evaluating the need to delay cancer sur-
gery during the pandemic.?

Some tools have been proposed to decide sur-
gical priority based on questionnaires such as
cross-discipline surgical prioritization (QSP),
specialty society expert opinion priority tier-
ing (EOP) or individual surgeon case-by-case
priority stratification (ISP) and the American
College of Surgeons endorsed the use of a QSP
system: Medically-Necessary, Time-Sensitive
Procedures (MeNTS) which could also be used
in other situations of sanitary crisis to decide
which surgeries should not be postponed and
this would help restart surgical activity.?¢?”

The European Association of Urology Guidelines
established 4 levels of priority for the medical
care of urological patients (low, intermediate,
high and emergency) based on the risk for clin-
ical damage if the surgery is postponed during
the pandemic. General recommendations are of-
fered for surgery in this difficult situation, as well
as in the particular case that surgery is required
for patients infected with the virus. Furthermore,
other assistance aspects beyond surgery that were
not commonly used before are advised, such as
telemedicine, remote consultation and others to
reduce the number of visits the patients make to
the hospital and the risk of infection. Regarding
the assistance to the oncological patient they
suggest, in a general way, to assure continuous
medical care based on the available resources.?

The recommendations regarding renal tumor
surgeries depend on the stage of the tumor; in

https://doi.org/10.24245/bcmurol.v36iS1.5478
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T1 stage surgical treatment can be deferred;
from T2 on they should be operated early just as
the patients with metastases should be treated.
Other researchers assert that in the case of T2
tumors, surgery can also be postponed during
the pandemic without risk. In metastatic renal
tumors, vascular endothelial growth factor tar-
geted therapy over immunotherapy is advised.??

In upper tract urothelial carcinoma, the litera-
ture recommends not delaying surgery because
of the high risk of progression, although other
authors have reported that delaying nephro-
ureterectomy up to 12 weeks does not lead to
adverse results. In non-muscle invasive blad-
der cancer, the risk of surgery and intravesical
therapy should be considered; and in bladder
cancer muscle invasive bladder cancer, surgery
should not be deferred for more than 10 weeks,
otherwise, radio chemotherapy should be con-
sidered.®?

In high risk prostate cancer (PCa) treatment
should not be postponed and neo-adjuvant hor-
monal therapy should be considered. Other au-
thors, however, state that delaying the surgery
between 3-6 months in intermediate or high
risk PCa does not affect the results. In low risk
PCa active surveillance should be used. Other
publications assert that most prostatectomies
should be deferred.82%:3

Testicular, penile and adrenal cancer should be
treated as indicated and surgery should not be
delayed.”°

In general, in those cancers in which active sur-
veillance can be used, surgical treatment can
be postponed; nevertheless, in high risk or lo-
cally advanced tumors the delay in beginning
treatment could compromise survival. More-
over, comorbidities, the age of the patient and
life expectancy should be considered so as to
make better decisions.?

Some considerations have been published re-
garding systemic therapy for urinary tract cancers.
Delaying the beginning of therapy is an appropri-
ate measure for many therapies in oncological
urology when we are in a situation as the pan-
demic has created. Febrile neutropenia should be
avoided and if it happens the dose of the systemic
treatment should be adjusted. Immunosuppres-
sive treatments such as steroids are not advisable
and prophylactic antibiotics should be used. If ad-
ministering the biphosfonates exposes the patient
to a possible viral infection with SARS-CoV-2, the
treatment should be postponed. Adjuvancy and
neo-adjuvancy should be analyzed balancing
risks and benefits well, but if delaying surgery or
radiotherapy is required, neo-adjuvancy could be
an appropriate option. In short, systemic therapy
should be initiated when the advantages of this
treatment for patient survival are clear or when
it is administered with curative intentions; in the
rest of the cases risks and benefits should be bal-
anced to decide its use.”!

It is important to mention that everything pre-
viously presented regarding international liter-
ature are recommendations that should not be
rigidly obeyed, they are guidelines to be con-
sidered but should be adapted to the specific
situation of each territory.

In the context of Cuban Public Health, uro-on-
cologic patient care continued throughout 2020
without deferring assistance or care. In that pe-
riod, the number of positive cases and mortal-
ity rate due to SARS-CoV-2 showed control of
the epidemic. Although in August, the numbers
were considered alarming (93 new cases), con-
trol measures managed to diminish the number
of positive cases, even more in the last months
of the year.?233

Unfortunately, at the time in which this article is
being written the number of positive COVID-19
cases in Cuba increases, and has exceeded the
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total amount of cases during 2020. Nevertheless,
cancer patient care has not changed and is one
of the top priorities of sanitary assistance.*

The consequences of postponing diagnosis and
treatment of cancer patients cannot be imme-
diate measures, as has already been stated in
the revised literature. This is the reason why the
authors of this article are of the opinion that the
uro-oncological patient should continue being
a top priority, whenever possible, unless the ep-
idemiological context and the resources avail-
able prevent it. However, the high COVID-19
mortality and severity in patients with cancer
should not be ignored*>-3¢.

Uro-oncological care has not been interrupted
in Cuba during the pandemic. Delaying medi-
cal care of certain types of urological cancers is
recommended internationally so as to reduce
the risk of contagion and the morbi-mortality
increase in this population due to the virus,
whenever the benefits outweigh the potential
danger of not treating these patients. These rec-
ommendations should be acknowledged with
flexibility and caution. Studies with a higher
level of evidence will be necessary to evaluate
the consequences of the pandemic regarding
the uro-oncological patient.
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Acquired resources for the implementation of
telemedicine in uor-oncology: Tips for its use and

optimization.

Recursos para la implementacion de la telemedicina en
uro-oncologia: consejos para su uso y optimizacion
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Abstract

BACKGROUND: Telemedicine has emerged as a consequence of advances in telecom-
munication technologies and changes in the way of interacting with other people. Its
use has greatly expanded as a result of the COVID-19 pandemic during 2020. This
has meant a change with respect to clinical practice and face-to-face consultations to
which we were previously accustomed.

OBJECTIVE: To revise the current evidence about teleconsultation in the context of
uro-oncology and to provide some basic recommendations for its development.

METHODODOLOGY: A review of the available literature on telemedicine applied to
uro-oncology in PubMed and Embase was carried out, including the following keywords:
“telemedicine”, “urology” and “oncology”. The articles considered as most relevant
and updated were selected.

CONCLUSIONS: Telemedicine is a working model that is based on the use of electronic
information and telecommunications to provide medical assistance at a distance. De-
spite certain limitations, it appears to be a safe and efficient management alternative
with respect to face-to-face consultations in certain patients. The application of tele-
consultation can lead to a reduction in risk and unnecessary visits, which is especially
important in uro-oncological patients. Telemedicine in urology seems to have a role in
the case of providing remote assistance. Outside the current epidemiological context,
its potential use in the future remains to be determined. Following basic guidelines
and recommendations can help optimize their use and provide quality medical care.

KEYWORDS: Telemedicine; Telecomunications technologies; COVID-19 pademic;
Teleconsultation; Medical assistance; Urology.

Resumen

ANTECEDENTES: La telemedicina ha surgido del avance en las tecnologias de teleco-
municacion y los cambios en la forma de interaccionar con otras personas. Su uso se
ha expandido en gran medida durante la pandemia por COVID-19. Esto ha supuesto
un cambio respecto de la practica clinica y las consultas a las que estdbamos acos-
tumbrados.

OBJETIVO: Revisar la evidencia actual acerca de la teleconsulta en el contexto de la
uro-oncologia y proporcionar recomendaciones basicas para su desarrollo.

METODOLOGIA: Revisién de la bibliografia disponible acerca de la telemedicina
aplicada a la uro-oncologia en PubMed y Embase, incluidas las siguientes palabras
I

clave: “telemedicina”, “urologia” y “oncologia”. Se seleccionaron los articulos mas
relevantes y actualizados.

CONCLUSIONES: La telemedicina es un modelo de trabajo que se basa en el uso de la
informacion electrénica y las telecomunicaciones para proporcionar asistencia médica
a distancia. A pesar de ciertas limitaciones, parece una alternativa segura y efectiva
respecto de las consultas presenciales en determinados pacientes. La aplicacion de la
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teleconsulta puede suponer una reduccion del riesgo y de las visitas prescindibles, de
especial importancia en los pacientes uro-oncoldgicos. La telemedicina en urologia
tiene un papel importante para proveer asistencia a distancia. Fuera del contexto
epidemioldgico actual, queda por determinar su potencial uso en el futuro. El segui-
miento de las normas y recomendaciones basicas puede ayudar a optimizar su uso y

proporcionar asistencia médica de calidad.

PALABRAS CLAVE: Telemedicina; tecnologias de telecomuncacién; pandemia por CO-

VID-19; teleconsulta; asistencia médica; urologia.

The current pandemic situation due to corona-
virus disease (COVID-19) has been an unprec-
edented situation in the field of contemporary
medical care that has led health personnel to
adapt to this new stage. Not only do the govern-
ment measures in relation to mobility controls
and social distancing draw attention, but there
have also been numerous changes within the
hospital environment that have had an impact
on the way we practiced clinical medicine. The
redistribution of resources and prioritization by
pathologies have been some of the pillars on
which patient care has been restructured.

Urological pathology, due to its great variety, in-
cludes patients in various age ranges, of which
a large percentage corresponds to patients over
60 years of age, especially in the case of onco-
logic disease and age-driven benign pathology.
These older patients, which the majority are
males, are at the highest risk of complications
from COVID-19 disease."? With the aim of pro-
tecting patients and physicians from unneces-
sary exposures both in the context of routine
and urgent medical visits, and optimizing the
consumption of medical resources, a series of
measures have been implemented with the help
of technology.

That is why many centers have begun to ap-
ply telemedicine to replace previous on-site
care activity.> Despite the fact that this modal-
ity has gained much popularity as a result of
the COVID-19 pandemic, it should be remem-
bered that its use had already been described

as a successful strategy previously in many spe-
cialties, including urology.* Other exceptional
situations such as the severe acute respiratory
syndrome (SARS) epidemic in 2003 in Taiwan,
or more recently the epidemic caused by the
H7N9 virus in 2013 in China, have required
the use of telemedicine for the care of isolated
patients.” Before 2020, telemedicine applied to
urology had already been evaluated by some
authors who defended it as an efficient and use-
ful tool for reducing contacts between patients,
reducing infection rates among health person-
nel, and allowing continuity of care health from
one's own home.®

The main objectives of telemedicine at the
present time are the prevention of COVID-19
virus infections in both patients and profes-
sionals by reducing unnecessary travel, re-
ducing crowds in places where it is difficult
to maintain interpersonal distance and safety
measures and the reduction of the medical
care burden in the centers that may require a
restructuring of the functions of their staff. All
this should provide patients with quality re-
mote medical care in the most comprehensive
and decisive way possible.

In this article, we carry out a review of the
available medical literature on the practice of
telemedicine applied to uro-oncology, as well
as recommendations for its correct application.
We searched for the most relevant articles in
PubMed and Embase with the the following
keywords: “telemedicine”, “urology” and “on-
cology”. The articles considered as most rele-
vant and updated were selected for this review.
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Dealing with telemedicine and working
from home

Telemedicine, like face-to-face work, requires
organization, order and discipline. Being a
working modality that we may not be used to,
it can be a challenge to face telematic work.
Maintaining healthy habits and routines helps
improve productivity.”

Every health system should be responsible for
providing its workers with adequate software to
perform the same tasks as in a routine consul-
tation. The ideal location to carry out telemed-
icine is a closed and private place, such as an
office of the hospital itself. In case of working
from home, remote access to the institution's
resources must be provided. In the latter case,
each doctor should set up an adequate space
with an appropriate environment that allows
the confidentiality of the patient to be preserved
and that transmits professionalism. Some basic
equipment is necessary, which includes a com-
puter, a microphone, and a video camera or a
telephone, internet connection. Figure 1

Figure 1. Photograph showing an example of the pre-
ferable space for teleworking with good lighting and
an ergonomic environment. The standard equipment
necessary for teleconsultation is also appreciated: a
computer with an adequate computer system, hea-
dphones, a web camera and a telephone.
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Teleconsultation modalities

The various modalities of contact with the pa-
tient include text messages, emails, telephone
calls, video calls, and the use of specific soft-
ware for both computers and mobiles. The pos-
sibility of using one or the other tool depends in
part on the patient's and healthcare provider’s
resources, with the conventional telephone call
being the most accepted especially in older pa-
tients or in less developed areas that are not so
familiar with new technologies.

The video call is apparently the most similar
to the face-to-face visit and interactive way of
teleconsultation. It has the benefit of allowing,
albeit in a limited way, the role of non-verbal
communication, and the performance of a guid-
ed physical self-examination by the patient. The
main limitations of video calling, apart from its
availability by patients, are the training of med-
ical personnel for its use, the requirement of
video cameras, a fast Internet connection from
the workplace that allows good video quality,
and adequate software. If a video call could not
be carried out due to connection or other tech-
nical problems, a conventional telephone call
should be chosen.

Regarding the platforms developed specifically
to provide virtual medical care, the EPIC® (EPIC,
Verona, USA) and NHS Attend Anywhere® sys-
tems stand out, implemented in the USA and
the United Kingdom respectively.> These tele-
health platform options may be limited in many
countries or healthcare systems due to privacy,
billing, and cost issues.

Privacy

Another key element in telemedicine is ensuring
privacy that complies with current regulations.
In the case of urological and more specifically,
uro-oncology consultations, this issue becomes
even more relevant. Records and data must be
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electronic in compliance with privacy and data
protection regulations. Each country, health
system, and even every hospital may have dif-
ferent programs and protocols for safe control
of personal and medical data, complementa-
ry tests or laboratory analysis. Every clinician
should be able to have secure access from any
computer or device anywhere, even through a
virtual private network (VPN) provided by their
institution if necessary.

Regarding contact with the patient, although
some platforms such as Facetime, Hangouts,
Zoom or Skype have been used, they do not
comply with the basic standards required in
many countries in terms of data protection.’
However, there are software platforms available
integrated into the electronic medical records
system of the health center that allow great-
er security: Zoom for Healthcare®, Skype for
Business®, Doxy.me®, Updox®, Vsee®, Microsoft
Teams®, Google G Suite®, and Hangouts Meet®.?
Although platforms provided by the institution
are the most recommended, it is important to
adjust the consultation process to fit the pa-
tients’ resources and capabilities.” Moreover,
it is strongly advised to check the local regula-
tions with the appropriate clinical administrator
before conducting a telemedicine practice.

Planning and organization of
teleconsultation

Regarding the scheduling of the consultation,
it is desirable that patients can have different
methods for the appointment through websites,
emails, telephone numbers or mobile applica-
tions. These appointments must be confirmed in
advance as a reminder (through a phone call,
text message, or email), communicating to the
patient the non-presence nature of the consulta-
tion and the convenience of reserving a margin
of time in their activities of the day, dedicated to
their medical consultation. Likewise, it would
be convenient to clarify at that time the means

available to the patient in order to choose the
best one for the visit, being preferable, as previ-
ously mentioned, that of video calling.

In case of not having clinical data of the patient
because it is a first consultation or a patient re-
ferred from another center, it would be appro-
priate to provide a form to upload reports or
diagnostic tests that can be evaluated by the phy-
sician in advance. A telemedicine agenda must
be generated and managed with the help of the
nurse and administrative staff. Telemedicine has
the great advantage of allowing flexible planning
compared to regular face-to-face visits.

Optimizing the planning of the teleconsultation
in advance is important for efficient medical
care. It is advisable to carry out a previous tri-
age to differentiate between different groups of
cancer patients. Patients can be classified into
groups, for example, patients on their first con-
sultation, patients who come for an outpatient
procedure, patients who come for results of
complementary tests, patients with a diagnosis
who potentially need surgical intervention, pa-
tients who come for treatment, patients on fol-
low-up consultation or others. Some examples
of which conditions could be managed safely
with teleconsultation during the pandemic time
can be found in.™ Table 1

Development of the medical consultation

Every virtual medical consultation should begin
with a general introduction in which the offi-
cial character of the consultation, the possible
technical problems and limitations in terms of
medical evaluation that may arise from an un-
conventional visit are clarified to the patient.
The interviewer must introduce himself by his
full name unless the patient knew his physician
beforehand. The guarantee of privacy must also
be always transmitted, which will help to es-
tablish a relationship of trust between physician
and patient.
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Table 1. Modified from: Recommendations for the management of some of the most frequent reasons for consultation in
urological practice during confinement measures. Modificed from: Carrion DR, et al.”

Accepted management

Face-to-face
consultation
may be delayed
for < 3 months

Teleconsultation
is possible

Requires a
face-to-face
consultation

Bladder = Diagnostic cystoscopy to study macroscopic X
cancer haematuria
(BC) Follow-up cystoscopy in low- or intermediate-risk BC X
Follow-up cystoscopy in high-risk BC X
Intravesical induction BCG therapy for high-risk BC X
Maintenance intravesical therapy with BCG / X
Chemotherapy for low- or intermediate-risk BC
Removal of bladder catheter after TURBT X
Removal of bladder catheter after radical cystectomy X

+ orthotopic neobladder reconstruction

Information about histopathology results following X

TURBT or radical cystectomy

Kidney Information about histopathology results following X

cancer partial or radical nephrectomy
Follow-up <6 months after surgery (without recurrence) X
Follow-up >6 months after surgery (without recurrence) X

Additionally, it is reasonable to obtain verbal
consent from the patient to carry out the con-
sultation online instead of a regular clinic vis-
it. In the clinical record, the patient’s consent
and the virtual nature of the interview should
be noted.”°

The basic principles of a medical appointment
should also be applied on a telematic consulta-
tion, without forgetting some additional ones.""'2

Firstly, in the case that data such as laboratory
tests or imaging results may not be provided on-
line, extra time and as much effort as possible
should be put into fully collecting this data ver-
bally from the patient, paying special attention
to the units used on lab reports. Secondly, and
given the exceptional context of the COVID-19
pandemic, it is important to screen for corona-
virus disease using simple epidemiological and
symptomatic questions. Also, social distancing
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and thus perceived isolation may be a risk factor
in developing or exacerbating a preexisting de-
pression or anxiety disorder, which is a special
concern in the uro-oncologic population. Every
interview in the era of the COVID-19 pandemic
should be aimed to first screen the patient for
both suspicious COVID-19 symptoms and pos-
sible mental health issues.'® Fourthly, it is also of
great interest to identify signs or symptoms sug-
gestive of urgent urological pathology for which
the patient should be referred to the emergency
department, which is essential in fragile cancer
patients. Fifthly, depending on the perceived
quality of communication, in order to mitigate
the risk of misunderstanding, it would be reason-
able for the physician to paraphrase the collect-
ed data and ask the patient to confirm its correct-
ness. If possible, a summary of the consultation
or the recommendations should be provided
on-line to the patient, as well as the appropri-
ate contact details, should the patient have any
doubts or late questions.

Once the consultation is finished, all the re-
ports, results, and requests for complementary
diagnostic tests must be sent to the patient via
encrypted email or via postal mail.

Another aspect that also concerns some uro-on-
cological patients is the use of devices such as
temporary or permanent urethral catheters, su-
prapubic catheters, nephrostomy catheters or
urinary diversions through stomata. The face-to-
face learning for its management can be part-
ly replaced by photographic or video tutorials
designed specifically for it, being able to be a
complementary tool to home care by nursing
teams. Likewise, the implementation of nursing
teleconsultations to resolve doubts regarding
derived problems may be interesting.™

Patient self-education

One of the advantages of the use of new tech-
nologies for medical care is the easy access of

patients to information concerning their disease
and data about its management, as well as ad-
vice and recommendations for possible arising
complications. Taking advantage of the use of
online applications and platforms, we have the
opportunity to provide our patients with accu-
rate information and educational materials, in
a way that encourages patient self-education.
In this way, patients may become more familiar
with their conditions and we also avoid the con-
fusion that the information that can be found on
the internet may generate for the patient. We
propose as an example, the materials that can
be found on the website of the European Asso-
ciation of Urology Patient Information website
(https://patients.uroweb.org). Moreover, the pa-
tient should be guided to familiarize themselves
with the help of patient organizations.

Maintaining contact with other specialists

It is essential to understand uro-oncological
medical care as a coordinated team effort be-
tween different professionals that include urol-
ogists, nurses, technicians and administrative
personnel. Therefore, this coordination should
not be lost in the context of telemedicine, and
efforts should be made to pursue smart-working
models. Likewise, regular contact with the rest
of specialists involved in the comprehensive
care of uro-oncological patients (radiologists,
medical oncologists, radiation oncologist, pa-
thologists, etc) must be ensured, even maintain-
ing the development of virtual multidisciplinary
sessions on a regular basis.’®' Telecommunica-
tion between professionals should not be an ex-
cuse to skimp on resources that seek to provide
quality medical care to our patients.

Many of the software mentioned previously al-
lows the participation of several members in a
conversation at the same time, being useful to
include relatives of the patient, other health ex-
perts, or even language interpreters.'® Regard-
ing the latter, difficult communication with a
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patient due to the language barrier is not un-
common. Some platforms, such as EPIC® or
NHS Attend Anywhere®, do not directly allow
a solution to this problem."™ Consequently, in-
stitutions should provide access to a "language
line" to facilitate translation services.

DISCUSSION

The circumstance of the COVID-19 pandemic
has led to a disruption in the way of communi-
cation with patients in our environment. Profes-
sionals in specialties such as urology have had
to adapt their services and benefits to remote
assistance in order to continue their activity.
Telemedicine, as a previously undervalued tool,
has gained prominence, proving to be useful to
face the difficulties presented.

Giving its proper use and always being aware of
its limitations, telemedicine has an opportunity
as a safe and efficient alternative for the man-
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agement of uro-oncological patients in some
situations. It is important to be aware that the
great variety of uro-oncological patients, due to
their great heterogeneity, cannot be managed in
the same way. Apart from follow-up check-ups,
new patients, or those with symptoms sugges-
tive of a complication may not be a subsidiary
of online consultation and may require a physi-
cal encounter anyway.

As a basis for this system, it highlights the impor-
tance of carrying out a good triage of patients
who can benefit from this type of health care
assistance. Although there are no clinical guide-
lines on telemedicine in urology, we have set out
our recommendations following what a quality
standard should entail. An infographic summary
of some of them can be found in Figure 2.

The practice of telemedicine is evolving day
by day and a constant improvement of services
is taking place. Physicians are acquiring more

Identify yourself correctly. Document
the patient's consent to make a video
call or phone call

Comply with privacy
recommendations and fee
charges for each country and
health service.

Maintain communication with team
members: nurses, assistants,

Use secure telephone lines, intemet
connections and institutional email

Avoid using p | phone diagnostic test technicians, and
lines. administrative staff. Allow patients
different ways to schedule their
appointments.

Ask for verbal consent for invasive
diagnostic tests or surgical procedures.
Make sure a written consent is signed

Constant training on new platforms. It
Is advisable to conduct trial

s \ )|

In'omui
Consent

1A

e

>

=Y E
T EEr

Ensure a quiet environment. Make sure
you have the necessary equipment

upon armrival at the center.

Continue with department meetings,
multidisciplinary committees, case
and online teaching.

to leamn the different capabilities and

limitations of the platforms.

Figure 2. Some of the proposed principles, recommendations, and tips for the organization of a successful

teleconsultation practice.
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practice and skill in handling complex situa-
tions in the context of care by phone or video
calls. However, once the current circumstanc-
es are overcome, several questions could arise
about the future of telemedicine. Could tele-
consultation be safely integrated into routine
clinical practice in uro-cancer patients? What is
the level of quality perceived by patients? Can
teleconsultation be a more efficient tool for the
management of patients in cancer follow-up?
These doubts can probably be clarified as the
practice of telemedicine becomes widespread
and its use expands over longer periods of time.

Telemedicine and more specifically teleconsul-
tation seems to provide adequate remote sup-
port for urologists specialized in oncology in
special situations. This new tool is postulated
as a logistically feasible alternative to conven-
tional face-to-face consultation. Based on our
experience and that of other groups of authors,
we have presented key recommendations and
advice that should be applied when conduct-
ing a teleconsultation practice. Looking ahead,
the role of telemedicine in routine clinical care
remains to be established, although to date it
appears to be a promising opportunity.

Nevertheless, we need further evidence from
strong studies that assess the safety and effica-
cy of the multiple experiences with all forms of
telemedicine during the COVID-19 pandemic,
this is paramount for validating telemedicine
practices in case of future health crisis.
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Cancer de prostata en la era del COVID-19: ;Qué debemos
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Homero Fuentes-de la Pefia,* Jesus Salas-Ochoa,? David Ramirez-Viramontes,? Emilio Olloqui-Salas,? Eduardo

Estrada-Vazquez?

Abstract

The world has changed since SARS-CoV-2 and its variants emerged, however, we
cannot fail to address the cancer pandemic, particularly, that of Prostate Cancer, the
most common among adult males. Faced with this “new normal” in the COVID-19
era, there is a clear necessity to “Triage” or “prioritize and categorize” patients with
advanced Prostate Cancer (aPC), for their proper care, which is practically mandatory,
even though our health system is presented with serious deficiencies and shortages,
while also treating a viral pandemic.

In this article we review the actual treatments for aPC in the COVID-19 era. These
advanced prostate cancer patients are the main focus of medical oncologists in any
of their three modalities: Metastatic Hormone-Sensitive Prostate Cancer (mHSPC),
Nonmetastatic Castration-Resistant Prostate Cancer (hm-CRPC), and Metastatic Castra-
tion-resistant Prostate Cancer (mCRPC). We review the concepts of medical and surgical
castration, androgen deprivation therapy (ADT), skeletal-related events (SREs) and its
complications, bisphosphonates, the role of peripheral androgen blockade, androgen
synthesis inhibitors, radiopharmaceutical and cytotoxic agents, radiotherapy, PARP
inhibitors, immunotherapy, and new therapies under development in a modern context.
Likewise, we mention the importance of Quality of life (QoL) and early palliative care
instauration needed, which should be unpostponable even though we are facing the
COVID-19 pandemic.

KEYWORDS: SARS-CoV-2; COVID-19 pandemic; Prostate; Triage; Medical oncologist;
Castration resistant prostate cancer; Surgical castration; Androgen deprivation therapy;
Androgen synthesis inhibitors; Cytotoxic agents; Immunotherapy; Quality of life.

Resumen

El mundo ha cambiado desde que surgieron el SARS-CoV-2 y sus variantes; sin embargo,
no podemos dejar de lado el cancer, en particular el de préstata, que supone el mas
frecuente entre los hombres. Con la “nueva normalidad” en la era del COVID-19, existe
una clara necesidad de “Triage” en los pacientes con cancer de préstata avanzado
para su adecuada atencion, que es practicamente obligatoria, aunque nuestro sistema
de salud tiene serias deficiencias y carencias, y al mismo tiempo trata una pandemia
viral. En este articulo revisamos los tratamientos para el cancer de préstata avanzado
durante la pandemia por COVID-19. Los pacientes con esta neoplasia son el foco
principal de los oncélogos en cualquiera de sus tres modalidades: cancer de préstata
metastdsico sensible a hormonas, y cancer de prdstata metastdsico y no mestastdsico
resistente a la castracion. También se revisan los conceptos de castraciéon médica y
quirdrgica, terapia de privacion de andrégenos, eventos relacionados con el esquele-
to y sus complicaciones, bisfosfonatos, funcién del bloqueo androgénico periférico,
inhibidores de la sintesis de andrégenos, radiofdrmacos y citotéxicos, radioterapia,
inhibidores de PARP, inmunoterapia y terapias en desarrollo en el contexto moderno.
Asimismo, informamos la importancia de la calidad de vida y la instauracién tempra-
na de los cuidados paliativos necesarios, que no debieran posponerse alin durante la
pandemia por COVID-19.

PALABRAS CLAVE: SARS-CoV-2; pandemia de COVID-19; préstata; Triage; oncélogos;
cancer de prostata resistente a la castracion; castracion quirdrgica; bloqueo androgénico
periférico; inhibidores de la sintesis de andrégenos; agentes citotdxicos; inmunoterapia;
calidad de vida.
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The world has suffered an everlasting change.
For us it is very clear that life as we knew it
until 2019 will never be the same. With this
pandemic we must get used to SARS-CoV-2, its
variants, and new ones to come, which are here
to stay whether we like it or not or accept it or
not. There is a saying that states that this world
belongs to the strong. Today we believe it be-
longs to those who adapt better and faster to the
so called “new normality”.

Speaking about epidemiology concepts, what
about that which concerns cancer? In this ar-
ticle we will address the Prostate Cancer epi-
demic. | would say that the real importance of
it revolves around two central aspects, the first
being the transcendence of its “numbers”, by
being the most frequent cancer in males, and
conversely, the fact that we are in an historical
moment of therapeutic transition in advanced
aPC, in which exist “endless” research papers
of actual therapeutic approaches. In this pub-
lication we will approach therapeutic consid-
erations in a summarized manner in relation to
their clinical importance, taking into account
that it is impossible to fully address them all.

As medical oncologists, we get to observe the
advanced disease. Today there exist numerous
modern therapeutic approaches that force us,
as professionals, to be constantly updating. We
see that mortality rates in Latin America are
comparable to those of first world countries like
the United States, Canada, and central Europe’
but with an incidence 3-4 times lower, mani-
festing inferior therapeutic results probably re-
lated to late diagnosis, with limited access to
health services and lifestyle (ex. obesity esti-
mated at 72.5% of the adult population of our
respective countries).

If we add the COVID-19 pandemic to this issue,
we get a perfect “broth culture” for all kind of

setbacks, actually, bringing to light decades of
deficiencies in the Mexican public healthcare
system. Mortality rates have been very high, and
we couldn’t expect another result, so patients
with aPC are not getting a proper “prioritization
and categorization” based on their risk and fea-
sibility in deferring therapeutic modalities and
palliative care. Clearly, if the previous statement
is not addressed, it will cost us more lives.

The three modalities of patients with advanced
aPC previously mentioned need expensive
medical treatments, healthcare services, and
early instauration of palliative care (ideally start-
ed at diagnosis), allowing patients to achieve
significant improvement in QoL, so we must
never wait until a disease progresses to terminal
phases to take action.

The different scenarios of action for oncologists
include the following:

1) Metastatic Hormone-Sensitive Prostate
Cancer (mHSPCQ):
First of all, it is worth mentioning that
treatment doesn’t have curative intent,
and that these M1 patients are very he-
terogenous. In Mexico and many Latin
American countries, 30-50% of patients
with mHSPC start to receive treatment
in this stage of their disease'. There are
substantial differences between patients
with local aPC and those with bone or
visceral metastases, with significant va-
riations in cancer-specific survival.

Skeletal-related events (SREs) are common
complications of bone metastases and
could bring severe structural, functional,
or metabolic consequences. SREs have a
negative impact on QoL and get a hold of
the economics of patient safety, which in
turn adds the need for immediate palliative
care, one example being medullar com-
pression that is present in 10% of cases'
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and will require analgesics, nonsteroidal
anti-inflammatory drugs, steroids, opioids,
bisphosphonates, monoclonal antibodies,
radiopharmaceutical agents, radiotherapy,
and sometimes surgical stabilization of os-
teolytic structural abnormalities.

Nowadays, NCCN guidelines? largely
guides oncological therapeutic behavior,
suggesting zoledronic acid and denosu-
mab as two reasonable alternatives for
bone protection.

Most patients with significant bone me-
tastatic lesions manifest pain. For them
the more adequate therapeutic options
are External Radiotherapy (ET) and Ra-
dium 233 Dichloride, which is an alpha
emitter that selectively targets bone me-
tastases. The difference between Radium
233 and beta emitters (samarium-153 and
strontium-89) lies in the former which is
a high linear energy transfer (LET) with li-
ttle tissue penetration.?

The systemic cornerstone of treatment
for mHSPC is the so-called Maximal An-
drogen Blockade (MAB), using androgen
deprivation therapy (ADT) with medical
(Leuproreline, Gosereline, Triptoreline,
etc) or surgical (bilateral orchidectomy)
castration, while also using or adding an
antiandrogen, which acts as a competi-
tive molecule at the Androgen Receptor
(AR) level inside the cell, preventing its
activation, thereby promoting its apopto-
sis, having at our disposal 3 groups: 1¢
generation (Flutamide and Nilutamide),
2n generation (Bicalutamide) and 3
generation (Enzalutamide, Apalutamide
and Darolutamide).

The total testosterone level for defining
castration for more than 40 years has
been < 50 ng/dL and nowadays it conti-
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nues to be the approved value, however,
in recent years there seems to be the con-
viction that values < 20 ng/dL are more
reliable’, and using MAB to reach those
levels is easily and rapidly achievable in
most patients with mHSPC.

We emphasize that only 3 generation
anti-androgens, along with their hormo-
nal action, suppress tumor growth. Exis-
ting different trials/studies show increased
global survival (GS) and progression free
survival (PFS) like SPARTAN* and TITAN®
with Apalutamide, ARAMIS with Daro-
lutamide® and CHAARTED with Cabazi-
taxel and Abiraterone after initially using
Docetaxel.” Abiraterone is an inhibitor of
androgen biosynthesis, and although its
actions are anti-androgenic its composi-
tion and mechanisms of action differ from
classic anti-androgens. lIts results are com-
parable to those of Enzalutamide.

Recently, the FDA approved adding Do-
cetaxel to MAB in mHSPC. Based on the
results in the aforementioned CHAAR-
TED” and STAMPEDE? shortly after, ad-
ding Abiraterone was evaluated in the
same scenario by STAMPEDE® and by LA-
TITUDE in 2017. Both showed improved
GS. Moreover, ARCHES, PROSPER, EN-
ZAMET and PREVAIL® showed increased
GS with Enzalutamide in phase 11l proto-
cols, allowing different and efficient pro-
fessional options for achieving beneficial
therapeutic results in accordance with
NCCN guidelines.?

We must be very wary when assessing
patients with aPC in our new COVID-19
era. The results that we just reviewed
show in a way an unquestionable bene-
fit. The delay or suspension of treatment
must not happen because postponement
of therapy will affect QoL, nor add diver-
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se complications like demineralization
with or without fractures, obesity or sar-
copenia, metabolic syndrome, cardio-
vascular disease, fatigue, depression and
anxiety. We must take into account that
many of these patients are “vulnerable
or fragile” whether it is at the expense of
their age or pathological condition.

Non-metastastic Castration-Resistant
Prostate Cancer (nm-CRPC):

Between 20-40% of patients with radical
prostatectomies and between 30-50% of
patients treated with Radiotherapy for lo-
calized aPC will have biochemical recu-
rrence within the first 10 years following
such therapeutic approaches',and most
of them will initially respond to ADT,
but eventually will present progression
within the first 5 years, without showing
distal metastases, but rather PSA eleva-
tion. Most patients continue to be asymp-
tomatic for long periods of time, but 33%
will develop metastases within the first 2
years, showing that a main challenge is
to delay this phenomenon and improve
GS, PFS, and patients QolL.

Today, new imaging techniques and next
generation imaging (RADAR 1II)," like
PET-TC, are more efficient in detecting
metastases, although the aforementioned
studies PROSPER, SPARTAN, ARAMIS and
some others, employed traditional ima-
ging techniques to determine MO status,
and PET-TC has not been considered in
these studies. It is disturbing that the pre-
viously mentioned pharmaceutical drugs
that have a positive impact on M1 disease
could potentially show broader benefits in
MO patients, which leads to an increased
level in curiosity for studying their earlier
use, particularly when in recent years we
are able to detect bone lesions in a more
premature and efficient manner.

Apalutamide is a potent AR antagonist
with antineoplastic activity studied in
SPARTAN* and TITAN;> 2021 ASCO-GU?
shows that PFS and total progression time
in TITAN were significatively higher than
placebo, and in their reported time of the
first analysis for 27 months. It now reports
a duration of almost 4 years and the be-
nefit continues to be there, with an exce-
llent safety profile, reporting an additional
35% reduction in mortality risk. Conver-
sely, SPARTAN states that in this group of
patients QoL remains unchanged, so its
usefulness today is being studied in other
clinical stages of the disease.

Other clinical studies like ATLAS, ACIS
(interesting a trial using Apalutamide +
Abiraterone scheduled to end in August
2021), and newer versions of SPARTAN
and TITAN, and PROSPER with enzalu-
tamide, along with a review of ARADES
and ARAFOR," and of course ARAMIS
(6) with Darolutamide, are reporting si-
milar benefits in efficacy with QolL, so
why should we withhold nm-CRPC pa-
tients from these benefits? | don’t believe
it's ethical, which is why we must apply
and individualize a type of Triage or cate-
gorization in aCP patients.

It is worth mentioning that despite no-
table progress with the new anti-andro-
gens, practically all patients with ad-
vanced disease will eventually develop
clinical resistance, which is why there is
a growing interest in generating impact
in earlier stages and in using medical
agents that could prevent mechanisms of
resistance. Similarly, in different medical
publications there is a tendency to use
hormonal deprivation for 18-24 months
instead of the previously suggested 36
months."* There does not seem to exist a
great difference in the efficacy of treat-
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ment response, since it reduces adverse
effects and improves Qol. Neverthe-
less, to this day the only validated and
recommended results in international
guidelines? are those taken from PROS-
PER, SPARTAN and ARAMIS, with their
respective pharmaceuticals, and in com-
bination with ADT. Moreover, TITAN has
recently been approved by the FDA.

Metastatic Castration-resistant Prostate
Cancer (mCRPCQ):

Defined by European guidelines as cas-
tration testosterone levels plus biochemi-
cal progression of PSA or as radiological
progression by the very well-known RE-
CIST criteria.’

Adding to the mechanisms of resistance
to castration in the AR (V7-AR being the
most frequent), we already know of the
existence of other resistance mechanis-
ms like mutations of the receptor, which
translates to resistance to Enzalutamide
and Abiraterone, while also predicting
a rapid cancer progression. There is no
doubt that great interest in potential futu-
re therapies is based on this.

There are numerous publications and
trials on mCRPC with favorable ini-
tial results on PFS and GS, along with
other benefits in their initial results, with
examples for practically all pharmaceu-
tical variants and their combinations,
like radiopharmaceutical agents (CHEI-
RON, PLATO, TROPIC and/or PREVAIL),’
cytotoxic agents: Docetaxel or Cabazi-
taxel (CARD, CA184, TRITON 2) or Si-
puleucel-T, which is the only one of its
class approved for “castration resistan-
ce” analyzed on IMPACT 3, also having
immunotherapy combined with PARP
inhibitors or simply with peripheral an-
ti-androgens, and chemotherapy (FIRS-
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TANA),"* immunotherapy with Nivolu-
mab-Ipilimumab (CHECKMATE 650)" or
Pembrolizumab (KENOTE 365).'°

There are many other clinical trials, |
have highlighted the recent increased in-
terest in the more frequent use of PARP
inhibitors in patients with BRCA1/BRCA2
germinal mutations, using either Olapa-
rib or Rucaparib, with a significant num-
ber of clinical publications: PROfound,
Olap-A, Olap-B, TAPUR, TOPARB-B,
among others, clearly demonstrating that
we are still on the lookout for the best
therapeutic sequence, “Precision Medici-
ne” or “Target therapy”.

Research is ongoing, either with known
drugs, new combinations of the former,
or with new drugs still under develo-
pment in clinical trials: IPATential 150
(Ipatasertib), VISION (177Lu-PSMA-617),
PROSPECT with a “Vaccine”, KRONOS
(Cetrelimab), among others, indicating
an extensive number of trials under deve-
lopment.

From today’s perspective and lines of investi-
gation, the main focus is the research of new
drugs or already known targets for advanced
aCP, the secondary scenario being their use in
earlier stages of the disease like high-risk local-
ized PCA, biochemical recurrence, nm-CRPC,
and mHSPC, and the third scenario as a com-
bination of already known or new hormonal
agents, PARP inhibitors, Radiopharmaceuti-
cals (LU-177-PSMA), immunotherapy (GVAX,
PROSTVAC), or Anti-CTLA-4 (Ipilimumab).

We must not deny any advanced aCP, patients
the potential therapeutical benefit that they
could achieve. Living through or with the pan-
demic is not reason enough to postpone treat-
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ment. Oncological care during a pandemic is
also important, and with this “harsh reality”
we must of course make an individualized
“Triage” and modify all treatments that could
be transferred or switched to ambulatory man-
agement, thereby reducing medical visits and
hospital stays, so that no patient might lose his/
her right to be treated effectively. If a patient
is in the terminal stages, it must not be denied
palliative care. Absolutely no one should face
unnecessary suffering or an undignified death,
and absolutely no patient should stop receiving
whatever offers them better PFS, GS, and QoL.
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Gestion de la informacion y de las redes sociales en la era

del COVID-19: beneficios y riesgos

Oscar D. Guzman-Aguilar,! Carolina Jiménez-Santilldn,2 Diana C. Rojas-Ramirez3

Abstract

Since its inception humanity has suffered from various pandemics, however, the so-
cial context in each one has been different, during the current pandemic caused by
COVID-19, the use of social networks for information management has brought benefits
never imagined as rapid access to information in real time and relatively at low cost,
breaking both geographical and language barriers. Likewise, it allows health personnel
to interact with other professionals and always keep up to date. For patients, the use of
social networks is a self-learning tool and one of the most common ways to search for
information during this pandemic. On the other hand, there are known risks with the
use of information found on social networks, which include the overload of real and
false information (infodemic), which can generate loss of trust in health personnel, as
well as behaviors unfavorable to it, in addition to generating anxiety and fear, which
makes it difficult to seek timely care for other pathologies, and even generate mental
health problems in vulnerable people. Therefore, it is important to point out the main
benefits and risks associated with the use of social networks in the COVD-19 era, as
stated in this article.

KEYWORDS: Humanity; Pandemic; Social context; Social networks; Information man-
agements; Language barriers; Health; Benefits; Risk.

Resumen

Desde sus inicios la humanidad ha padecido diversas pandemias; sin embargo, el
contexto social en cada una ha sido diferente durante la pandemia actual, causada por
la COVID-19. El uso de las redes sociales para el manejo de la informacién ha traido
beneficios nunca antes imaginados, por ejemplo: rapido acceso a la informacién en
tiempo real y a bajo costo, rompiendo barreras geograficas y de lenguaje. Asi mismo,
al personal de salud permite interactuar con otros facultativos y mantenerse actuali-
zados en todo momento. Para los pacientes, las redes sociales son una herramienta
de autoaprendizaje y una de las formas mds comunes de bisqueda de informacion
durante esta pandemia. Existen riesgos con los datos encontrados en las redes sociales,
que incluyen la sobrecarga de informacién real y falsa (infodemia), que puede generar
pérdida de la confianza en el personal de salud y conductas desfavorables, ademas
de ansiedad y miedo, lo que dificulta la bldsqueda de atencién oportuna para otras
enfermedades, incluso generar problemas de salud mental en personas vulnerables.
Por ello es importante sefialar los principales beneficios y riesgos asociados con las
redes sociales en la era del COVD-19.

PALABRAS CLAVE: Humanidad; pandemia; contexto social; redes sociales; manejo de
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Different kinds of pandemics have plagued hu-
manity since its inception, and during each one
of them there was a different context (social,
medical, and technological) to face them. As
was the 1918 influenza pandemic case, when
a third of the world's population was infected
and a total of 50 million ended up dead. At that
time medical therapies and countermeasures
were significantly limited, the exchange of in-
formation that had place to facilitate any pub-
lic health intervention was insufficient for how
fierce that pandemic became.

Today, 100 years away from the times of that
pandemic, a new virus hits us, SARS-CoV-2 caus-
ing COVID-19, which threatens millions of lives
in the world and has taken many others. On the
other hand, now we have more technology and
more possibility of immediate communication
than ever before in history. During the COVID-19
pandemic, the traffic of information on social net-
works increased considerably by all segments of
the population, both young and old. Social media
sites such as Facebook®, Twitter®, and YouTube®
are powerful symbols of a new generation of on-
line tools and applications that foster user gen-
erated content, social interaction, and real-time
collaboration what has greatly facilitated the ex-
change of information using large social networks
allowing the fast flow of updated news." Almost
4.66 billion people were active internet users un-
til October 2020, and, as it was expected, the
average period of time in social media increased
significantly during the pandemic.?

Although this is accompanied by its dark side,
the duality of publications between fake news
and verified sources. The volume of informa-
tion is large and overwhelming and has been
termed an "infodemic'', this term has been
coined to outline the perils of misinformation
phenomena during the management of disease
outbreaks, since it could even speed up the ep-

idemic process by infuencing and fragmenting
social response.’* How these platforms can be
harnessed to optimally support emergency re-
sponse, resilience, and preparedness is not yet
fully understood. Although its effectiveness and
influence on people has been proven on differ-
ent occasions.

Many scientists used Twitter to communicate
specifically with other scientists, even before
pandemic, nowadays it is known that is the
most used platform between scientific commu-
nity and has an emerging role in the dissemina-
tion of health information.®

On the other hand, social media allows indi-
viduals to interact with each other in real time,
enables global information exchange among
physicians, patients, organizations, and other
stakeholders in the medical field.®

Consequently, new methods of digital commu-
nication open unprecedented opportunities for
medical education as well, since there was a
negative impact of the pandemic on scientific,
academic, and educational activities of urolo-
gists and other healthcare providers. Urologists
have also found unique ways to generate a
scientific community aimed to educate fellow
urologists, urology residents and even patients.”

Creating online journal clubs with experts,
sharing data on open-source platforms, book-
marking content in specified web pages, and
hosting webinars and video conferences in a
way to avoid the barriers of social distancing.

Let us try to envision social media as a funda-
mental tool in managing the current evolving
pandemic, as well as in the transformative as-
pects of preparing and responding for the fu-
ture. For this reason, it is important to point out
the main benefits and risks associated with the
use of social networks in the COVD-19 era, as
indicated below.

51



52

Boletin del Colegio Mexicano de Urologia

Benefits of using social networks

The main benefits are the rapid dissemination
of information thanks to the accessibility of
the Internet due to the low cost that has risen
in recent years and the large number of users
that all social networks have. Among them,
the main and generally used in our country
are WhatsApp®, Youtube®, Twitter®, Instagram®,
LinkedIn® (mainly for professional use), Face-
book®, TikTok®. This is accompanied by break-
ing geographically difficult barriers to cross in a
territory of 1,964,375 km? as Mexico is.?

Internet is also an important progress in the ob-
stacle represented by the different languages.
The use of social networks allows medical per-
sonnel to discuss clinical cases, surgical strat-
egies and patient alternatives while respecting
their privacy. In this sense, the clinician can be
supported, challenged, taught, or have his or
her information shared.’

The fact of publishing medical information
leads to greater interaction between the medical
community and the public, directing attention
towards publications of impact. It is possible to
conduct and prepare multicenter studies with-
out the need for person-to-person interaction.

The use of social networks is a way to keep up
to date, many medical journals use these media
to share their findings, even before journal pub-
lications, such as new guidelines, research, case
reports, etc. It is an essential activity in modern
education, there is a tendency for schools or as-
sociations to broadcast congresses or hold we-
binars, especially in this time of pandemic, in
which it is essential to hold webinars to have a
positive impact on changing clinical practice.

There is another advantage in which social net-
works play different roles, from content creator,
critic, information gatherer or spectator. The de-
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cision to be part of any of these specific groups is
personal and there is a change in the role accord-
ing to the preferences or needs of the participants.

During this pandemic, recommendations in the
form of easy-to-understand graphics or tutori-
als on hand washing, use of masks, isolation,
methods of spread, methods of limiting SARS
COV-2 disease, and use of personal protective
equipment were read and provided through so-
cial networks.

Patients also have the benefit of sources for
self-learning and decision making concerning
their health or even the procedure they will un-
dergo. They can research the doctor they wish
to see to find out his or her academic history
and some have the experience of talking to pa-
tients who have previously undergone some
type of surgery, as there are patient associations
in social networks.'

Risks about the use of social networks

The main risk of the use of social networks in the
COVID-19 era is the increase in the infodemic,
which throughout history has caused multiple
behaviors that lead to the difficulty in obtaining
reliable sources of information, and the inabili-
ty to discern between the true and the false. The
pressing issue is that fake news spreads more
rapidly on social media than news from reliable
sources, damaging the authenticity balance of
the news ecosystem.

On the other hand, in addition to the challeng-
es in the health system caused by COVID, the
emergence of multiple rumors and misinfor-
mation, lead to erroneous practices that in turn
promote the spread of the disease'" and hinder
access to health services, both due to their sat-
uration, as well as the fear instilled by misin-
formation, which limits the search for medical
attention by patients.

https:/doi.org/10.24245/bcmurol.v36iS1.5481
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The ease through which inaccuracies and con-
spiracies can be repeated and perpetuated via
social media and conventional outlets puts
public health at a constant in the crosshairs. In
addition to conspiracy theories and the loss of
trust towards health institutions, the same info-
demic causes stigmatization towards medical
personnel and can even lead to violent atti-
tudes towards them, as has happened on pre-
vious occasions such as what happened during
the Ebola outbreak in the Democratic Republic
of Congo in 2019, misinformation was linked
to violence, mistrust, social disturbances, and
targeted attacks on healthcare providers.'

In addition to limiting the search for medical at-
tention and promoting erroneous behavior, the
infodemic produces harmful effects on the men-
tal health of the population. Social media have
been associated with increased mental distress,
self-harm, and suicide. Additionally, the spread
of information is not limited by distance, such
that the pandemic of fear can and has spread be-
fore the actual C-19 pandemic. This can lead to
an increase in suicidal ideation or attempts.'?

Therefore, the use of social networks can be a
valuable tool, but if it is not regulated and mon-
itored, it can be harmful to the population, both

physically and not seeking medical attention for
other reasons, due to fear; as psychological, in
addition to promoting stigmas towards health
professionals; For this reason, it is very import-
ant to pay attention to them and avoid being
part of the infodemic that currently afflicts the
whole world in the COVID-19 era.

It is our responsibility as health professionals to
provide accurate and reliable information to pa-
tients, therefore it is useful to know certain recom-
mendations for the proper management of social
networks currently (Table 1), in order to be part of
the misinformation that causes so much damage.

CONCLUSIONS

Health emergencies have occurred throughout
the history of humanity, the main difference lies
in the social context in which they occur, during
this COVD-19 pandemic, the particularity is ob-
served in the use of social networks for traffick-
ing of information, which unfortunately some-
times tends to be overwhelming (infodemic), that
is why we must learn to discern between the true
information and the one that is not.

The use of social networks can be a valuable
weapon for health professionals, such as updat-

Table1. Criteria for the responsible use of the information disseminated on social media. Modified from Gonzalez-Padila DA, et al®

5. Declare conflicts of interest, when appropriate.

7. Use transparent methods for peer review and feedback, like platforms for post-publication peer review processes or pre-
print (unpublished manuscripts) like medRxiv.org, providing author/institutional contact, and pursue a traditional peer
review process as soon as feasible.

9. Encourage patients to consult reliable sources of information and not only what is seen on social networks

1. Prefer dissemination through established professional platforms, or communication groups.

3. Abstain from sharing information that may only induce panic or anxiety.
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ing and contact between peers, as well as allow-
ing them close contact with patients, breaking
down time, language, and geographical barriers,
thus allowing them to preserve social distancing,
which helps mitigate the spread of the virus.

Unfortunately, social networks, if they are not
regulated and verified, can have undesirable ef-
fects towards health professionals and patients
themselves, due to the false information that cir-
culates in them, as we have mentioned, violent
behavior against health personnel and mistrust
have been observed towards the same by the rise
of conspiracy theories, in addition to causing
fear, anxiety and other mental disorders.

We consider that it is necessary to increase ef-
forts to regulate the content that circulates on
social networks, with strong penalties for gener-
ators of news and false information, as well as to
promote the traffic of real information by health
personnel, avoiding data that causes confusion
or unfavorable behaviors in the population.
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Efecto de la pandemia en la salud mental del personal de

salud

Daniel Fernando Fernandez-Lopez, Juan Ricardo Cabrera-Rios,* Herney Andrés Garcia-Perdomo??

Abstract

The COVID-19 pandemic has generated multiple biopsychosocial inconveniences
that have compromised well-being at the global health personnel level, reflecting in
problems at their mental health level. Factors such as stress created by arduous and long
hours of work, lack of protective elements, negative emotions generated by the loss of
patients are examples that lead to the mental health of health personnel being one of
the most affected. This review's objective was to evaluate the effect of the COVID-19
pandemic on mental health in health personnel and to compile some of the intervention
strategies. Between 2.2 and 14.5% of the respondents experienced symptoms of stress,
depression, and anxiety. About 80% of physicians are at high risk for burnout syndrome.
There are reports of stigmatization, aggressiveness, and discrimination towards health
personnel in Latin America that accentuate these alterations.

To conclude, the mental health of health workers is one of the most affected. Symptoms
of stress, anxiety, and depression are the most frequent. Implementing interventions at
different levels by trained personnel, institutional and governmental measures reduces
the pandemic's impact on the mental health of health personnel.

KEYWORDS: COVID-19 pandemic; Health; Mental Health; Depression; Anxiety; Phy-
sicians; Burnout syndrome; Stigmatization.

Resumen

La pandemia por COVID-19 ha generado miiltiples inconvenientes biopsicosociales
que han afectado el bienestar personal de salud global, reflejandose en problemas de
salud mental. El estrés provocado por jornadas laborales arduas y largas, la falta de
elementos protectores y las emociones negativas originadas por la pérdida de pacientes
son ejemplos que afectan la salud mental del personal de salud. El objetivo de esta
revision fue: evaluar el efecto de la pandemia por COVID-19 en la salud mental del
personal de salud y recopilar algunas de las estrategias de intervencion. Entre el 2.2 y
14.5% de los encuestados experimentaron sintomas de estrés, depresion y ansiedad.
Aproximadamente, 80% de los médicos tienen alto riesgo de sindrome de agotamiento.
Existen denuncias de estigmatizacion, agresividad y discriminacién hacia el personal
de salud en América Latina que acentdan estas alteraciones. La salud mental de los
trabajadores de la salud es una de las mas afectadas. El estrés, la ansiedad y depresion
son los sintomas mds frecuentes. La implementacién de intervenciones para el personal
capacitado, ademas de medidas institucionales y gubernamentales reduce el efecto de
la pandemia en la salud mental de los médicos.

PALABRAS CLAVE: Pandemia por COVID-19; salud; salud mental; depresién; ansiedad;
sindrome de Burnout; estigmatizacion.

L PLASTICUV Research Group.
2 Department of Surgery / Urology.
3 UROGIV research group.

School of Medicine, Universidad del
Valle, Cali, Colombia.

Received: January 2021
Accepted: February 2021

Correspondence
Herney Andrés Garcia Perdomo
herney.garcia@correounivalle.edu.co

This article should be cited as: Fer-
nandez-Lépez DF, Cabrera-Rios JR,
Garcia-Perdomo HA. Effect of the pan-
demic on the mental health of health
personnel. Bol Col Mex Urol 2021; 36
(Supl. 1): 55-59.
https://doi.org/10.24245/bcmurol.
v36i51.5566

55



56

Boletin del Colegio Mexicano de Urologia

The COVID-19 pandemic caused by the SARS-
CoV-2 virus has compromised health and
well-being globally. In addition to generating
manifestations and organic consequences, it
compromises the population economically, so-
cially, physically, and mentally. The evidence
is clear regarding the impact of economic cri-
ses and the finding of high levels of depressive
symptoms." At present, the literature has fo-
cused its interest on the epidemiology of mental
health conditions and COVID-19.23

The mental health of health workers is one of
the most compromised. Negative emotions and
stress due to fear of contracting the infection or
transmitting it to family or friends, long hours of
work and a more significant workload, a short-
age of personal protective equipment could
lead to mental disorders and an increased risk
of infection.* Feelings of helplessness, daily ex-
posure to suffering and death, more communi-
cation of bad news and fatal outcomes make it
essential to implement strategies for the care of
mental health of health workers.

This review's objective was to evaluate the
effect of the COVID-19 pandemic on mental
health in health personnel and to compile some
intervention strategies.

The bibliographic search was carried out in the
PUBMED database using the search strategy with
MESH terms "mental health" and "COVID-19".
The search returned 5,792 results. We selected
the studies according to their relevance.

Effects on mental health

The general population has a higher number
of respiratory infections and higher mortali-
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ty, where the American continent represents
approximately 50% of fatal victims globally.®
Exposure of healthcare professionals leads to
more significant risks. Harrison et al. Deter-
mined that 2.5% of all infections correspond to
health personnel, 14.5% were classified as se-
vere or critical, with a mortality of 1.3%.? Some
of the most common mental disorders are anxi-
ety, depression, and burnout syndrome.

Anxiety and depression

Although social isolation is one of the funda-
mental tools to reduce disease transmission, it
has been associated with mental health condi-
tions. The systematic review carried out by Hos-
sain et al. about the outcomes in mental health
in quarantine and isolation for the prevention
of infections reported the presence of stress,
insomnia, panic attacks, impulsivity, post-trau-
matic stress, and suicidal behaviors, where anx-
iety and depression are the most frequent.”

Regarding health workers, Bohlken et al., Ana-
lyze the information from 14 studies about psy-
chological stress in the hospital after the start
of the pandemic. The Patient Health question-
naires 9 (PHQ9), the Self-Rating-Anxiety Scale
(SAS), and the Impact of the Event Scale (IES-R)
were the most used instruments. The sample
size ranged from 37 to 2,299 people, mostly
doctors and nurses; between 2.2 and 14.5%
of those surveyed reported experiencing stress,
depression, and anxiety. The expression of psy-
chological symptoms in physicians was influ-
enced by age, gender, specialization, type of
activity, and proximity to COVID-19 patients.?

Burnout syndrome
As a result of inadequate coping with chronic
emotional stress, depersonalization, emotion-

al exhaustion, and decreased personal perfor-
mance occur-all part of the burnout syndrome.?

https://doi.org/10.24245/bcmurol.v36iS1.5566
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A survey conducted in Wuhan and Shanghai in
2020 included 107 nurses. High levels of emo-
tional exhaustion (78.5%) and depersonaliza-
tion (92.5%) were found concerning burnout
syndrome, also associated with longer working
hours in COVID-19 units.’

The study by Khasne et al. Conducted through
the "Copenhagen Burnout Inventory" question-
naire reported that the prevalence of personal
burnout was 44.6% (903), work-related burn-
out was 26.9% (544), and that more than half of
the respondents (1,069, 52.8%) presented ex-
haustion related to the pandemic. Furthermore,
the prevalence of personal and work burnout
was significantly higher among female physi-
cians, while male physicians were 1.64 times
more likely to experience pandemic-related
burnout.'

The prevalence of burnout in a reference center
in Portugal was 17%, evidenced by emotional
exhaustion (66.0%), depersonalization (45.7%),
and poor professional performance (48.2%). In
this study, it was identified that this syndrome
was more prevalent in doctors under 45 years
of age and with less experience."

Stigmatization

Different types of physical and emotional ag-
gression have been reported in different parts of
the world against health workers; misinforma-
tion and fear regarding contagion are triggers.'
The international committee of the Red Cross
(CIRC) registered 611 attacks against infrastruc-
ture and health personnel related to the pan-
demic between February and July 2020, 67%
directly to health personnel, of which approx-
imately 20% involved attacks physical, 15%
verbal aggression, and 15% were classified as
discrimination.™

In Latin America, there are reports about stig-
matization, rejection of public transport, the

aggressiveness of neighbors for sharing spaces,
generating physical aggression towards people
wearing uniforms from the health sector.™

Suicidal

Health personnel also have a higher risk of sui-
cide than the general population. Lindeman
et al. Estimated relative risk of suicide of 1.1
1C95%: (0.5-2.1) to 3.4 1C95%: (2.6-4.4) for
men and 2.5 1C95%: (1.7-3.8) to 5.7 1C95%:
(3.1-9.7) for women compared to those of the
general population, and 1.5-3.8 for men and
3.7-4, 5 for women compared to those for other
professionals.'

Fear of COVID-19 ended up transforming into
stigmatization, aggressiveness, and discrimina-
tion towards health professionals, making them
more susceptible to the development of anxiety
and depression disorders,'® which could com-
promise the way they carry out their self-care
and attention of the population. Furthermore,
contributing to these two mental disorders al-
ready clearly related to suicide could increase
their risk.'”'8

Interventions to mitigate the impact of the
COVID-19 pandemic on health workers

The comprehensive approach to workers' men-
tal health must be carried out by qualified per-
sonnel and supported by the use of technologies
that facilitate access at the individual, group,
and social level. Also, it involves institutional
and governmental actions.

Activism from the scientific community: Stim-
ulate the development of studies that evaluate
the prevalence of stigmatization at the individu-
al, family, social, and work level and that allow
the implementation of strategies at these levels.
Also, it is useful to limit the spread of disinfor-
mation and promote the massive dissemination
of reliable information. Finally, educate com-
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munities about the adverse effects of consum-
ing and sharing false or dubious information.*"?

Staff-led therapies with mental health training:
Strong leadership with straightforward, honest,
and open communication is needed to deal
with fears and uncertainties.?® Implement strat-
egies to strengthen support networks among
health professionals, for example, "weekly grief
rounds," in which the emotions generated by
the suffering and death of patients are shared,
resilience is promoted, and strategies are pro-
vided to manage their emotions.?' Emphasizing
the altruism of working in health care and serv-
ing the common good will help health workers
to remember their purpose in times of crisis.?

Institutional strategies: Interventions such as
care in the hospital, in the wards, and total cov-
erage of all departments with protective mea-
sures for nosocomial infections were protective
factors for outcomes such as acute stress, de-
pression, and anxiety. Additionally, reasonable
organization of work shifts, logistical support,
and comfortable accommodations provided by
the hospital were protective factors for symp-
toms of depression.?

Use of virtual networks for intervention in
mental health: Social contact increases the risk
of contagion. Through these networks' use by
multidisciplinary teams, their emotions are de-
scribed, and directed discussions are held. In
addition, they allow the detection of individuals
who require assessment and more profound in-
terventions regarding high levels of stress, anxi-
ety, and depression.?

Institutional and governmental policies: Strength-
ening and improving legislative mechanisms
during the pandemic favors mental health care.
Health workers enjoy civil rights and labor rights
associated with their profession. However, cir-
cumstances such as the lack of personal protec-
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tion elements translate into a violation of their
fundamental rights: The right to life, health,
and decent working conditions.?* In addition,
implement institutional policies that guaran-
tee medical and social assistance and financial
support to health workers and their families.®

The mental health of health workers is one of
those mainly affected by the pandemic. The
fear of contracting the infection, transmitting it
to family or friends, long hours of work, and
with a more significant workload with a greater
number, an increase in the number of fatal out-
comes are some of the factors that could lead
to symptoms of stress, anxiety, and depression
are the most frequent. Therefore, it is necessary
to implement interventions at different levels by
trained personnel, institutional and governmen-
tal measures to reduce the pandemic's impact
on the mental health of health personnel.
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Atencion de pacientes con neoplasias urolagicas en
Uruguay: realidad y perspectiva durante la pandemia por

COVID-19
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Abstract

In Uruguay, cancer is a significant cause of death, given its demographic and epidemi-
ological characteristics. Urological tumors make up a group of high incidence in our
population. The COVID-19 pandemic generated various challenges in different areas,
one of these being these patients’ care. This resulted in a readjustment of treatment of
uro-oncological patients, considering the benefits of the treatments against the risk of
contracting a severe infection by COVID-19. In this exceptional context, the Urology
and Oncology Departments of the “Hospital de Clinicas” raised the need to draw up
a series of recommendations to manage patients with urological tumors. Each urolog-
ical tumor and its different stages were addressed, making recommendations for each
disease stage. Based on the evidence about each tumor’s treatment, the knowledge
about risk factors for severe COVID-19 infection, and the epidemiological situation and
availability of resources, this guide has helped Urologists and Oncologists of Uruguay
in the management of these patients in this complex scenario.

KEYWORDS: Uruguay, Urologic tumors; COVID-19 pandemic; Hospital; Risk factors;
Urologist; Oncologist.

Resumen

En Uruguay, segun las caracteristicas demograficas y epidemiolégicas, el cancer cons-
tituye una importante causa de mortalidad. Los tumores urolégicos suponen una gran
incidencia. La pandemia por COVID-19 gener6 diversos desafios en diferentes areas,
sobre todo en la atencién de este tipo de pacientes. Esto trajo como consecuencia una
readecuacion del tratamiento de los pacientes uro-oncolégicos, tomando en cuenta el
beneficio de los tratamientos frente al riesgo de contraer una infeccién grave por CO-
VID-19. En este contexto se planted, por parte de las Catedras de Urologia y Oncologia
del Hospital de Clinicas, la necesidad de confeccionar una serie de recomendaciones
para el tratamiento de pacientes con tumores urolégicos. Se analizé cada tumor y sus
diferentes estadios, haciendo recomendaciones para cada etapa de la enfermedad,
basadas en la evidencia del tratamiento de cada tumor, el conocimiento de los factores
de riesgo para infeccién grave por COVID-19, la situacion epidemioldgica particulary la
disponibilidad de recursos. Esta guia ha sido de gran ayuda para Urélogos y Oncélogos
en Uruguay para el tratamiento de pacientes con neoplasias urolégicas.

PALABRAS CLAVE: Uruguay; neoplasias urolégicas; pandemia por COVID-19; hospital;
factores de riesgo; urélogos; oncélogos.
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In Uruguay, cancer deaths make up almost a
quarter (23.4%) of all deaths, being the main
cause of death in people under 70."

Regarding the incidence of different tumors in
men, within the top ten tumors with the high-
est incidence, we found four urological tumors:
Prostate (1*); Bladder (4™); Kidney (5"), and Tes-
ticle (10™).

We find kidney cancer (7) in women in the ten
most frequent tumors.? Figure 1

The first cases of COVID-19 in Uruguay were di-
agnosed on March 13, 2020, with the authorities
declaring a health emergency on that same date.

The pandemic in our country initially presented
a different behavior than neighboring countries,
with very few cases from March 13 to early De-
cember 2020, where an exponential increase in
cases occurred, which reached their maximum
peak in mid-January.?

Despite this increase in cases, so far, the health
system has not been overwhelmed, and current-
ly, the occupation of ICU beds by COVID-19
patients is less than 10%.*

Regarding mortality from COVID-19 so far, Uru-
guay has one of the lowest numbers of deaths
per million inhabitants in Latin America, with
138.2 deaths per million.> Table 1

The declaration of a health emergency implied,
among many other measures, that practically
all face-to-face care of outpatients was sus-
pended, promoting telemedicine or telephone
consultations.

Despite the difficulties that this entails, it was car-
ried out correctly in our country, given the almost
universalization of electronic medical records.

Regarding surgeries, non-oncological coordi-
nated surgeries were suspended only perform-
ing oncological and emergency surgeries.

There was no greater delay regarding oncolog-
ical surgeries, with a delay in conducting diag-
nostic studies, especially imaging.

The pandemic brought difficult treatment de-
cisions for cancer patients. The consequences
have been multiple and included a redistribu-
tion of human and material resources towards
infected patients’ care. Likewise, the decrease
in mobility restricted patients’ movement to
health centers.

Cancer patients are at increased risk of death
from COVID-19. The risk-benefit ratio of vari-
ous treatments must be reconsidered during this
pandemic.®

When considering patients’ treatment, we must
evaluate several factors such as age and comor-
bidities. Visits to the health center associated
with treatment should also be considered.

Regarding the treatment of uro-oncological pa-
tients, the Professor of the Urology department,
Prof. Dr. Levin Martinez, with the head of the
Oncology department, Prof. Dr. Gabriel Krygier
of the “Hospital de Clinicas de Montevideo,”
made recommendations about the oncological
diagnosis and treatment of urological tumors
during the COVID-19 pandemic.’

The guide seeks to offer suggestions that guide
the therapy in the risk-benefit relationship with-
in the different clinical scenarios, not rigid
guidelines.

Many of the patients with tumors of the geni-
tourinary sphere present risk factors for severe
infection by COVID-19: male gender, age, car-
diovascular comorbidities, need for long-term
systemic treatments, among others.
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Many variables must be taken into accounts, such
as the stage of the pandemic and local medical
care capacity, risk of infection for each patient,
and phase of the disease. These variables are dy-
namic and must be continuously reassessed.

The first recommendation was to avoid visits to
the health center to minimize the exposure of
patients with urological tumors.

All measures that allow patients to stay at home
were encouraged, such as telemedicine and
telephone consultations.

The delivery of oral and injectable medication
at home was implemented. In generic terms, pa-
tients with prostate cancer who require the use
of LHRH analogs were advised to prefer those
administered quarterly or semi-annually to re-
duce the number of visits to the health center.

2021; 36 (Supl. 1)

The emphasis was placed on prioritizing those
with curative criteria and regimens with a clear
survival advantage for the treatments.

It was proposed to assess the risk/benefit ratio
regarding adjuvant and neo-adjuvant treat-
ments, especially where the survival benefits
are modest or are not fully proven.

Neo-adjuvant therapy may be attractive in de-
laying the need for surgery/radiation therapy
where these services are interrupted.

For chemotherapy treatments, it was recom-
mended to use growth factors and prophylactic
antibiotics.

As previously stated, these recommendations
were made in May 2020 when the pandemic
in Uruguay was controlled with few daily cas-

Prostate 58.58

Lung -

Colon and rectum -

Bladder

Kidney 4

Stomach

Non Hodgkin lymphoma

Non Hodgkin lymphoma
Pancreas
Oral cavity and phariynx -

Tesis

41.09

B Incidence M Mortality

Age standarized rates (cases per 100000)

Figure 1. Cancer in Uruguay 2011-2016 leading sites.
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Table 1. Mortality estimation of COVID-19 until 4-08-2020

Country Total Reason | Population | Incidence | Deaths x | Total Test x | Reference | Active | population-

Cases | deceased | forlethality x million | million Test millon | Test-Case | cases | active cases
(CFR¥) (n)

Costa 196438 2672 1.4 5121204 38357.8 521.8 607403 118606 3.1 37585 136

Rica

Colom- 2151207 55693 2.6 51198389  42017.1 1087.8 10465124 204403 4.9 73183 700

bia

Pert 1180478 42121 3.6 33238498  35515.4  1267.2 6581216 198000 5.6 49317 674

Brasil 9497795 231069 2.4 213440286  44498.6  1082.6 ? ? ? 903049 236

Chile 748082 18895 2.5 19211780  38938.7 983.5 8333834 433788 11.1 23167 829

Uruguay 44812 481 1.1 3480763 12874.2

deaths per disease

*CFR%=
confirmed cases of disease

es; but recommendations were foreseen for the
exponential growth of cases.

We will briefly address the recommendations
that we made for each of the urological tumors:

Prostate cancer’®

Low risk localized prostate cancer:
Prioritize Active Surveillance

Intermediate risk:

If radiotherapy (RT) is chosen, perform neo-ad-
juvant hormone therapy for three months, prior-
itizing RT’s hypofractionation (HFX).

If radical prostatectomy (RP) is chosen, evalu-
ate to defer it 4-6 months, maintaining neoad-
juvant.

High risk localized prostate cancer:
If RT is chosen, evaluate extending neoadjuvant

X 100

138.2 884324 254060 19.7 5862 594

worldometers.info

ourworldindata.org

SINAE-MSP

*Mortality stimatimation of COVID-19, OMS 4-08-20

hormone therapy to 6 months to avoid the onset
of RT in the pandemic’s exponential phase.

If RP is chosen, discuss together with the pa-
tient according to characteristics of the tumor
and health system, adjuvant with RT and/or
hormone therapy (HT)

Metastatic prostate cancer:
Prioritize HT (androgen deprivation + new gen-
eration hormone therapy)

Prioritize Enzalutamide over Abiraterone if
available (does not require the use of cortico-
steroids)

Avoid Docetaxel if possible, if necessary, limit
the number of doses, and consider using growth
factors.

Defer RT of oligometastatic tumors until after
the exponential phase of the pandemic.
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Bladder cancer’'°

Diagnosis:
Do not delay cystoscopy / TUR in the event of
suspected bladder cancer.

Muscle-invasive bladder cancer:

Prioritize radical cystectomy.

Discuss the use of neoadjuvant chemothera-
py, considering the risk/benefit of a potential
COVID-19 infection aggravated by neutropenia.

If undergoing chemotherapy, preferred Gemcit-
abine-Cisplatin combination and use G-CSF.

If RT is chosen, short courses with or without
chemotherapy.

Metastatic bladder cancer:

Evaluate risk-benefit in each patient.

In symptomatic patients, the benefit of treat-
ment is probably more significant than the risk.

Preferably Gemcitabine-Cisplatin (over MVAC),
associating G-CSF; in patients eligible to re-
ceive cisplatin.

In PDL1 positive patients, consider starting im-
munotherapy instead of chemotherapy.

Cisplatin unfit patients:

PDL1 positive; perform treatment with Atezoli-
zumab or Pembrolizumab.

If they are PDLT negative, carry out regimens
based on Carboplatin.

It is not recommended to start chemotherapy
in platinum-resistant disease unless it is strictly
necessary.

Kidney cancer’®
Localized kidney cancer:

In small tumors, discuss deferring surgical treat-
ment for a few months.

2021; 36 (Supl. 1)

For tumors larger than 4 cm, prioritize surgical
treatment.

Metastatic kidney cancer:

Do not recommend cytoreductive nephrectomy
in the exponential phase of the pandemic un-
less it is well justified.

Do not delay the start of first-line systemic treat-
ment.

Favorable prognosis: tyrosine kinase inhibitor
(Pazopanib or Sunitinib) may be preferred.

Intermediate or Poor Prognosis: although Ipi-
limumab + Nivolumab is the current standard
of treatment, in some cases in the context of a
pandemic, the use of a tyrosine-kinase inhibi-
tor may be considered (intermediate prognosis,
asymptomatic, low tumor burden).

In unfavorable prognosis and performance sta-
tus two or higher, prioritize symptomatic palli-
ative treatment.

Testicular cancer’®

Suspicious testicular mass:
Do not defer orchiectomy.

Seminoma El:
Prioritize surveillance over carboplatin chemo-
therapy.

No Seminoma El:
Prioritize surveillance over PEB chemotherapy
(except for cases with a higher risk of relapse).

IBD and Ill seminoma:
In cases of IBD tumors, RT could be preferred
over chemotherapy.

Prioritize chemotherapy strategy according to

the SEMITEP trial to minimize chemotherapy
cycles.

https://doi.org/10.24245/bcmurol.v36iS1.5482
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Avoid the use of bleomycin.
Use G-CSk.

Metastatic seminoma of intermediate prognosis
(IGCCCG 1T and 2):

Preferably 4 VIP cycles.

Use G-CSF.

Avoid bleomycin.

No metastatic seminoma with a good prognosis:
Consider replacing bleomycin with Ifosfamide
(3 cycles of VIP).

Use G-CSF.

No metastatic seminoma of intermediate
prognosis:

Consider replacing bleomycin with Ifosfamide
(4 cycles of VIP).

Use G-CSF.

No metastatic seminoma with a poor prognosis:

Recommend using chemotherapy without bleo-
mycin (4 TIP or 4 VIP) or the scheme’s use ac-
cording to the GETUG-13 test; replace the first
cycle of PEB with a VIP cycle to minimize the
dose of bleomycin to be used.

Use G-CSF.

Metastatic germ cell tumor:
Salvage treatment.
Limit indications for high-dose chemotherapy.

As we have already said, these recommenda-
tions were not intended to be a protocol for
managing uro-oncological patients during the
pandemic but rather to help and support urol-
ogists and oncologists’ actions in Uruguay
through this situation of extreme uncertainty.

It reflects the joint effort of two Head of Depart-
ments (Oncology and Urology, of the “Hospital
de Clinicas,”) highlighting the importance of
multidisciplinary interaction, especially in this
urgent context.

According to those mentioned above, we con-
sider that in Uruguay, correct management
of patients with urological tumors has been
achieved; however, we have no doubts that
during these months, many tumors have not
been diagnosed; either due to less accessibility
to consultations and delays in diagnostic stud-
ies, which will probably be reflected in more
advanced tumor diagnoses in the near future.
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Urologic cancer during the COVID-19
pandemic in Panama: An expert opinion.

Ramodn Rodriguez-Lay

In Urology we have understood
that Urologic cancer must be
given priority with early and
timely treatment. In view of the
scientific evidence, postponing
it is not a sustainable option.
However, in 2020 the paradigm
shifted. Even though it started
filled with hope, like each new
year, we would soon receive
news from China. In the latter
months of 2019, a new virus
was affecting the population
with pneumonias, and that only
20% of those infected would
seek inpatient treatment. Nev-
ertheless, the authorities of that
country celebrated the erradica-
tion of the same in March 2020.
That information, especially the
celebration, reassured us no
doubt, and | would dare to say
made us, underestimate the ex-
tent of SARS-CoV-2.

It is precisely in March 2020
when the Chinese jubilantly
cheered on medical personnel
that the first case appeared in
Panama, that curiously enough

was the first death: a teacher
who became infected with a
strain brought from trips to Eu-
rope.

The initial measure of the gov-
ernment were feeble. They
didn't close the airspace or
borders early, and lockdowns
began occurring when diag-
noses increased exponentially.
Today Panama has one of the
highest diagnostic testing rates
per inhabitant of the region,
and also the highest incidence
rate of the disease. Clinical reg-
istries report that in mid-Febru-
ary 2021, more than 330,000
people were diagnosed, and
more than 5,600 had died in an
overall population of 4 million
inhabitants.

But what happened in the hos-
pitals was unpredictable. They
have been converted into care
centers, and nearly 100% of pa-
tient care was treating only one
disease. The closure of operat-
ing rooms where elective sur-

Urology Surgeon, President of Sociedad Paname-
fia de Urologia, Panama City, Panama
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Ramoén Rodriguez Lay
rarodlay@gmail.com

geries are performed soon took
effect. Only vital emergencies
were able to get scheduling.

At the start of the pandemic,
medical personnel (including
myself), went through a period
of fear and denial when having
to attend to these sick patients,
however, strength of necessity
and appeals from the popula-
tion motivated us to face it with
courage and dedication.

The Metropolitan Hospital Com-
plex, Dr. Arnulfo Arias Madrid,
in Panama City, which is the
main hospital of the Costarrican
Social Security Office, and there-
fore, a reference site for one of
the most complex illnesses in
our country, has been converted
into a COVID hospital.

As Urologists, we are obligated
to change traditional pathology
management, and we try to de-
fer surgical management. What
follows are urinary retentions
and the placing of ureteral cath-




eters for renal decompression.
Surgical treatment for Urologic
cancer took into account the
relative urgency of the situation
and time slots that opened for
patients. However, a timely di-
agnosis is followed by a waiting
list, since elective outpatient
services have been delayed,
since many of us have had to
cover Covid area in hospitals
to support frontline doctors that
were showing apparent signs of
exhaustion.

Urology Services performs
more than 150 radical prosta-
tectomies for prostate cancer
annually. For example, in 2020,
we have only had 30 patients
with this diagnosis for the op-
erating room. In the near future
we must expect disseminated
disease in multiple patients
which will lead to a disastrous
situation for patients and for the
economic health of the coun-
try. Conversely, less common

pathologies such as Penile can-
cer are present. We know that
the most efficient therapeutic
option for the latter condition
is surgery, in order to maintain
an appropriate safety margin
and for the early removal of
inguinal lymphatic tissue and
the tumor resection site of this
disease. If anything good has
come out of this pandemic, it
has brought about a paradigm
shift in the surgical approach to
lymph node dissection (surgical
excision of lymphatic tissue) on
an inguinal that was typically
open, with high post-operative
morbidities, and therefore, pro-
longed hospitalizations. The
lack of bed days for another
condition that is not Covid re-
lated made us attempt larapara-
scopic surgery. At first, we were
concerned about the operating
time, but grounded in determi-
nation and persistence we have
now gained enough experience
to perform them with adequate

operative time requiring one
night's hospital stay, and the
postoperative results were pro-
foundly better.

Surgical management of urolo-
gic cancer in the pandemic. Chmdraam

Prostate cancer
Bladder cancer
Adrenal tumors
Testicular cancer

Penile cancer

Upper tract urothelial cancer

Renal cancer

Total

We are well aware that with
the mitigating transmission of
Covid, we are faced with de-
compensated chronic diseases
and tumors of size and complex-
ity that demand the very best of
us. We hope to stay healthy, vac-
cinated, and fully ready to fol-
low the rugged path of academ-
ic excellence that is founded on
continuing medical education.
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Estrategias para la reactivacion de la urologia durante la

pandemia de COVID-19

Beatriz Gutiérrez-Hidalgo, Juan Gémez-Rivas, Irene de la Parra, Roser Vives-Dilme, Lorena Fernandez-Mon-

tarroso, Jesus Moreno-Sierra

Abstract

The disease caused by new coronavirus, named COVID-19, has had a significant
impact on healthcare system globally. The need to attend several affected patients by
this disease has forced us to reorganise our medical and personal resources, stopping
urological activity almost entirely during the first COVID-19 outbreak. After the number
of cases was partially controlled, urological activity was slowly restarted, prioritising
oncology and lithiasis pathology in several places. A review of the current situation of
the urological patients is shown in this article, and also the strategies for the care and
management of urological tumours in moments when social distance and minimisation
of contagions are critical when making decisions, and when sanitary resources are
limited due to the current pandemic.

KEYWORDS: Coronavirus; COVID-19; Resources; Lithiasis; Urological tumors; Pademic.

Resumen

La enfermedad ocasionada por el nuevo coronavirus, llamada COVID-19, ha tenido un
efecto trascendental a nivel mundial en el dmbito sanitario. La necesidad de atender a
un gran volumen de pacientes afectados por esta enfermedad ha obligado a reestructurar
los recursos médicos y de personal, frenando la actividad urolégica casi en su totalidad
durante el primer brote de contagio. Segtin se han controlado la cantidad de casos, al
mismo tiempo se ha reintroducido la actividad uroldgica, teniendo que priorizar los
casos oncoldgicos y con litiasis en diversos servicios médicos. A continuacion se revisa
la situacion actual de pacientes con neoplasias urolégicas, su cuidado y tratamiento, en
estos momentos en los que la distancia de seguridad y la minimizacién del riesgo de
contagio son claves a la hora de tomar decisiones, y en los que los recursos sanitarios
se ven limitados por la situacion de la pandemia actual.

PALABRAS CLAVE: Coronavirus; COVID-19; recursos; litiasis; neoplasias urolégicas;
pandemia.
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In March 2020, the World Health Organiza-
tion (WHO) declared Coronavirus-2 disease
(COVID-19) disease as a pandemic. The causal
agent of this infection is SARS-CoV-2, an RNA
virus with similar characteristics to severe respi-
ratory syndrome coronavirus (SARS-CoV) that
caused in 2003 SARS global pandemic.’

The human-to-human transmission from respi-
ratory droplets or secretions and its high in-
fectiousness led to the increased spreading of
the disease. Common symptoms are fever, dry
cough, muscle fatigue or dyspnea. Many infect-
ed people can be asymptomatic or have mild
symptoms, but others (especially if they have
risk factors) can develop bilateral pneumonia
and fatal complications that can lead to death.?

www.boletindeurologia.org.mx
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As a consequence of the increase in the number
of cases, higher demand for care of these patients
was seen in hospitals around the world, with a
major impact on hospital organisation. The Inten-
sive Care Units (ICUs) were with full occupancy in
several places, and the lack of equipment to take
care of patients appropriately and lack of health
care providers led to a reorganisation of hospital
activities. As a consequence, surgical activity and
diagnosis procedures were reduced or suspend-
ed, being detrimental to the rest of patients, espe-
cially those with oncological pathologies.**

We expose several strategies that can help to
continue our urological activity minimising
contagious risk inside the hospital. It is essential
to decide the best moment to treat patients, tak-
ing care of several aspects: age, comorbidities,
urological disease, risk of progression if delayed
treatment, among others.

Reorganisation of the elective surgery

Due to the limited number of hospital resources
during the COVID-19 pandemic, we have been
forced to select patients who need surgery earli-
er and decide which patient’s treatment can be
delayed. To make this decision, it is crucial to
consider the age and comorbidities, thinking that
older patients with several comorbidities have an

increased risk of adverse outcomes in COVID-19
disease during post-operative period.>* Another
point to keep in mind is the disease to treat, pri-
oritising urological pathologies that short-term
delays can detriment to patient’s survival.?

Table 1 shows a summary of the European As-
sociation of Urology (EAU) recommendations
about the categorisation of oncological proce-
dures into priority groups, based on the conse-
quences of delaying the procedure.’

COVID-19 pandemic has had a negative im-
pact on non-oncological pathologies with no
priority but impacting the quality of life. When
the pandemic is over, it will be a challenge to
attend to all these non-oncological pathologies
as benign prostatic hyperplasia, erectile dys-
function, functional problems such as inconti-
nence, and minor surgeries due to the extent of
surgical waiting lists.?

To resume urological activity safely, protocols
are needed to prevent COVID-19 infection.
First of all, it is advisable to perform telephone
surveys about COVID-19 symptoms. Previous
to hospitalisation for surgery, a negative test
performed by nasopharyngeal swabs in all cas-
es will be needed. Inpatients have to maintain
social distance during the hospitalisation peri-

Table 1. Summary of EAU guidelines Office Rapid Reaction Group for oncological conditions (EAU guidelines)

Emergency

High priority

Oncological conditions

Intermediate

Low priority

6 months

Life-threatening situation

Cannot be postponed for more
than 24 hours

Clinical harm (progression, metastasis, loss Prevent delay of more than 6
of organ function and deaths very likely if weeks
postponed > 6 weeks)

Clinical harm (progression, metastasis, loss Not recommended postponing
priority of organ function) possible if postponed 3-4 more than 3 months.
months but unlikely

*Reconsider in case of increase
in capacity

Clinical harm (progression, metastasis, loss Can be postponed up to 6
of organ function) very unlikely if postponed months
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od, and all beds have to be at least one meter
apart.*? Finally, they will be asked to use a sur-
gical mask during hospital admission. Medical
personnel will be asked to use a surgical mask
during their working shift and keep social dis-
tance, doing appropriate hand hygiene.?

The moment of greatest risk of infection in the
surgery is during intubation and extubating. For
that reason, only an anaesthetist and a nurse
should be at the ward and the surgical team
should wait outside during this process.® Skilled
surgeons should perform surgeries to avoid
post-operative complications and reach early
discharge of the patient when possible.>”

During post-operative care, visits should be
avoided or at least limited in time and number
of visitors, depending on the basal situation of
the patient. If the patient’s outcome is favour-
able and there is no compromise of patient’s
health, earlier discharge with a general control
a few days later via phone call or telemedicine
is suggested.®

General recommendations about
oncological disease management

Urological cancer has been severely impaired
due to the COVID-19 global pandemic. First of
all, the pandemic has caused a delay in the di-
agnosis process due to the cancellation of sev-
eral diagnostic techniques. In the same way, it
caused a delay in treatment of these pathologies,
with the patient’s inconveniences that it entails.?

Many hospitals have had to cancel diagnostic
procedures such as prostate biopsy. Due to the
risk of COVID-19 infection, some authors rec-
ommend to delay the diagnosis of prostate can-
cer (PC) until the crucial phase of the pandemic
has passed, whenever there are no factors of in-
creased risk." High risk is suspected by import-
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ant increased of prostate-specific antigen (PSA),
suspicious digital rectal examination (DRE) or
suspected image on multiparametric magnetic
resonance imaging (mpMRI) like PI-RADS 3
or higher. In the case of positive patients, we
should wait until infection is solved, and they
have a negative test to realise the procedure
[9]. It is crucial to individualise every case and
make decisions assessing the patient’s benefits
and risks. To decide the best management, it is
necessary to consider the risk groups definition
of the EAU guidelines."

A summary about CP treatment during COVID-19
period:*1012

e Localised and locally advanced disease:
if low risk, we can offer to the patient ac-
tive surveillance. If an intermediate-high
risk and patients are suitable for radical
surgery, radical prostatectomy can be de-
layed without adverse outcomes up to 6
months. If external radiation therapy (RT)
is proposed, it is possible to add andro-
gen deprivation therapy (ADT), allowing
it to delay the procedure safely.

* Advanced disease: we have to individua-
lise based on patient’s features and mul-
tidisciplinary management. If metastatic
hormone-sensible disease or metastatic
castration-resistant disease androgen-re-
ceptor-axis targeted therapies plus ADT
is an acceptable option.

Due to the baseline of patients with bladder
cancer, elderly, smokers, and several comorbid-
ities are at risk of COVID-19 infection. We have
seen a delay in the diagnosis of bladder cancer,
findings tumours of larger size and probable of
worse prognosis. If a patient has macroscopic
haematuria, she/he should be evaluated with at
least urinary cytology and cystoscopy. If a blad-

https://doi.org/10.24245/bcmurol.v36iS1.5483
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der mass is found, transurethral resection of
bladder tumour (TURBT) should be performed
as it is considered a non-deferrable procedure.’

Non-muscle invasive bladder cancer low grade
has good outcomes, so follow up with cystos-
copy can be delayed. High-grade needs to be
treated with Bacillus Calmette-Guerin (BCG)
and requires closer monitoring due to the high-
er risk of recurrence or progression.’

Muscle invasive bladder cancer has worse out-
comes if treatment is delayed, so radical cys-
tectomy should be considered a non-deferrable
procedure.® In hospitals that have ICUs with
full occupancy, an alternative could be blad-
der-sparing trimodality with TURBT, RT and
chemotherapy. Still, every case has to be prop-
erly analysed with risks and benefits balance.’

High-risk tumours treated by nephroureterec-
tomy can be safely delayed up to 3 months in
upper tract urothelial carcinoma. We should per-
form urinary cytology and computer tomography
(CT) urography if this tumour is suspected.’

If a renal mass is founded, those with small size
(< 4 c¢cm) could be proposed for active surveil-
lance. If the tumour suspected is considered
T1b or higher, tumour and patients features
have to be considered previously nephrectomy
is performed. If vena cava is involved, treatment
should not be delayed.’

In testicular and penile cancer cases with a re-
cent diagnosis, surgical treatment should not be
delayed because of the rapid spread of tumour
cells.?

Telemedicine during the COVID-19 period

Due to the COVID-19 pandemic and the need
to limit in-person hospital visits, with the sus-

pension of medical consultations, urological
activity has had to adapt to the new social and
economic situation. This scenario has imposed
significant challenges to urology health care
providers. As a consequence, there has been an
increase in telemedicine use. Before the pan-
demic, telemedicine in urological departments
was unusual, so this form of medical attention
is not thoroughly described in the literature.'

For the implementation of telemedicine, it is
recommended a secure and robust internet
platform to adequate and secure data manage-
ment and minimise technical failure.’ It is es-
sential to reflect in clinical history the informed
consent and ensure patient privacy.'* Several
modalities of telemedicine are described, as
video visits, electronic consults, tele-rounding,
tele-monitoring, online education, etc.' Tele-
medicine regulations between countries still
vary, and a regulatory framework to authorise
and integrate telemedicine for all the patients
is needed.'®

Dublin et al,® performed a survey about the use
of telemedicine by urologists before and after
the COVID-19 pandemic. Before the COVID-19
scenario, urology was one of the specialities
with the lowest rates in telemedicine usage.
With all the restrictions that the pandemic has
entailed, this survey results show that urologists
nearly tripled the use of telemedicine. The most
frequent platforms used were Zoom®, Doxy.
me®, EPIC®, WhatsApp® and Skype®.

A good triage process is needed to decide prop-
erly which patients are suitable for being assist-
ed by telemedicine. As it is shown in Figure 1,
important aspects to value are: 1) the urological
disease (oncological, non-oncological), 2) the
patient features (age, comorbidities, grade of
dependency), 3) need for physical exploration,
4) need for complementary in-person diagno-
sis test (such as cystoscopy) and 5) distinguish
acute disease that requires urgent management
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in the emergency room." For example, old-
er adults with comorbidities that are at risk of
severe COVID-19 infection could benefit most
from telemedicine, but patients that need physi-
cal exploration would not be ideal candidates.'
It is an excellent alternative to follow-up pa-
tients with prostate cancer, but for example is
not suitable to follow-up bladder tumours be-
cause of the need for cystoscopy.

Modalities:
Telemedicine =Vligeo visits
» - Electronic consults
[ ‘ - Tele-rounding
Triage - Tele-monitoring
- Online education

Oncological
® Urological disease <: Non-oncological

e Patient features: age, comotbidities, basal
situasion, mobility limitations

® Distinguish acute conditions that need
manegement in emergency room

** Limitations:
- Need for physical exploration

- Need for complementary in person diagnosis
tests

- Weak internet connection

Figure 1. Telemedicine modalities. Essential aspects
about triage process.

There are several positive aspects of telemedi-
cine. Itallows an early discharge of patients safe-
ly, with control of post-operative evolution with-
out making the patient come to the hospital.*'?
Other advantages are the reduced spread of
COVID-19 infection, the reduced transmission
between hospital workers, and the avoidance
of unnecessary visits to clinics. Telemedicine al-
lows the reduction in patient’s travels and the re-
duction of missed working days. Several surveys
have proved that this form of medicine satisfies
the patient when referred to follow-up care.'”"?

2021; 36 (Supl. 1)

Boehmk, etal.' analysed 399 outpatients during
four months of follow-up. They observed that
63.2% of these patients were eligible for tele-
medicine, and about this percentage, 54.1% of
the patients were willing to keep a telemedical
appointment.

These benefits previously exposed probably
will lead to maintaining the use of telemedicine
beyond the COVID-19 pandemic.

However, telemedicine is not free of limitations.
It is important to be aware that urological pa-
tients are often an elderly population, not used
to new technologies and not with easy access to
the technological requirements needed for tele-
medicine. This challenge can make the follow-up
difficult for this age group 2. Nowadays, there is
a disparity of access to technology, lacking ac-
cess to high-speed internet connectivity in some
rural and inner towns. Besides, a weak internet
connection can lead to interruptions during an
online encounter. As an alternative to this failure,
patients can be reported to a telemedicine cen-
tre, where connectivity has maximum reliability,
and staff can help with technical problems." An-
other disadvantage is that physical examination
cannot be performed, so this evaluation method
should be prioritised to give results of laboratory
and imaging tests.®'®

Due to the new application of this technology,
many urologists will need adequate preparation
and training to use these platforms properly and
perform a good patient evaluation.'

About future directions and new possibilities,
some pioneered hospitals use robots equipped
with a video camera and with features to real-
ise blood and urine test and compile vital con-
stants in patients that are at home and need close
surveillance.™ The acute situation of pandemic
gives us several challenges to adapt our clinical
activity to a moment where social distance is the
most important to prevent COVID-19 infection.

https://doi.org/10.24245/bcmurol.v36iS1.5483



Gutiérrez-Hidalgo B, et al. Strategies to reactivate urological activity

Impact of COVID-19 on Urology trainees

The COVID-19 period has affected urology
trainees in improving surgical skills, reducing
formative and training programs, and general
practice from day to day because of decreased
urological activity in hospitals. Moreover, ro-
tations between different hospitals and abroad
fellowships have been restricted or cancelled.?

The redistribution of healthcare providers, the
reduction of diagnostic tests such as cystosco-
pies and prostate biopsies, the cancellation of
medical consultations and the decrease in sur-
gical activity have negatively affected the learn-
ing curve of residents and young surgeons.*

To reduce surgical time, reduce exposure to
the virus and prevent possible complications, is
recommended surgeries to be performed by the
most senior surgeon, which affects the learning
curve of the young surgeons. Urological meet-
ings programmed for 2020 and 2021 have been
suspended or reorganised by technological
platforms due to the mobility restrictions and
the need to maintain social distance.?%?'

For these reasons, new learning ways are need-
ed like webinars, live broadcast of surgeries and
online courses.' For example, the EAU organisa-
tion has an education section with e-courses, vid-
eos and webinars to maintain trainees formation
(https://uroweb.org/education/online-education).
Another useful platform is the EAU Surgery in
Motion School (https:/surgeryinmotion-school.
org/), tools to continue the theoretical learning of
residents. Positive aspects of these ways of uro-
logical formation are the easy access to the infor-
mation and the possibility to participate in these
courses even during quarantine period.*2°

COVID-19 pandemic has affected our special-
ity in several aspects. With the subtle control

of the positive cases, it is a great challenge to
properly reactivate urological activity. It is essen-
tial to value the benefits and risks of the patients
needing surgery to decide the best moment of
treatment and prevent unnecessary exposure to
the virus. Telemedicine has a crucial role in this
pandemic and probably will still be used after
the pandemic. Nevertheless, several aspects in
its use and the platforms that are used need to be
established. Young trainees have a big challenge
to maintain their urological formation during the
pandemic and will have to take advantage of the
new tools to continue their theoretical learning.
Finally, when positive cases are more controlled,
and the hospitals are not so overloaded, it is es-
sential to start treatment of no-oncological pa-
thologies that do not threat patient surveillance
but have an important impact on the quality of
life relegated to a second plane.
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Efecto y recomendaciones ante la pandemia por COVID-19

en Urologia pediatrica en Latinoamérica

Sebastian B. Tobia-Gonzélez,! Francisco Javier Gonzalez-Leddn?

Abstract

The COVID-19 pandemic has impacted the entire world, first in Asia and Europe and
later in Latin America. Due to the geopolitical diversity in the region and the propo-
sed management of the pandemic, the impact was very different in the countries that
comprise it. To this is added the different health systems present in each country in
particular and in countries in general with different infrastructure to deal with this si-
tuation. This is why it was necessary to propose care protocols in the different medical
specialties, in order to be close to the health context and pediatric urology was no
exception. Although there is still no information on the impact in all the countries of
the region, this study attempts to show the same in pediatric urology, what we learned
and are learning during this period and the proposed recommendations for both spikes
of contagion and for the transition to normal healthcare.

KEYWORDS: COVID-19 pandemic; Asia; Europe; Latin America; Health systems; Medical
specialties; Pediatric urology; Healtcare.

Resumen

La pandemia por COVID-19 ha repercutido en todo el mundo, primero en Asia y
Europa, y mds adelante en Latinoamérica. Por la diversidad geopolitica de la regién y
el propuesto ante la pandemia, el efecto fue diferente en los paises que la componen.
A esto se agregan los diferentes sistemas de salud de cada pais y en aquellos con
diferentes infraestructura para afrontar esta situacion. Por ello fue necesario proponer
protocolos de atencion en las distintas especialidades médicas, con la finalidad de
adecuarse al contexto sanitario (la urologia pediatrica no fue la excepcién). Aunque
no existe informacion de la repercusién en todos los paises de la region, este estudio
intenta mostrar el mismo en la Urologia pédiatrica, lo que aprendimos y estamos
aprendiendo durante este periodo, y las recomendaciones propuestas para los brotes
de contagio y la transicién hacia la normalidad de atencién sanitaria.

PALABRAS CLAVE: Pandemia por COVID-19; Asia; Europa; Latinoamérica; especialidades
médicas; Urologfa pedidtrica; atencién sanitaria.
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A vyear has passed since the coronavirus land-
ed in Latin America, when Brazil confirmed the
first case in Sdo Paulo on February 26, 2020. Af-
ter a month, the countries of the region closed
schools and airports, closed businesses and im-
plemented a range of restrictions in an attempt

to control the pandemic. Tragically, few were
helpful, and the region’s total COVID-19 deaths
exceeded 600,000 at the end of January 2021
As of September 14, Latin America has regis-
tered more than 8.3 million cases and more
than 310,000 deaths. By September 2020, it is
the worst affected area in the world, along with
Asia. The two most populous nations, Brazil
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and Mexico, have suffered the highest number
of deaths, more than 133,000 and 71,000 re-
spectively, according to data from Johns Hop-
kins University. Brazil is the second country
with the highest death toll in the world, after the
United States, Peru has had more than 30,000
confirmed deaths and Colombia has registered
more than 23,000. But researchers say that in
addition to the cases, the deaths may also be
underestimated. Furthermore, countries record
deaths in different ways, making it difficult to
compare between countries.? Even as vaccines
appear offering a light at the end of the tunnel,
the start of 2021 began with outbreaks and
fears of new variants, threatening the hope for a
speedy recovery.

Based on the foregoing, it is undeniable that
the COVID-19 Pandemic has modified medical
care in general throughout the world, and ob-
viously this has affected pediatric urology, im-
pacting on diagnostic and treatment methodol-
ogies in this branch of medicine. You just have
to review the scientific publications during
2020, to see how medicine has been modify-
ing the guides of different specialties, selecting
pathologies and proposing alternative methods,
either for consultations and / or treatment in dif-
ferent pathologies.

This also occurred in pediatric urology special-
ty, in July 2020, in the International Brazilian
Journal of Urology, Dr. Anna Bujons Tur and
collaborators,® carried out a systematic review
of the effect of the pandemic in pediatric urol-
ogy, finding a very scarce availability of publi-
cations specifically in pediatric urology, as well
as of the scientific societies of the specialty. The
authors, members of the Board of Directors of
the Ibero-American Society of Pediatric Urolo-
gy (SIUP), propose, based on the information
collected so far, some considerations in the
selection of patient care in pediatric urology,
based on the recommendations of European As-
sociation of Urology / European Society of Pe-
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diatric Urology (EAU / ESPU) and the American
Urological Association (AUA), Table 1 to min-
imize exposure to the hospital environment of
patients. Concluding in that document that the
COVID-19 virus has had a dramatic impact on
the normal life of departments and / or services.

On the other hand, an attempt has been made
to establish later, following the evolution of the
pandemic, after passing those months of the
containment phase and beginning a new stabi-
lization phase, with fewer infections, with the
health system moderately desaturated and the
countries in different transition phases, try to
resume non-urgent surgical activity. Although
most pediatric urology surgeries are elective
and can take several months, this delay will
represent unavoidable suffering if delayed for a
long period of time. This transition phase inev-
itably entails the restructuring of our pediatric
urology elective care and surgical activity, and
its resumption proposes a constant challenge
in the coming months, with the aim of work-
ing to solve the delay and the need for advice
on surgical prioritization, particularly taking
into account that in Latin America there are
different health realities, with new waves of in-
fections and the appearance of new strains of
COVID-19.

The Spanish Urological Group of Pediatric
Urology (GEUP)* initially proposed a strategy
for this transition period, in an orderly and pro-
gressive manner, taking into account the ups
and downs of the Pandemic, clarifying that, giv-
en the scarcity of bibliography and from expe-
rience in this health crisis situation, it is essen-
tial to apply strict prevention protocols in the
medical-surgical care of pediatric patients with
urological pathology, emphasizing that the use
of good sense, common sense and the weight-
ing of the benefit / risk on the part of the physi-
cian must prevail over any protocol. This group,
which transmits its general recommendations to
us in this transition stage for activity in Pediat-
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Table 1. Recommendations from the EAU/ESPU Paediatric Urology Guidelines Panel applicable

Diagnosis and outpatient clinics for paediatric urology cases

Priority category Low Priority Intermediate Priority High Priority

Clinical harm very Clinical harm possible if  Clinical harm very Life threatening situation
unlikely if postponed  postponed 3-4 month but likely if postponed >
6 months unlikely 6 weeks

Benign scrotal and Semi-urgent cases like Urgent cases in which  Continue all care in
penile pathology, initial post-operative delay may cause which delay is potentally
incontinence. ultrasound after upper irreversible progres- organ threatening or life
tract surgery sion or organ damage: threatening.
includes ultrasound,
VCUG in suspected
severly obstructed
uropathy where sur-
gery is still considered.

Post-operative follow up schedule after surgery

Surgical procedures for paediatric urology cases

Clinical harm very Clinical harm possible if  Clinical harm very likely  Life threatening
unlikely if postponed  postponed 3-4 month but if postponed > 6 weeks situation
6 months unlikely

Defer by 6 months Treat before end of 3 Treat within < 6 weeks.  Treat within < 24 h.
months. Perform surgery Perform surgery for ur- Perform surgery in
that is semi-urgent. gent cases in which delay case of organ threat-

will cause irreversible ening of life threaten-

progression of disease or ing disease.
organ damage.
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Benign scrotal and
penile surgery (orchi-
dopexy, hydrocele,
inguinal hernia,
circumcision).
Functional surgery
(incontinence surgery,
meatotomy, botuli-
num toxin injections).
Genital reconstructive
surgery (hypospadias,
buried penis, other
genital abnormalities).
Benign (hemi)ne-
phrectomy.

Bladder augmenta-
tion, catheterisable
stoma, appendicoce-
costomy due to the
high and prolonged
impact and resources.
Bladder exthrophy
correction depending
on age and local
situation

Surgery of VUR (open
reimplant and bulk
injection)

Pyeloplasty if no loss of
function.

Urolithiasis if no infection
or obstruction.
Botulinum toxin injec-
tions for neurogenic
bladder only in selected
cases.

Pyeloplasty in UPJ ob-
struction with progressive
loss of function or severe
symptoms (consider
drainage with JJ or ne-
phrostomy)

PUV

POM with progressive
loss of function
Urolithiasis with recurrent
infections

2021; 36 (Supl. 1)

Urosepsis with
obstruction (urolithi-
asis, ureterocele with
obstruction or POM)
Trauma with hemo-
dynamic instability or
urinoma formation.
PUV if urethral or
suprapubic catheter
cannot be placed.
Oncology (Wilms,
malignant testicular/
para-testicular tumors,
RMS of bladder and
prostate, resection
may be considered
depending on local
situation and condi-
tion of child)

Acute ischemia (tes-
ticular torsion — in ne-
onates not exploring
is an option due to
low chance to salvage
testis, very low risk of
metachronous con-
tralateral torsion and
vulnerability of these
patients).
Paraphimosis.

While most children themselves may not be severely ill with COVID-19, this pandemic will impact paediatric urological care.
Careful decision must be made on what care requires postponement and what care is essential to be continued.
Depending on the resources and capacity we recommend to only treat high-priority and emergency cases surgically during

the COVID-19 pandemic.

Consider treating intermediate-priority patients if capacity is available, but not during the COVID-19 surge.

It is important to note that postponing surgery in patients with obstructive urophaty (UPJ-, UVJ-obstruction, PUV, neurogenic
bladder) may lead to loss of renal function and the decision to postpone may be revised depending on the duration of the
local situation as well as the severity of obstruction in the individual case. Temporary drainage methods may be considered
to bridge definitive surgery.

Undoubtedly in the individual case of congenital abnormalities where the optimal surgical time point will be surpassed,
such as hypospadias and cryptorchidism. These children may be at risk for suboptimal outmome or increase psychological
burden due to delayed surgery and should beprioritised in the long waiting list.

PUV: posterior urethral valves; POM: primary obstructive megaureter; UPJ: ureteropelvic junction; VCUG: voiding cystoure-

throgram; VUR: vesicoureteral reflux; UVJ: ureterovesical junction; UTI= urinary tract infection.

ric Urology Services, Sections or Units, clarifies
that they must be adapted to each center fol-
lowing its rules and those given by the preven-
tion service of occupational hazards. Mainly in
relation to the activity of external consultations,
they recommend promoting telematic consulta-
tions, leaving face-to-face consultations for new
cases of pathologies that require exploration

and for those revisions that are considered es-
sential, following the prevention regulations ad-
opted by each center and having Bear in mind
that the number of patients seen will have to be
reduced to avoid having more than two patients
waiting with a minimum separation of 2 meters
in the waiting rooms and with staggered hours,
considering this from 20 to 30 minutes per pa-
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tient to achieve this effect. With regard to sur-
gical activity, they recommend restarting them,
giving priority to those considered to be of high
and intermediate clinical priority, later being
completed with dropouts (Table 2). All patients
who undergo surgery must have a PCR test and
an epidemiological survey of the relatives who
come (never more than one person), together
with the anesthetic evaluation. If there is doubt
or the results of the PCR are not known and
the intervention is not of high priority, it will
be delayed until verifying the negativity of the
tests. In cases where the intervention is consid-
ered essential and there are positive or doubtful
tests, the surgery will be performed with all the
protection measures given by your hospital for
all operating room personnel (personal protec-
tive equipment, FPP2 masks, goggles, etc.), as
well as the availability of a specific operating
room for these situations with all the measures
already described. The Hospital or center must
have separate circuits for positive COVID-19
patients, both in the pediatric emergency, pedi-
atric Intensive Care Unit and specific hospital-
ization. All these rules will have to be adapted
as the pandemic evolves and the transition rules
given by the Ministry of Health of each country
(main health authority in each country).

Latin America data

Data on the impact of the COVID-19 pandem-
ic on pediatric urology in Latin America are
scarce, firstly due to the health differences in
the management of the Pandemic in different
countries, the different infrastructure avail-
able, and secondly because the region is still
immersed, in some cases, in the first wave of
contagion, without having been able to enter
the transition phase. For example, in the Sor
Maria Ludovica Children’s Hospital in La Pla-
ta, Argentina, where the only public pediatric
urology service is located, in the most popu-
lated province of the country, the reduction in
consultations during 2020 compared to 2019
was of 42,98%, the reduction of surgeries it
was of 38,19%, and in the urodynamics stud-
ies near of 50%. In Mexico, according to a
survey of a group of pediatric urologists with
105 members, who were invited to participate
anonymously, 52 urologists participated from
17 states with the following results: on the per-
centage of consultations in public institutions A
71% decrease was observed on average, 90%
of those surveyed reported working in a public
institution; Regarding the decrease in surgical
procedures, a 68.75% decrease is referred. Re-

Table 2. Groups of children at higher risk for poor disease course (GEUP)*

Inmunosuppressed child

Heart disease

Chronic respiratory pathology @'Si[eRildJ{e5E
(chronic lung diseases)
Severe asthma

Dialysis
Sickle cell disease

Primary inmunodeficiencies

Sloid organ transplant and hematopoietic progenitor transplantation

Treatment with chemotherapy, inmunusuppressants, or biological drugs

Poorly controlled HIV (detectable CV, CD4 decrease, or CD4/CD8 inversion ratio)

Bronchopulmonary dysplasia

With hemodinamyc repercussions

With requirement for medical treatment Pulmonary hypertension
On transplant waiting list

Recent surgery or catheterization

Under tracheostomy, oxygen therapy, or home mechanical ventilation

Type 1 diabetes mellitus with poor metabolic control
Severe malnutrition, short bowel, epidermolysis bullosa, severe encephalopathies, myo-
pathies, inborn errors of metabolism, etc.
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garding private practice, respondents answered
that 13% have not seen their private practice
affected, but on average a decrease of 47% is
observed, on average. Regarding the decrease
in surgical procedures in private practice, an
average decrease of 50% was observed. We
found that 61% of those surveyed consider
that the complexity of the interventions car-
ried out in the public institution decreased.
Since in most of these, priority has been given
to emergencies and procedures that cannot be
deferred or have been transformed into hos-
pitals with COVID-19 priority. When asking
about the quality of life and the impact that
the pandemic has had, the majority of those
surveyed referred to having had an impact on
the change in health and social habits (47%)
and also an economic impact (46%), therefore
so practically 100% saw their quality of life
affected. According to whether they perceived
that the pandemic affected the development of
professional skills, on a frequency scale “occa-
sionally” and “frequently” were the responses
of 61% of those surveyed. With regard to the
feeling of “you are NOT going to work again as
we did before”, 32% of those surveyed occa-
sionally think about it, but 25% refer to think
about it frequently or always. When asked if
the lack of face-to-face teaching activities such
as congresses or scientific sessions is of con-
cern, 20% say that almost always or always
and 36% frequently. When asked, “Are you
concerned about your health and that of your
family due to professional risk?”. The most fre-
quent answer was “always” (56%), and if we
add to these those who answered “almost al-
ways” and “frequently”, increase the percent-
age to 90%. It is observed that 1 in 3 of those
surveyed refers to having used a telemedicine
tool, but in most cases they are commercial
platforms to give online advice and not as such
formal telemedicine tools. According to these
results, it can be concluded that in Mexico the
pediatric urological doctors has been affected

2021; 36 (Supl. 1)

both in private and institutional practice, with
a decrease in the performance of procedures
and their complexity in both settings, appar-
ently private practice has been seen less affect-
ed although but cases with a decrease of up to
90%, which is worrying; Furthermore, there is
no use of platforms in general for telemedicine
and commercial means are used for this pur-
pose. The situation of stress and concern that
the pandemic generates in our daily lives is ev-
ident and is something that permanently wor-
ries health professionals dedicated to pediatric
urology in Mexico and there is also an impact
on the quality of life of this specialty.

In a paper known in recent months, carried out
by the Porto Alegre’s pediatric urology group,®
the results of a web survey carried out to mem-
bers of the SIUP and the Brazilian School of
Pediatric Urology (BSPU), carried out during
the first peak of the pandemic in Latin Ameri-
ca, based on the hypothesis that the workload
of the Pediatric Urology Units (PUU) decreased
during this period. This study aimed to assess
burnout levels during the pandemic, conclud-
ing that the findings regarding PUUs show a
large decrease in workload and hours in the op-
erating room during the coronavirus pandem-
ic, as well as low levels. of exhaustion during
this period. In this survey and in a subsequent
study,>® a female predominance of the burnout
syndrome was demonstrated, with levels worse
than those reported by European and North
American studies, probably attributable to so-
ciocultural characteristics.

Recommendations

For all the above, the following summary of rec-
ommendations is proposed by scientific societies:

e Consider surgically treating only emer-

gency and high-priority cases during the
COVID pandemic.

https://doi.org/10.24245/bcmurol.v36iS1.5484
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e Consider treating intermediate priority
patients if capacity is available, but not
during the peak of COVID.

e Nonsurgical management should be
considered initially, including medical
treatment (eg, antibiotics for urinary tract
infections associated with vesicoureteral
reflux), endovascular embolization (eg,
for hemorrhagic renal trauma), or urinary
tract diversion.

e Perform PCR for the COVID-19 test be-
fore any surgical intervention whenever
possible.

e Follow local recommendations for perso-
nal protective equipment (PPE).

e Avoid or reduce the use of monopolar
electrosurgery, ultrasonic dissectors, and
advanced bipolar devices, as they can lead
to the formation of particulate aerosols.

e All minimally invasive procedures should
preferably be performed by experienced
surgeons.

e It is recommended that the electrocau-
tery power setting be reduced as much
as possible to decrease the production of
surgical smoke, especially in laparosco-
pic surgery. During access, the electro-
cautery must be provided with an auto-
matic suction system.

e [t is recommended to reduce visits to the
outpatient clinic during the different stages
of severity of the COVID-19 pandemic.

*  Meetings of multidisciplinary teams are re-
commended to offer the optimal therapy.

* Whenever possible, regional or local
anesthesia should be considered to avoid
the need for mechanical ventilation.

Despite the lack of available data, we can say
that the COVID-19 virus has had a dramatic im-
pact on the normal life of pediatric urology de-
partments and / or services, with a greater im-
pact on female staff. Due to the need to adopt
strategies to contain the spread, all surgical de-
partments must be restricted and carry out an
orderly transition according to the evolution in
each country. Surgery is recommended only for
life-threatening or life-threatening illness during
peak periods of the pandemic. It is suggested to
reduce outpatient visits during the various stag-
es of severity of the COVID-19 pandemic, im-
plementing, as far as possible, some modality of
care through telemedicine.
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Abstract

The COVID-19 pandemic has had a great impact on the training of Urology residents.
In this article we analyze the reasons for this impact from the evaluative, didactic, care,
surgical and health of the residents’ point of view. A literature review was conducted
using the terms Urology training and COVID-19, prioritizing academic and surgical
training articles in Urology. Due to the extreme pressure on the healthcare system
stemming from the pandemic, residency training programs have suffered serious con-
sequences, and a way has been sought to remedy this situation using adaptations and
promoting online activities. The negative impact of the pandemic on the academic
training of residents is undeniable. It is important to seek training alternatives to adapt
the programs to the current situation.

KEYWORDS: COVID-19 pandemic; Urology; Academic; Healthcare system.

Resumen

La pandemia por COVID-19 ha tenido una gran repercusién en la formacién de los
residentes de Urologia. En este articulo analizamos las razones de tal efecto, desde el
punto de vista evaluativo, didactico, asistencial, quirdrgico y de salud de los residentes.
Se realiz6 una revision de la bibliograffa, utilizando los términos: formacién en Uro-
logia y COVID-19, priorizando los articulos de formacién académica y quirtrgica en
Urologia. Debido a la extrema presién del sistema de salud, derivada de la pandemia,
los programas de formacion de residencias han sufrido graves consecuencias y se ha
buscado la forma de remediar la situacion mediante adaptaciones y promoviendo
actividades via internet. El efecto negativo de la pandemia en la formacién académica
de los residentes es innegable. Es importante buscar alternativas de formacién para
adecuar los programas a la situacion actual.

PALABRAS CLAVE: Pandemia por COVID-19; Urologia; académico; sistema de salud.
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Since the nationwide lockdown was declared in
Spain on March 14, 2020 due to the COVID-19'
pandemic, the lives and routines of Spaniards
have changed drastically. The global impact**
of this health, social, and economic crisis is still
present today with the third wave.

This crisis has meant a “standstill” in the usu-
al activities of hospitals, seriously affecting
specialty training that is not directly involved
in the pandemic, such as Urology. An inexora-

ble number of operating theatres for major and
minor surgery, consultations, procedures such
as biopsies or cystoscopies, etc., have been
suspended. This has had consequences at all
levels, which to this end has seriously affected
the correct diagnosis and treatment of patients.
Conversely, it has affected the training of resi-
dents in terms of healthcare, teaching, educa-
tional, and surgical activity.” In this sense, ro-
tations, training activities such as face-to-face
congresses® or face-to-face exams such as the
oral part of the European Board of Urology’
have been suspended.

www.boletindeurologia.org.mx
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The aim of this paper is to analyse to what ex-
tent and how the COVID-19 pandemic has af-
fected the training of residents in Spain.

A review of the literature was conducted using
the terms “training”, “Urology”, “residence”
“COVID-19” in English, employing the PubMed
database that was published on February 2021.
Atotal of 53 papers published in the 2019-2021
period were obtained. We selected the papers
and prioritized our focus on academic and sur-
gical training in medicine and Urology, as well
as the impact on the health of the residents and
quality of life, which, from the articles we se-
lected, were 29 in total.

Summary of the evidence

In mid-March 2020, at the beginning of the
pandemic in Spain, uncertainty about the em-
ployment and training situation of residents
was increasing. The day after the declaration
of the nationwide lockdown following Order
SND/232/2020 on March 15, 2020, all final-year
residents in specialties such as Internal Medi-
cine, Pneumology, Intensive Care, Microbiolo-
gy, among others, would see their MIR training
extended until after the pandemic. Two weeks
later, through order SND/319/2020, dated April
01, 2020, the training of residents was extended
to other specialties, including Urology. Finally,
on April 15, 2020, by order SND/346/2020, the
usual dates for assessment and the training year
for all final-year residents were re-established.

Notwithstanding, given the current situation
of the third wave with the new interruption of
activity, there is rising uncertainty among resi-
dents as to whether or not to extend their resi-
dency, and for how long. This debate is taking
place among the residents themselves, tutors,

and teaching committees of different hospitals.
The situation of the pandemic in terms of train-
ing activity has now been transferred to almost
a year of reduced surgical activity, suspension
of evaluations and/or exams, suspension of ro-
tations, suspension of face-to-face congresses,
etc. This is affecting all residents, from R1 to R5.

Negative impact of the pandemic on the aca-
demic training of residents is undeniable. It is
important to seek training alternatives in order
to adapt programs to the current situation.

A reasonable option would be to carry out a:
"Non-assessable" evaluation of the residents, as
would be done in situations of pregnancy or sick
leave, since it is not a suspension of the residen-
cy, but rather a failure to meet the objectives, due
to a lack of resources and/or opportunities.

This is also a matter for debate as it is not clear
which years of residency have been most affect-
ed. Senior residents (R4-R5) may already have
a foundation from which to continue learning
and improving once they enter residency, but
junior residents have not even had the chance
to acquire these basic skills.

This is another question that remains unan-
swered to this day. The impact in time that this
loss of residency has caused and, therefore, the
recoverable time that should be applied, is un-
known.

The COVID-19 pandemic has completely para-
lyzed the traditional education of Urology resi-
dents. Initially, all Congresses and/or face-to-face
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activities were suspended. In Spain, only two
Working Group Meetings (Lithiasis, Laparosco-
py, and Andrology) were held in person in 2020.
From March onwards, the activities were post-
poned to the last quarter of the year. All other
activities, such as the Female Functional Urology
and Urodynamics Working Group Meeting, the
Uro-Oncology Group Meeting, and the National
Congress were held online. At the European lev-
el, the same was true for the European Urology
Congress and all other training activities.

Not only did the congresses have to change
the way they were conducted, but also the lec-
tures in the hospitals themselves and learning
through master-classes. Thus, as a result of this
crisis, numerous didactic tools have appeared,
taking the webinar format as a clear example.
Platforms such as those promoted by the Uni-
versity of Southern California, through COVID
Urology webinars or the Urotalks offered by the
American Confederation of Urology (CAU), are
tools available with a high-level of scientific
knowledge that provide the advantage of being
able to manage one's own time. Other online
learning options can be found in the form of
podcasts such as those of the Association of
French Urologists in Training, or the podcasts
developed by the Peter MacCallum Cancer
Centre in Melbourne.

The Table 1 shows some of the educational re-
sources available.

There has been a major impact on the care
practice and daily activity of the residents, to-
gether with the loss of surgical activity in the
training and regular planning of the residency.
In this sense, many residents, mainly in areas
with a higher incidence of SARS-CoV-2, have
had to be redeployed or rehabilitated.’? This
has not only occurred in Spain; countries such
as the USA,'® France'* and Belgium' have also

2021; 36 (Supl. 1)

been forced to readapt their residents. Thus, the
activities have shifted to the care of patients
hospitalised by COVID-19 emergencies or ad-
ministrative support to internists. Not only have
residents had to be retrained, but many special-
ists also. In addition, this has affected the nor-
mal functioning of the incorporation of the resi-
dents who began their residency in 2020. Thus,
first-year residents started their residency in
September instead of May, which is customary
in Spain. This affected the second-year residents
like dominoes, since in many cases they had to
cover shifts that would have been done by first-
year residents. As a result, residents have lost
part of their training by covering activities that
did not correspond to them.

Moreover, there has been a significant decrease
in consultations'*'” and face-to-face patient care.
This may lead to a delay in diagnosis and, above
all, in the treatment of Urological diseases, given
the increase, which is inherent to the situation as
it pertains to the surgical waiting list.'®

For this reason, one of the tools that has been
most widely implemented in recent months,
and which is probably here to stay, is telemed-
icine.?® Telemedicine allows direct commu-
nication with the patient by telephone or vid-
eo-call.?' This can ensure the correct follow-up
of patients in this situation where the safety
of both patients and workers is paramount.
Therefore, telemedicine has the advantages of
avoiding unnecessary travel, reducing the phys-
ical burden of care in hospitals, not putting the
health of patients and workers at risk, as well as
establishing a good triage to assess which pa-
tients really need physical and in-person care.
However, the disadvantages of telemedicine
include, among others, patients who may not
have access to the Internet, the software avail-
able in hospitals to facilitate these video-calls,
the availability or not of being able to make the
consultation from home, etc. In our experience,
we do not yet have an external network that al-

https://doi.org/10.24245/bcmurol.v36iS1.5567
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Table 1. Educational resources and links®

Webinar EAU/ESU

Webinar AEU

Webinar CAU

Webinar SIU

Orsi Academy

UROOONCO

UROLUTS

Urology Collaborative Online Video Didactics (COVID)
USC Urology 60 Minutes

Educational Multi-Institutional Program
for Instructing Residents (EMPIRE)

lows access to the medical records of the pa-
tient from a home computer, nor do we have
platforms that facilitate communication with
the patient by video-call, as has been designed
in the USA (EPIC®, Verona, USA) or in the UK
(NHS Attend Anywhere®).2

Regardless of the drawbacks and advantages of
telemedicine, it is a reality. It is the present and
the future of healthcare and we must learn to
manage® and regulate it through laws that al-
low its good practice.*

The healthcare that this crisis has required and
continues to require has forced healthcare sys-
tems around the world to restructure hospitals,
staff, and service-specific activities. The suspen-
sion of operating theatres has severely affect-
ed the surgical training of residents. In March
2020, the European Association of Urology
(EAU) published a set of recommendations on
surgical activity during the pandemic and sur-
geries in COVID-positive patients. One of these
recommendations was to leave surgeries to ex-
pert surgeons and, in addition, not to allow fel-
lows/residents/students in surgeries.?” These are
indeed reasonable and necessary recommen-

https://uroweb.org/education/online-education/webinars/
https://www.aeu.es/galeriawebinar.aspx
https://caunet.org/noticias-cau/
https://academy.siu-urology.org/siu/
https://www.orsi-online.com/en/news/join-our-orsi-webinars
https://bladder.uroonco.uroweb.org/webinar/
https://nocturia.uroweb.org/webcasts/
https://urologycovid.ucsf.edu

YouTube: Urology 60 minutes

https://nyaua.com/empire/

dations in this crisis, above all to safeguard the
safety of staff and patients and to avoid surgical
complications as far as possible. According to a
survey published by Amparore et al, the num-
ber of surgeries lost by final-year residents in
2020 was more than 80% compared to previ-
ous years.?® This decline in surgical activity, not
only for senior residents, but for all residents,
presents a growing concern as the pandemic is
not fully resolved.?”* This has led to the prior-
itisation and importance of simulated learning
and training at home or in the hospital using
simulators or pelvi-trainers. It is therefore vital
that hospitals provide adequate capacity for
their residents to continue practising and exer-
cising during this pandemic. The negative im-
pact of lack of practice in any profession is sig-
nificant, but even more so when we are dealing
with patients in our profession. Safety in the ac-
quisition of surgical skills and the growing con-
cern of not achieving the expected objectives is
another of the characteristics that has marked
this past year among residents, raising the pos-
sibility of reorganising residencies and training
programmes.?® Other tools that residents can
(and should) use to acquire surgical skills are
the surgical visualizations on platforms such as
the AEU video library, websites such as "WeB-
Surg®, or the EAU's UROsource.

85



86

Boletin del Colegio Mexicano de Urologia

Last but not least, the health and well-being of
residents during the pandemic has also been
studied.” This U.S. survey studied factors such
as mental health, access to Personal Protective
Equipment (PPE), physical safety of the resi-
dent while caring for COVID patients, concern
about family members and contagion, etc. They
concluded that many actions, such as access to
PPE, emotional support from institutions and
from residents, are important. Stimulation and
motivation for further learning through online
educational programmes, etc., can improve the
well-being of residents and their health. Resi-
dents were already suffering stages and periods
of dissatisfaction during their residency, so the
current situation has aggravated this burn-out
even more. Similarly, it has been observed that
the pandemic and the lack of activity, both in
care and surgery, has benefited the residents
and their well-being in certain respects. This
is explained by Degraeve et al, with respect to
Belgian residents, who showed better rates of
stress levels in the presence of less work than
usual.” It is important to follow a healthy life-
style, to practise sports, disconnect from work,
and surround oneself with good people™?* in
order to maintain adequate mental and physical
health, and to be able to face this professional
career with the best mood and motivation.

The negative impact of the COVID-19 pandem-
ic on residents is undeniable. Therefore, a re-
invention of the training programs is required
that adapts plans and resources by ensuring that
residents continue to be trained to the highest
standards. In the days to come, residents will
need to be well trained.
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Legislation and Legal Framework for
oncology patients in Latin America.

Kenji'Lopez-Cuevas

Abstract

OBJECTIVE: To expose legal framework as a valuable and high-impact tool for the
defense of oncology patient’s rights before the public health system.

METHODOLOGY: Executive summery of the Digital Seminar “The use of law and
legal mechanisms against cancer in Latin America” by Cancer Warriors de México
in alliance with Fundacion Barra Mexicana with the support of 25 organizations
from Latin America members of the Union for International Cancer Control (UICC).

CONCLUSIONS: Legal framework is sometimes an underrated tool in the fight
against cancer, but it is proved that public policies, legal initiatives and patients’
advocacy have positively influenced the lives of cancer patients by granting them
legal rights that allow access to better treatments and better healthcare practices.

KEYWORDS: Patients” advocacy; Legal framework; Legislative practices; Lawmakers;
Legal mechanisms; Public policies; Human rights; Public health systems.

Resumen

OBJETIVO: Exponer el marco legal como una herramienta valiosa y de alto im-
pacto para la defensa de los derechos del paciente oncoldgico ante el sistema
publico de salud.

METODOLOGIA: Resumen ejecutivo del Seminario Digital “El uso de la ley y los
mecanismos legales contra el cdncer en América Latina” de Cancer Warriors de
México en alianza con Fundacién Barra Mexicana, con el apoyo de 25 organi-
zaciones de América Latina, miembros de la Unidn Internacional para el Control
del Cancer (UICC).

CONCLUSIONES: El marco legal es una herramienta subestimada en la lucha
contra el cancer, pero esta comprobado que las politicas publicas, las iniciativas
legales y la defensa de los pacientes han influido positivamente en la vida de los
pacientes con cancer, otorgandoles derechos legales que les permiten acceder a
mejores tratamientos y practicas de salud.

PALABRAS CLAVE: Defensa de los pacientes; marco legal; practicas legislativas;
legisladores; mecanismos legales; politicas publicas; derechos humanos; sistemas
de salud publica.

INTRODUCTION

Last Wednesday, March 3, in
the Oval Office of the White
House, U.S. President Joe
Biden met with a bipartisan
group of lawmakers to discuss
how to end cancer once and
for all.

| quote him: "The fight against
cancer is personal for me, as it is
for many Americans. And | am

committed to doing everything
I can as President to end cancer
as we know it. This afternoon,
I brought together a bipartisan
group of lawmakers to discuss
how we can get it done”.

| begin this article with this is-
sue because of three aspects
to highlight. Firstly, because
he is the political leader with
the greatest possible impact at
a global level, so his political

Cancer Warriors de México.
Union for International Cancer Control (UICC).
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will is and will be decisive in
the field of cancer control.

On the other hand, his strug-
gle, like that of so many people
around the world, like the read-
er's, or like my own, is person-
al. Biden lost his son Beau, 46,
who passed away as a result of
brain cancer in 2015.

In January 2016, while still in
the Barack Obama adminis-




tration, -with great” enthusiasm
an initiative to find a*definitive
cure for,cancer was.announced.
Through'the 21st'Century Cures
Act, which 'was passed in the
U.S. Congress, at least $1.6 bil-
lion was. endowed to, quote,
"make the »WUnited States the
country thatfinds the cure for
cancer once and for all."

Barack Obama appointed Biden
as the leader of this initiative,
which was colloquially called
Moonshot, since they made an
analogy about the challenge for
human beings to reach the moon
in 1969 and now, what the chal-
lenge of overcoming cancer
means in the 21st century.

Projects were put on hold,
however, now, with the arrival
of Biden to the presidency of
the United States, we can say
that we are getting closer to the
moon again.

The 21st Century Cures Act
represents hope in the cancer
control field through the use of
law. World leaders are, more
and more every day, betting
on legislation, regulations and/
or frameworks, seen as real in-
struments that can defeat the
common enemy, we all have
regardless of our nationality,
language or culture: cancer.

The right to health protection
is a fundamental human right.
Several international instru-

ments establish this right which,
in turn, must be protected and
guaranteed by the governments
of the state’s parties.

The Universal Declaration of
Human Rights, proclaimed by
the United Nations General
Assembly in Paris on Decem-
ber 10, 1948, establishes in its
article 25 that: "Everyone has
the right to a standard of living
adequate for the health and
well-being of himself and of his
family [...]".

Similarly, the Constitution of
the World Health Organization
(WHO), affirms that "the enjoy-
ment of the highest attainable
standard of health is one of the
fundamental rights of every hu-
man being".

In Mexico, the Political Consti-
tution of the United Mexican
States establishes in Article 4:
"Every person has the right to
the protection of health".

In the Constitution of the Feder-
ative Republic of Brazil, Article
6 states that: "Social rights are
education, health, work, rest,
security, social welfare, mater-
nity protection".

However, at least half of the
global population do not receive
the health services they need.

The Pan American Health Orga-
nization (PAHO) has warned on
several occasions that those coun-
tries that have made the greatest
improvements towards universal
coverage have a health expendi-
ture of 6% or more of their Gross
Domestic Product (GDP).

In its messages, PAHO high-
lights the investments of de-

veloped countries in this area.
The United States invested
14.38% of its GDP in health in
2019, followed by others, such
as Germany, which allocated
9.91%, or Japan, with 9.32%.

Mexico, for example, in the last
10 years had registered a con-
traction in public health spend-
ing by gradually going from
2.8%, in 2012, to 2.5% by 2020.

Last year, Mexico changed that
situation and increased health
spending for the 2021 budget,
but despite the 1.87% increase
in the health sector, Mexico
maintains a budget gap of 3.2
points of GDP. Health spend-
ing reallocations, in general, are
concentrated in increases in per-
sonal services and the payment
of professional, scientific and
technical services, and in cuts in
subsidies, materials, equipment
and infrastructure. Table 1

Public health spending increase
between 2020 and 2021.(Mex-
ican pesos). Figure 1

Legal framework in the world

The use of the law, as a facilitat-
ing and influential mechanism
for health protection and sus-
tainable development, is one of
the most necessary tools avail-
able to governments to protect
and promote the health of their
population and, in particu-
lar, to guarantee the necessary
spending.

As stated by the McCabe Cen-
tre for Law & Cancer Austra-
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The 'Health Budget’s in Mexico

PEF 2020
330,282
133,239
106,912
65,351
21,169
13,036
6,907
2,776
679,672

PPEF 2021
325,507
145,415
109,501
64,203
21,260
17,541

6,463
2,540
692,430

Public health institutions Real Variation (%)
IMSS

SSA

FASSA

ISSSTE

Contribution to SS**
PEMEX

SEDENA

SEMAR

Total

Difference (mmxp)
-4,775.57
12,175.85
2,589.25
-1,147.74

90.95
4,504.84
-444.38
-235.91
12,757

*Table Design : Information — SHCP: (Secretary of Finance and Public Credit) 2020d and 2019 d. PEF: Budget Expenses of the Federation; PPEF:
Project Budgets of Expenses of Federation; mmxp: Millions of Mexican Pesos. IMMS: Instituto Mexicano del Seguro Social; SSA: Secretaria de
Salubridad y Asistencia; FASSA:Contribution Funds for Health Services; PEMEX: Petréleos Mexicanos; SEDENA: Secretaria de Defensa Nacional;
SEMAR: Secretaria de Marina **SS: Health Service . ***Note 1.- The 2021 Budget corresponds to the amount proposed in the PPEF*****Note
2.-Amounts expressed in millions of constant Mexican pesos.

330,282
325,507

Millones de pesos (reales, 2021)
145,415

2020 2021 2020 2021
IMSS SSa

2020 2021
FASSA

2020 2021
ISSSTE

20202021
Ramo19

2020 2021
Pemex

2020 2021 2020 2021

Sedena Semar

O Gastos de operacién (2000 + 3000)
| Gasto de inversion (5000 + 6000)

[ Servicios personales (1000)
W Transferencias y asignaciones (4000)
B Participaciones y aportaciones (8000)

Figure 1. Classification by Spending and Subsystem. Public Health Spending PEF 2020 vs PPEF 2021.

PEF: Budget Expenses of the Federation; PPEF: Project Budgets of Expenses of Federation.

Comparison between 2020’s and 2021s public health spending in different public health institutions (In Mex-
ican pesos).

lia: "The law has the power to
shape the norms and behavior
of individuals, organizations
and governments'.

And also, the McCabe Centre
establishes: "When it comes
to health, engaging with law
is crucial at all stages. The ex-

posure of individuals and com-
munities to risk factors, such as
tobacco and alcohol; equitable
access to health care; collec-




tion"and usé of health informa-
tion, and experiencesof people
affected by .cancer.and NCDs,
are all powerfully influenced
by lawstand legal frameworks,
from domestic. regulations to
global commitments".

In the framework of the last
World Cancer Day 2021, | had
the opportunity to lead the orga-
nization of several activities as
Member of the Union for Inter-
national Cancer Control (UICC)
2020-2022 Board of Directors,
with the Latin America region.
One of the most relevant, from
my point of view, was the orga-
nization of the Digital Seminar:
"Use of laws and legal mecha-
nisms against cancer in Latin
America", along with Fundacién
Barra Mexicana A.C. and 25
other organizations focused on
cancer control in the region.

The Seminar was focused on
sharing successful legal and
legislative practices linked to
the field of cancer control in
the Latin American region, as
well as exposing useful infor-
mation for civil society organi-
zations on the implementation
of legal mechanisms to defend
the human rights of patients
facing this disease.

Lawyers, oncologists, lawmak-
ers, advocates and former court
ministers exposed different ini-
tiatives and legal mechanisms
to protect the rights of cancer
patients from Mexico, Peru,
Chile, Argentina, El Salvador
and Australia.

For example, Md. Daniel Verd-
essi, Chile's Congressman,
presented Chile's Cancer Law,
which came into force on
October 3, 2020, and whose
objective is to establish a reg-
ulatory framework for the
planning, development and
execution of programs, public
policies and actions aimed at
preventing cancer. Mr. Verdessi
spoke about the main obstacles
to implementing the law which
are linked to budgetary issues.

Ursula Letona Pereyra, lawyer
and former Congresswoman of
Peru, talked about the promotion
of the Law on Medical Urgen-
cy and Comprehensive Cancer
Care for Children and Adoles-
cents in her country. She stated
that the active participation of
society through platforms such
as change.org, social
ments and network campaigns
were key to the enactment of
this law, which came into force
on September 3rd, 2020.

move-

On the other hand, Dolores Agu-
inaco, Vice President of the Fun-
dacion Barra Mexicana A.C. and
Marilo Aja Aguinaco, Founding
Partner of the Firm Aguinaco+A-
ja, presented the legal protection
mechanism as a way to protect
the right to health of patients di-
agnosed with cancer.

We know that the right to health
protection is a right that must
be guaranteed by state govern-
ments, however, in the face of
the COVID19 pandemic and
other diverse factors of a pub-

lic-administrative

nature, in
Mexico, for example, we face
the scarcity or shortage of onco-
logical medicines, which is why
we have had to resort to the pre-
sentation of this resource.

The “Amparo” is a constitutional
procedural mean of the Mexi-
can legal system, which has the
specific purpose of making real,
effective and practical, the pro-
tection of human rights estab-
lished in the Constitution, seek-
ing to protect from the acts of all
authorities without distinction
of rank, including the highest,
when they violate such rights,
which is regulated by the Con-
stitution and the Legal Protection
Law, Regulatory of Articles 103
and 107 of the Political Consti-
tution of the United Mexican
States.

It is a legal mechanism for the
protection of human rights,
such as the right to access or
protection of health.

As a result of the shortage of
oncology medicines in Mexi-
co, triggered in 2019, the Fun-
dacion Barra Mexicana A.C.,
together with the support of
organizations such as ours and
pro bono lawyers, began the
promotion of legal protection
lawsuits, with which, to date,
it has filed more than 400 law-
suits so that oncology patients
receive the corresponding med-
icine or treatment.

Following the filing of the legal
protection, the judges granted
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the' suspension’so that within
48 hours, the corresponding
hospital:would provide the on-
cology patient with the neces-
sary treatment or medication.

However, we should not nor-
malize the use of this legal
mechanism, but rather demand
that the government address
and solve the shortage.

Hayley Jones, Acting Director
of the McCabe Centre for Law
& Cancer in Australia, present-
ed the case of the Brazilian
prosecutor, Davi Bressler, who,
along a team of Brazilian law-
yers is leading landmark legal
action the tobacco industry
since 2019, when Brazil’s gov-
ernment filed a lawsuit against
several tobacco companies
seeking to recover the money it
spends on public healthcare for
tobacco-related illnesses. She
also mentioned that this unique
and massive lawsuit had been
planned for many years and the
tobacco industry is fighting at
every stage but whatever the
outcome, such a high-profile
case will surely have positive
implications for cancer control
efforts around the world.

As | have mentioned in other
spaces: "that no girl, boy or ad-
olescent in Mexico has to add a
third combatant to their strug-
gle, because today they are
facing cancer, COVID-19 and
shortages".

One of the main initiatives pro-
moted by the organization that

| have the honor of presiding
and directing, Cancer Warriors
de México, was also presented.

The occupational leave for par-
ents of children diagnosed with
cancer. We presented this initia-
tive trough the Mexican Senate
in 2017. Afterwards, we pro-
moted it until its adoption by
unanimity, both at the Senate,
in April 2018, and the House of
Representatives, in April 2019.
During the legislative process,
the initiative was supported by
more than 400.000 signatures
through Change.org on Internet
and we secure $20 million to
warranty 10.000 occupation-
al leave per year. The Mexican
Government provide parents of
children diagnosed with cancer
that request this new Mexican
right with 60% of their salary
during the occupational leave
(thus, this will not represent an
economic impact to employers).

After one year of its enhance-
ment, we carried out an impact
study with the pro bono sup-
port of a public policies Mex-
ican firm.

The impact study confirmed
that the childhood cancer treat-
ment abandon decreased up to
70% thanks to the occupation-
al leave. On the other hand, the
study showed that the mood of
the childhood cancer patient
increases consistently in order
to face the treatments. You can
imagine the satisfaction we
have as a team and as promot-
ers of this Bill!
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As we can witness, fortunately
the law has a crucial and pos-
itive impact in the lives of pa-
tients diagnosed with cancer.

According to an article pub-
lished in “The Cancer Atlas”,
public policies and legislations
are essential to address the bur-
den of cancer locally and glob-
ally, it also mentions that the
effective use of law to achieve
certain health goals require
collaboration across sectors.

As a clear example of this is
the World Health Organiza-
tion Global Action Plan on
NCDs which was presented in
2013. This plan emphasized
society-approached actions
to reduce the major drivers of
preventable NCDs, as well as
a monitoring system including
nine targets such as reduction
of salt/sodium intake, reduc-
tion of harmful use of alcohol,
reduction of physical inactivity
and reduction of tobacco use.

Cases like Australia’s plain
packaging laws challenges on
tobacco products and Urguay’s
defense against a tobacco com-
pany’s legal action are evidence
of how countries can manage
to implement successful tobac-
co control measures following
the WHO'’s Global Action Plan
on NCDs.

COVID-19’s affectations in
health systems

The global health crisis of
COVID-19 pandemic has re-




vealed considerable weakness-
es in health systems around the
world.

The study “Rapid assessment
of service delivery for NCDs
during the/COVID19 pandem-
ic” executed;in May 2020 by
the WHO showed that 56% of
the 155 countries who partic-
ipated in the assessment had
partially or completely disrupt-
ed services for cancer treat-
ment during that phase of the
pandemic.

According to the mentioned
study, the top 5 most common
disruptions to services across
the non-communicable diseas-
es noted by WHO were:

* the cancellation of elec-
tive care

e the closure of popula-
tion-level screening pro-
grams

e transportlockdowns, clo-
sure of disease-specific
consultation clinics

e insufficient protective
equipment

e NCD related clinical staff
deployed to provide CO-
VID-19 relief, and closu-
re of outpatient disease
specific consultation cli-
nics

CONCLUSIONS

NCD related clinical staff de-
ployed to provide COVID-19

relief, and closure of outpa-
tient disease specific consulta-
tion clinics, delayed treatment
screenings, diagnostics and tri-
als can lead to a later increase
in cancer incidence, later di-
agnosis and therefore poten-
tially more serious outcomes
and ultimately higher mortality
rates.

Less support and navigation
assistance mean that patients
won’t necessarily receive the
appropriate treatment at the
appropriate time or develop
co-morbidities. Less research
means not only that the devel-
opment of possible future medi-
cations will be delayed, but also
that patients who rely on clini-
cal trials will not be treated.

Those of us who work in the
field of cancer control and
cancer patient advocacy now
also face the challenges posed
by the COVID-19 pandemic.
This is the moment in which
we need to unite greater efforts
from all sectors of society to
face the new global reality we
live in and to maintain as a pri-
ority the care of patients living
with non-communicable dis-
eases such as cancer.

Time, cases and results have
shown us that the law and le-
gal mechanisms give certainty
and strength to governments,
patients and advocates to face
cancer. | am sure that the med-

ical, political, legal and social
will to find a definitive cure
for cancer is what will bring us
closer every day to achieving
that goal. However, as long as
we continue on this path of bat-
tle, our battle will continue.
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Pacientes con neoplasias uroldgicas y la vacuna contra el

SARS-CoV-2

Moisés Rodriguez-Socarras,* Juan Gémez-Rivas,? Ana Maria Autran-Gémez?

Abstract

As of March 1, 2021, 116 million cases of COVID-19 and 2.58 million deaths have
been reported worldwide. On December 21, the Pfizer-BioNTech® vaccine was
approved for use in the European Union with an efficacy of 95% protection against
COVID-19 infection. As of the date of this article, there are currently 12 vaccines in
use worldwide and another 77 under study phase | - III. In addition to elderly patients,
oncology patients represent a vulnerable population in which COVID-19 infection may
be more severe. However, due to the design of the initial studies the evidence in terms
of safety and efficacy of vaccination against SARS-CoV-2 in these patients is scarce and
recommendations are based on the opinion of associations, stakeholders and experts,
extrapolating information and experience from other vaccines, especially influenza.
Despite the limited evidence, the consensus is that the vaccine is safe and vaccination of
oncology patients as well as their close relatives is recommended, although in patients
with impaired immune response, efficacy may be lower and the need for additional
booster doses is not clear yet. It is recommended to avoid the use of vaccines based
on viral vectors in patients with impaired immune response, to defer vaccination in
immunosuppressed patients or to administer prior to immunosuppression, as well as
not to administer chemotherapy between the two doses of vaccine or to receive the
vaccine on the same day that chemotherapy is administered. These recommendations
can be extrapolated to urological patients and although there is no evidence, there
should not be greater interference of the SARS-CoV-2 vaccine in patients under androgen
deprivation therapy or who have received intravesical BCG. However, large studies that
provide strong evidence in uro-oncology patients are needed.

KEYWORDS: European Union; Vulnerable population; Vaccination; SARS-CoV-2; Influ-
enza; Immune response; Immunosuppressed patient; Androgen deprivation therapy;
Calmette-Guerin Bacillus.

Resumen

Hasta el 1 de marzo de 2021 se habfan registrado 116 millones de casos de COVID-19
y 2.58 millones de muertes en todo el mundo. El 21 de diciembre, la vacuna de Pfi-
zer-BioNTech® fue aprobada por la Unién Europea, con una eficacia de 95% contra el
COVID-19. A la fecha de publicacion de este articulo existen, aproximadamente, 12
vacunas en uso en todo el mundo y otras 77 en estudio. Ademas de los pacientes de
edad avanzada, los oncoldgicos representan una poblacion susceptible en quienes la
infeccion por COVID-19 puede ser mds grave. Sin embargo, debido al disefo de los
estudios iniciales, la evidencia en términos de seguridad y eficacia de la vacunacion
contra el SARS-CoV-2 en estos pacientes es escasa y las recomendaciones se basan en
la opinidn de asociaciones, partes interesadas y expertos, extrapolando la informacién
y la experiencia de otras vacunas, especialmente la de la gripe. A pesar de la escasa
evidencia, el consenso es que la vacuna es segura y se recomienda su aplicacion en
pacientes oncoldgicos y sus familiares cercanos, aunque en quienes tengan respuesta
inmunitaria deteriorada, la eficacia puede ser menory la necesidad de dosis adicionales
de refuerzo alin no esta clara. Se recomienda evitar la aplicacién con vectores virales
en pacientes con respuesta inmunitaria deteriorada; diferir la vacunacién en pacientes
inmunodeprimidos o administrarla antes de la inmunosupresién, asi como no admi-
nistrar quimioterapia entre las dos dosis de la vacuna o recibirla el mismo dia que se
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administra la quimioterapia. Estas recomendaciones son extrapolables a los pacientes
urolégicos y, aunque no hay evidencias, no deberfa existir mayor interferencia de la
vacuna contra el SARS-CoV-2 en los pacientes que reciben tratamiento de privacion
de andrégenos o que hayan recibido BCG intravesical. Se requieren estudios a mayor
escala, que aporten pruebas sélidas en pacientes con neoplasias uroldgicas.

PALABRAS CLAVE: Unién Europea; poblacion susceptible; vacunacién; SARS-CoV-2;
influenza; respuesta inmunitaria; paciente inmunodeprimido; tratamiento de privacion

de andrégenos; Bacillo de Calmette-Guerin.

After more than a year into the pandemic, as of
March 1, 2021; 116 million cases of COVID-19
and 2.58 million have been reported world-
wide." Fortunately, after an unprecedented effort
and speed, the first Pfizer-BioNTech® vaccine
was approved in December 20212 and there are
currently 12 vaccines in use worldwide.

SARS-CoV-2 infection appears to be more se-
vere in vulnerable patients such as elderly pa-
tients and in some groups of oncology patients.
Preliminary data suggest that severe acute re-
spiratory syndrome SARS-CoV-2 infection is
associated with higher mortality among cancer
patients,® especially those receiving anticancer
treatment 14 d before infection.* The evidence
is currently sparse in terms of effectiveness and
safety of the COVID-19 vaccine on oncology
patients. The reason is that in the first studies
performed with the vaccine to date, oncology
patients were excluded for obvious reasons of
affecting efficacy rates of efficacy in patients
with an impaired immune response.

The recommendations from various associ-
ations®” are based on the opinion of experts
and stakeholders, as well as experience and
information extrapolated from other vaccines
especially influenza. However, the efficacy,
immune response and protection afforded may
be diminished especially in patients with he-
matological cancers, patients with neutropenia,
lymphopenia and patients who have received
anti CD20 antibodies such as Rituximab.”

The general consensus is that the vaccine
against COVID-19 is considered safe in oncol-
ogy patients and they and their close relatives
should be vaccinated,”” although some con-
siderations should be made depending on the
stage of the disease, patients under chemother-
apy, immunotherapy and immunosuppression,
that will be described further on in this article,
aimed at uro-oncology patients.

Vaccines available and under study

By March 1, 2021, there are 12 vaccines in use,
another 77 under study in Phase | (24), Phase I/
Il (26), Phase Il (7), Phase Ill (16), Phase IV (4)
and 277 in pre-clinical study.?

Vaccines are based on RNA (38), DNA (26),
Vector (non-replicating) (37), Vector (replicat-
ing) (24), Inactivated (20), Live-attenuated (4),
Protein subunit (99), Virus-like particle (22),
Other/Unknown (39).

Table 1 summarizes the characteristics of 5 of
the available vaccines against COVID-19. Fig-
ure 1 presents vaccination rates by country to
date, at least 1 dose received, adjusted by In-
come (GDP/capita in USD).

Safety and efficacy in oncology patients

The consensus is that the COVID-19 vaccine is
safe in oncology patients, but with some special
considerations. However, the main concern is
that efficacy may be diminished in patients
with weakened immune systems, and it is not
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Table 1. Information and status of main available vaccines against COVID-19

BioNTech-Pfizer
BNT162b2

Gamaleya Gam-CO-
VID-Vac-Sputnik V

Oxford-AstraZeneca
ChAdOx1-S

Moderna
mRNA-1273

Janssen Ad26.
COov2.s

Non-replicating viral
vector

Vaccine efficacy  Vaccine efficacy
against CO- against COVID-19 of
VID-19 of 95%  92% based on pri-
based on primary mary efficacy analysis
efficacy analysis  of 78 confirmed cases
of 170 confirmed

cases

No information on
institute website; up
to 1 billion doses in
2021 according to
media reports
(24 Nov 2020)

Up to 2 bollion
doses in 2021
(02 Feb 2021)

yet clear whether these patients need addition-
al booster doses of the vaccine.?” Some cancer
treatments, such as chemotherapy, radiation,
stem cell or bone marrow transplantation or
immunotherapy, can affect the immune system,
which could make the vaccine less effective.®”

The initial studies testing COVID-19 vaccines
did not include people being treated with immu-
nosuppressive drugs, chemotherapy, or people
with impaired immune response for other rea-

Non-replicating viral
vector

Non-replicating viral
vector

Vaccine efficacy aga- ~ Vaccine Vaccine efficacy
nist moderate to severe efficacy against against COVID-19
COVID-19 reported to  COVID-19 of  reported to be

be 66% in a press re-  94% based on  62-90% based on
lease on 29 Jan 2021;  primary effica- interim data from

estimates based on cy analysis of 131 cases

468 confirmed cases 196 confirmed

cases

1 billion doses per
year as of 2021
(05 Jan 2021)

Up to 1 billion 3 billion doses in
doses in 2021 2021 (30 Dec 2020)
(25 Feb 2021)

sons. This is because the studies first needed to
see if the vaccines work in people with healthy
immune systems.>” Therefore, it is not yet clear
how well the vaccines work in these groups of
people.

Considering the risk-benefit balance and know-
ing that SARS-CoV-2 infection in oncology pa-
tients can be more severe, the recommendation
is that these patients and their relatives be vac-
cinated.

https://doi.org/10.24245/bcmurol.v36iS1.5485
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Figure 1. Vaccination per country.

Should people with cancer receive a specific
vaccine against COVID-19?

There are no studies that directly compare dif-
ferent types of vaccines in oncology patients.
Therefore, it is not clear whether any of the vac-
cines are safer or more effective than the oth-
ers. It is also not yet clear whether any of the
vaccines will be more (or less) effective against
some of the new variants of COVID-19.°

The efficacy data available from pivotal studies
suggest higher immunity in the approved mRNA
vaccines from Pfizer-BioNTech® and Moderna
than the Oxford-AztraZeneca®, based on effica-
cy in older people.”

The general expert recommendation is to avoid
vaccines based on viral vectors in oncology pa-
tients with decreased immunity, under chemo-
therapy, immunotherapy and immunosuppres-
sion.

Recommendations and considerations in
oncology patients®>”’

Considering the safety and risk-benefit balance,
the general recommendation is that cancer pa-
tients should be vaccinated even if the immuni-
ty achieved is diminished, as this may prevent
the risk of severe disease caused by COVID-19
infection.

Health care workers, family members and peo-
ple around people with cancer should be vac-
cinated.

Vaccines based on live attenuated and replicat-
ing viruses should not be used.

Future studies should be directed to study the
most effective vaccine in the oncology popu-
lation and this could have implications in the
selection of the type of vaccine used in cancer
patients, if possible.
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The decision to receive COVID-19 vaccine
should be stratified by age, type of cancer, stage
of disease, and type of cancer.

It is best for patients to be vaccinated before
they are immunosuppressed. Chemotherapy
should not be given between the two doses of
COVID-19 vaccine. This should always be indi-
vidualized taking into account the risk of pro-
gression. At least the expert opinion is that the
vaccine should not be given on the same day as
chemotherapy.

Patients who have received anti-CD20 antibod-
ies in the past 6 months, recent therapy with
immunotherapy and immunosuppressants.

Patients after stem cell transplantation, with a
high degree of T-cell suppression who generally
respond poorly to vaccines.

It is recommended to postpone in patients re-
ceiving high doses of corticosteroids (1 mg/kg
prednisolone or equivalent > 60 mg/day) due to
decreased efficacy.

Considerations in uro-oncologic patients

Radiotherapy and androgen deprivation thera-
py in prostate cancer patients should not inter-
fere with the vaccine response.

The opinion is that the COVID vaccine can be
safely administered in patients receiving intra-
vesical BCG.*7

Data suggest that the higher risk of COVID-19
death associated with systemic therapy in can-
cer may not apply to patients receiving immune
checkpoint inhibitors (ICls) Checkpoint Inhibi-

2021; 36 (Supl. 1)

tors? and clinicians should not stop ICI therapy
for vaccination.

According to some stakeholders in Bladder Can-
cer the following groups should be prioritised for
vaccination: patientes undergoing active system-
ic chemotherapy radiotherapy, treatment with
pembrolizumab/atezolizumab/avelumab, and
people who have planned cancer surgery sched-
uled in the near future.®

The COVID-19 vaccination programme aims to
first vaccinate the people who are at the great-
est risk of harm from COVID-19 infection. Al-
though, the question is how long does the re-
sponse last in oncology patients and do they
need more booster doses? It would be desirable
to be able to quantify somehow the immune re-
sponse and protection against COVID-19 on an
individualized basis.

Although the evidence is sparse, vaccination
against COVID-19 is recommended in oncolo-
gy patients and their close relatives. It is expect-
ed that the immunologic effect may be lower in
patients with altered immune response, but the
need for extra booster doses is unclear. Some
measures such as avoiding the use of vaccines
based on viral vectors, postpone vaccination in
immunosuppressed states and receiving the two
doses of vaccine between periods free of che-
motherapy are recommended. Longer studies
providing strong evidence in oncology patient
populations are needed.

1. Covid19 Worldwide [Internet]. Covid19 Worldwide.
https://www.google.com/search?g=covid+muertes+-
mundo&oqg=covid+muertes+mun&aqgs=chrome.0.
0j69i57j0j0i22i3016j0i390.16695j0j7&sourceid=chro-
me&ie=UTF-8
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Abstract

In February 2020 the first reported case of COVID-19 was reported in Mexico, where
there have been 2.01 million cases and 177,000 deaths. Prostate cancer is a major
public health problem. Diagnostic measures and timely detection and treatment had
to be modified in the context of the current pandemic. During 2020 here in Mexico,
Prostate Cancer ranked first among all cancers in the male population, according to
incidences and mortality, with a total of 26,742 new cases (an incidence of 42.2 cases
per 100,000 males), and 7,457 deaths respectively. According to the NCCN, European
Association of Urology, and Canadian Framework, routine screening of asymptomatic
males is advised against until the pandemic ends. In late 2020, the EAU published a
summary of recommendations regarding prostate cancer in the COVID-19 pandemic
in terms of harm or clinical risk (progression, metastasis, and functional decline). For
those individuals who have been evaluated and have high PSA and/or those who have
undergone an abnormal digital rectal examination (DRE), the NCCN and Canadian
Framework recommend suspending tests and biopsis until the pandemic is over. It is
important to highlight that active surveillance and radiotherapy have been the most
recommended treatment models during the development of the pandemic, since
exposure in an operating room to perform radical surgeries carries with it a greater
risk for medical personnel. The management of localized prostate cancer is based on
grouping patients into two main groups. The first is very low-risk, low-risk, favorable
intermediate-risk, and the second group is unfavorable intermediate-risk and high-risk.

KEYWORDS: COVID-19; Prostate cancer; Public health; Male population; Incidence;
Radiotherapy; Operation room.

Resumen

En febrero de 2020 se reporté en México el primer caso de COVID-19, y hasta la fe-
cha se han contabilizado 2.01 millones de casos y 177,000 fallecimientos. El cancer
de préstata es un problema importante de salud publica. El diagnéstico, la deteccion
y el tratamiento oportunos tuvieron que modificarse en el contexto de la pandemia
actual. Durante el 2020, en México, el cancer de préstata ocup6 el primer lugar entre
las neoplasias en la poblacion masculina, segin la incidencia y la mortalidad, con un
total de 26,742 casos nuevos (incidencia de 42.2 casos por cada 100,000 hombres) y
7457 muertes, respectivamente. La NCCN, European Association of Urology y Cana-
dian Framework desaconsejan la deteccién de rutina en hombres que no manifiestan
sintomas hasta finalizar la pandemia. A finales de 2020, la Asociacién Europea de
Urologia publicé una serie de recomendaciones acerca del cancer de préstata durante
la pandemia por COVID-19 en términos de dafio o riesgo clinico (progresion, metastasis
y deterioro funcional). Las personas que se han evaluado y tienen un PSA alto, y cuyo
resultado de tacto rectal es anormal (DRE), la NCCN y la Canadian Framework sugieren
suspender las pruebas y la biopsia hasta terminar la pandemia. La vigilancia activa y
la radioterapia representan el tratamiento de eleccion durante la pandemia, porque la
exposicién en un quiréfano conlleva riesgos para el personal médico. El tratamiento
de pacientes con cancer de prostata local consiste en clasificar a los pacientes en:
1) muy bajo riesgo, bajo riesgo, riesgo intermedio favorable, y 2) riesgo intermedio
desfavorable y alto riesgo.

PALABRAS CLAVE: COVID-19; céncer de prostata; salud publica; poblacién masculina;
incidencia; radioterapia; quiréfano.
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During February 2020, the first case of
COVID-19 was reported in Mexico, presenting
an exponential increase since then and up un-
til now, where there are 2.01 million cases and
177,000 deaths. The epidemiological behavior
changed throughout the year, with mortality
that was characteristically higher, and compli-
cations in those patients with multiple comor-
bidities or oncological diseases.

Prostate cancer is currently considered a seri-
ous public health problem since it is the prin-
cipal malignant genitourinary neoplasm that
affects men that has a wide spectrum of presen-
tation, and is a localized disease with the most
common clinical presentations, due to timely
screening, diagnosis, and treatment measures.
However, all of the above had to be modified in
the context of the current pandemic, which will
be addressed separately below.

Epidemiology

Prostate cancer is an important cause of disease
and mortality among men all around the world.
According to GLOBOCAN 2020, globally pros-
tate cancer is ranked the second most cancer in
incidences just below lung cancer, with a total
of 30.7 cases per 100,000 men (1,414,259 new
cases), and the fifth in mortality.’

During 2020 in Mexico, this type of cancer
was ranked first among all cancers in the male
population based on incidence and mortality,
with a total of 26,742 new cases (incidence
of 42.2 cases per 100,000 men), and 7,457
deaths respectively." In our country there are
no epidemiological data from previous years
that allow us to clarify the changes in the
aforementioned variables conditioned by the
current pandemic.

Screening

To reduce the risk of infection of COVID-19
during the pandemic, the National Compre-
hensive Cancer Network (NCCN), the European
Association of Urology (EAU), and the Canadi-
an Framework advise against routine prostate
cancer screening in asymptomatic men until
the pandemic ends because a delay in diagno-
sis between 6-12 months would be marginal for
the prognosis for most prostate cancer patients.?

In late 2020, the EAU published a summary
of recommendations about prostate cancer in
the COVID-19 pandemic for screening and
diagnosis, based on priority groups which are
classified depending on the risk of clinical harm
(progression, metastasis, and decreased perfor-
mance status). Table 1

When to biopsy?

For individuals already evaluated and who har-
bor an elevated PSA and/or abnormal digital
rectal exam (DRE), the NCCN and the Canadi-
an Framework advise suspending further testing
and biopsy until the pandemic ends. In excep-
tional circumstances when prostate biopsy is
deemed essential for diagnosis of a potentially
lethal PC, an urgent biopsy may be considered.*

According to the EAU, when PSA is < 10ng/ml
and DRE feels benign, further evaluation may be
postponed until the pandemic subsides. When
PSA is > 10ng/ml or DRE is abnormal, a biopsy
may be performed in 3-4 months. For men with a
PSA > 20, PSA DT< 6 months, and DRE is sug-
gestive of T3 disease, a biopsy should be delayed
up to 3 months, using a transperineal approach
to avoid fecal exposure. If a DRE suggests a local-
ly advanced disease or if the patient is symptom-
atic, then a biopsy would need to be performed
within 6 weeks. For individuals presenting symp-
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Table 1. Prostate cancer priority groups®

2021; 36 (Supl. 1)

Screening and early detection

Priority category Low priority Intermediate priority High priority

Clinical harm (progression, me-
tastasis) very unlikely if
postponed 6 months

Level of 2
evidence
COVID- Defer by 6 months

recomendation

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

toms of metastasis, the EAU advocates imaging
for staging in < 6 weeks, and if metastasis is con-
firmed, commencing with androgen deprivation
therapy (ADT) while postponing biopsy.®

Treatment

The COVID-19 pandemic has forced us to
change the treatment of all pathologies without
prostate cancer being an exception.

What is sought with these changes in the man-
agement of the disease is to have the least possi-
ble exposure to both the doctor and the patient.

It is important to emphasize that active surveil-
lance and radiotherapy have been the most
recommended treatment models during the de-
velopment of the pandemic, since exposure in
an operating room to perform radical surgeries
in the management of prostate cancer carries a
higher risk for all health staff.®

Radiation therapy has been shown to reduce
the risk of COVID-19 infection during can-
cer treatment and to promote disease control
during the pandemic.

Clinical harm (pro-
gression, metastasis)
possible if postponed  (cancer related) deaths  opioid-dependent

3-4 months but
unlikely

Diagnose before
end of 3 months

Clinical harm (progres-
sion, metastasis) and

Life-threatening
situation or

very likely if postponed pain
> 6 weeks

Diagnose within Diagnose within
< 6 weeks <24 h

The recommended strategies for the manage-
ment of localized prostate cancer are based on
grouping the patients into two main groups; The
first: very low-risk, low-risk, favorable interme-
diate risk and the second group: Unfavorable
intermediate risk and high-risk.

The management of the first group should be
based on active surveillance, delaying the new
assessment for 3-6 months according to the
clinical behavior of each patient.

The management of the second group will be
based on androgen deprivation therapy, + Ra-
diation therapy, the latter of which, may even
be delayed for up to 6 months once deprivation
therapy has been started.”

The European recommendations according to
the European Society of Urology do not differ
from what was previously said. Low-risk pa-
tients should be reevaluated in 6 to 12 months
with a digital rectal examination, PSA, or a
new biopsy if required. For intermediate-risk
patients, hypofractionated external-beam radio-
therapy should be considered the management
standard, thus granting neoadjuvant ADT for up
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to 6 months, thereby postponing any invasive
procedure until the end of the pandemic. For
high-risk patients, management can be carried
out in the same way for those of intermediate
risk, however, if the patient is anxious, radio-
therapy can be started along with the ADT.

From the beginning of the COVID-19 pandem-
ic, challenges have been presented regarding
the management of most oncological pathol-
ogies, prostate cancer being notable for its
epidemiological importance, and to which ad-
justments to international management guide-
lines have been made. However, its applica-
tion in our country is far from being applied
in a homogeneous way. In this text, empha-
sis is placed on the critical points to consider
for the management of this pathology, and its
application is left to the consideration of the
specialist.
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dual-bars-2?v=2020
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Abstract

Currently, cancer is the second cause of death in the Chilean population. Since the
identification of the first cases of COVID-19 in Chile in March, the number of cases
increased significantly, causing a redistribution of human, financial and physical re-
sources. In the area of urology, it was decided to prioritize the care of emergency and
uro-oncology patients, making an adjustment in the times of open and closed care.
We show the experience of the National Cancer Institute (INC), where protocols based
on national and international recommendations were established. Through triage of
patients in the outpatient area and PCR screening of SARS Cov2 in hospitalized pa-
tients, the implementation of clear flowcharts of care was achieved. The data obtained
show a decrease in new consultations of 25% and of 27% in controls. In addition,
through telemedicine, the uro-oncology committee increased care by 15%. Bacillus
Calmette-Guerin (BCG) treatment was maintained in 100% of the patients. Regarding
cystoscopies, it decreased by 18%, partly due to fear of going to the hospital. In closed
care, the number of surgeries performed decreased by 21%, essentially due to a decrease
in income and availability of the ward. The COVID-19 pandemic globally mobilized
the health system in Chile. Urology, being a surgical specialty, was widely affected,
having to be efficiently organized to respond to patients with urological cancer and
thus maintain the care and surgical resolution of these patients.

KEYWORDS: COVID-19; Chile; Urology; Oncology; National Cancer Institute; Triage;
PCR; Telemedicine; Bacillus Calmette-Guerin; Cystoscopie.

Resumen

El cdncer es la segunda causa de mortalidad en la poblacién chilena. Desde la identi-
ficacion de los primeros casos de COVID-19 en Chile, en marzo de 2020, la cantidad
aumentd de manera significativa, provocando una redistribucién de recursos humanos,
financieros y espacios fisicos. En el area de la Urologia se decidié dar prioridad a la
atencion de pacientes con urgencias y neoplasias uroldgicas, realizando un ajuste
en los tiempos de atencion abierta y cerrada. Este estudio muestra la experiencia del
Instituto Nacional del Cancer (INC), donde se establecieron protocolos basados en
recomendaciones nacionales e internacionales mediante Triage a pacientes en area
ambulatoria y pesquisa con PCR de SARS-CoV-2 que estaban hospitalizados, con
la implementacién de flujogramas claros de atencion. Los datos obtenidos sefialan
disminucion en consultas nuevas, de 25 y 27% en controles. Ademads, mediante tele-
medicina, el Comité de Uro-oncologia aumentd las atenciones en 15%. El tratamiento
con Bacilo de Calmette-Guérin (BCG) se mantuvo en 100% de los pacientes. Respec-
to de las cistoscopias, disminuyeron 18%, en parte por temor de asistir al hospital.
En atencion cerrada disminuy6 la cantidad de cirugias en 21%, esencialmente por
disminucion de ingresos y disponibilidad del pabellon. La pandemia por COVID-19
movilizé en forma global el sistema de salud en Chile. La Urologia, por ser una es-
pecialidad quirdrgica, se vio ampliamente afectada; por tanto, tuvo que organizarse
eficientemente para atender a los pacientes con neoplasias urolégicas y mantener la
atencion y procedimientos quirdrgicos.

PALABRAS CLAVE: COVID-19; Chile; Urologia; Oncologia; Instituto Nacional del Cancer;
Triage; PCR; Bacillo de Calmette-Guérin; cistoscopia.
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At present cancer is the second most common
cause of death of the Chilean population, af-
ter the affections of the circulatory and cardio-
vascular system, projecting that at the end of
the next decade, it would become the primary
cause of death in the country. On 2018 The Na-
tional Cancer plan was proclaimed 2018- 2028,
which addressed strategies that include consid-
er the natural history of the disease, enhancing
promotional and preventive action to arrive be-
fore the appearance, and diagnose on the early
stages, in order to provide a comprehensive and
timely attention to people throughout their way
of life.

Since December 2019, when the first cases of
the scheduled clinical picture as COVID-19
were identified, the causative agent SARS-
CoV-2 was identified later; the world has en-
tered a health crisis, where all the resources
had to prioritize themselves for addressing of
this pandemic.

There are several urological pathologies whose
management had to be paused, however, is in
the area of Oncology where time and opportu-
nity is a key factor in the prognosis of patients.
That is why an important challenge is to adapt
the handling of Uro-Oncologic patients during
a Pandemic.

Adjustment on the Urology Services

After the first case reported in Chile on March
3rd, 2020 were begun reconverting services, in-
cluding Urology, to respond to the requirements
of the Pandemic. On April a conversion of beds
gradually began to complete a 100% Service
Urology in acute beds for patients with inter-
current SARS-CoV-2 and medical conditions.

In addition, the surgical activity was limited to
a maximum daily quota of 1 surgery room for

emergencies or patients with oncologic priority,
which had to be taken exclusively by an urolo-
gist. A partial return to the activities were initi-
ated on September.!

Surgery uro-oncological and COVID-19

The Pandemic by SARS-CoV-2 significantly af-
fected the development of surgery in patients
with urological malignancies. A sum of ef-
forts of several aspects was due to be able to
keep the attention of this type of patients, in-
cluding reduced hours of surgery rooms, lim-
ited availability of ICU beds, conversion of
human resources for care of patients COVID,
to incorporate the PCR of SARS-CoV-2 within
the preoperative examinations, among others.
This is why during the year 2020 the Urology
Deparment gave guidelines, as they were the
peak times that could postpone certain surger-
ies. Within the EAU gave specific guidelines for
pathologies of oncological area (Table 1) based
on the opinion of experts.

In Chile, there is a cover for treatment opportu-
nity guaranteed by Law 19,664 of Explicit Guar-
antees in Health (GES, enacted in 2004). This in-
cludes four pathologies of the area of

Table 1. Recommendation to defer cancer surgery for pan-
demic COVID -19

Pathology Maximum waiting times

NMIBC 3-6 months
MIBC weeks (Surgery or
chemotherapy)

Active Surveillance
3-6 months (Consider RT o)

Prostate cancer
Low risk
Intermediate-high risk

Kidney cancer 3-6 weeks
T1/T2 Do not differ
T3

Urotelial carcinoma 12 weeks
Penile cancer 3 months

Testicular cancer Do not differ

Modified: Wallis CJD, et al.?
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Uro-Oncology (Testicular cancer, Kidney can-
cer, Prostate cancer and Bladder cancer) and de-
finessurgical peak timesforresolution thatare de-
tailed below:

e Testicular cancer, there is a maximum of 2
weeks, from the surgical indication, or-
quiectomia.

e Kidney cancer a period of 4 weeks for
Nefrectomia exists.

e Prostate cancer 60 days (for Radical Pros-
tatectomy once the patient has been eta-
pificado)

e Bladder cancer patient has covered by
Law with histological result, so there is
no specific time that guarantees the rea-
lization of RTU-V, however, once noted
the Radical Cystectomy surgery should
be made within 30 days (in case of not
making neoadyuvancia).

The legislation before described, it allowed the
uro-oncologic team to stay active for the resolu-
tion of these patients.

Without a doubt, patients undergoing surgery
are a group of risk of exposure to SARS-COV-2.
In a study conducted by the group of Universi-
dad catolica, the number of cancer surgery per-
formed within a certain period of a normal year
with the number of surgeries performed during
the period of confinement was compared. The
results reported that there was a 165 per cent de-
crease to 85 interventions. Secondly outcomes
surgical and morbidity and mortality were eval-
uated, finding only statistically significant dif-
ferences in the number of reoperaciones, being
higher in a normal year that pandemic. Despite
this significant loss of Uro-oncologic surgical
production, this type of surgery was such that
remained more during the pandemic. In con-
clusion it is recommended to solve patient
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uro-oncologic during the pandemic, always fol-
lowed the established protocols.’

The impact that generated by the pandemic
was not only lived in Santiago, but it affected in
transversal way to all regions of Chile. In an ex-
perience of Hospital Guillermo Grant Benaven-
te of Concepcion the highest number of cases
COVID with the same period in a normal year
was compared. Year 2019 showed a decrease of
445 surgeries 228 year 2020 due to the reduc-
tion in weekly hours available pavilion (40 vs
16 hours), but keeping the percentage of onco-
logical surgeries v/s (29% 30%).*

Due to the measures implemented by the minis-
try of health to try to stem the growing number
of infection by SARS-COV, which affected di-
rectly appropriate care of cancer patients who
were not in tertiary care, given the occupation
of the ICU beds by 95% in the period of greatest
peak of infection. This generated a large num-
ber of situations:

e Decrease in hours of attention to outpa-
tients.

¢ Difficulty in entry to tertiary care.
e Maximum gaugings in open attention
pre and post limited operating control. It

appears telemedicine as an ally.

e Apprehension on the part of patients to
attend health institutions.

e Changing roles of health personnel to co-
ver the ICU units.

e Decrease in surgical opportunity for lack
of availability of pavilion at both infras-
tructure and human resource.

e Lack of beds business-critical postopera-

tive one.

https://doi.org/10.24245/bcmurol.v36iS1.5487
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* Reduced availability of anesthesiologists
and anesthesia machines that were inten-
ded to units with severe patients by CO-
VID-19.

e Logistical difficulties PCR to any patient
who go to undergo surgery.

The services of urology focused on giving pri-
ority to cancer patients according to the min-
isterial standards, which represented a delay of
patients with benign pathologies. In addition, it
meant for several patients a delay in resolving
their pathologies, a situation that was reflect-
ed once attentions started to normalize them-
selves; Being observed patient oncology with
more advanced disease.

With regard to technological means use, uro-on-
cologic field monitoring by telephone remained
or devices of telemedicine or tele-help, incor-
porating technologies like Zoom® and Google
Meet®. A point was to highlight the possibility of
maintaining continuously developing Uro-onco-
logic Committees comprising focused multidisci-
plinary teams in making decisions from patients
with oncologic pathology. In a study conducted
by the Universidad de la Frontera in Chile request-
ed the urologists perception of this tools, a 61%
responded to agree with maintaining the use of
Telemedicine upon completion of the Pandemic.?

Strategies

On March 25th the Chilean ministry of health
issued a decree «Release of fulfilling the oppor-
tunity guarantee Height for those 85 diseases,
which can expect, while it does not mean a
risk for people ». For this reason, at the nation-
al level, the measure was taken to suspend the
elective surgery, and both prioritize oncological
pathologies in outpatient care as surgical.

In the urology area, one deferred all nononco-
logic surgeries, treating only nonpostergables
emergency pathologies as complicated calcu-

li, testicular torsion and uro-oncologic benefits
under the terms set out in Table 1.

Specific measures in the attention of Patient
Uro-Oncologic at national level, these measures
were implemented are summarized in Table 2.

Measures implemented in attention of uro-oncologic
patient during pandemic COVID -19

General recommendations for the services of oncology of
adults (chemotherapy, radiotherapy, hematology, palliative
care).

Preventive isolation in address for cancer patients.
Vaccine administration against influenza for cancer patients.
Asymptomatic population (screening).

Transversal general measures to all the services of clinical
support.

General protection measures for health staff:

Recovered from: Recommendations for the management of
COVID-19 for oncology services and associates.®

As an example, we will refer to the experience
of the National Cancer Institute (Inc), centre of
national referral uro oncology in: Bladder can-
cer, Lumboaortic Lymphadenectomy, Radio-
therapy and in cancer patients Service North
Metropolitan health.

In order to obtain a proper and safe care of pa-
tients, they worked in internal manage-
ment protocols in cancer patient’s eurounify-
ing care guidelines. These were based on in-
ternational recommendations and those aris-
ing from the health ministry.

The top 4 internal protocols INC:”

I.  Questionnaire triage COVID-19.

Il. Management of patients COVID-19 with
acute respiratory failure, hospitalized in
the unity of intermediate care.

Ill. Management of patients with suspicion
and confirmation of COVID-19 v (01).
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IV. Management of patients COVID-19 with
acute respiratory failure, hospitalized in
the unity of intermediate care.

One of the main measures was the definition
of «free CovidHospital», tried to keep the pri-
ority to cancer patients to maintain the strength
of extra criticism for surgical patients post or
decompensation its uro-oncologic pathology.
Continuous training to staff for the care of pa-
tients COVID were scheduled for -19.

With these measures the attention of uro-on-
cologic patients with the same percentage of
new ambulatories consultation 12% and 88%
when compared with the figures for the period
2019-2020 could be sustained.” Could also be
observed a decrease of approximately 20% sur-
geries, uro-oncologicos committee. Treatment
of BCG, cystoscopies and hormone therapy ad-
ministrations.

Usually the delivery of clear information to pa-
tients, companions and/or relatives was tested
using the tool of detection in TRIAGE: To iden-
tify isolate and report, which provides a glance
rapid relation with how to handle these cases.
A circuit differentiated attention from patients
without suspicion set apart from those with sus-
pected COVID 19. Tables 3 and 4

Open attention

e All patients with scheduled hour in ge-
neral hospital triage is made to them, to
determine the risk of being sick (sympto-
matic or asymptomatic). If the questions
were negative an hour will be schduled.

* Performance was changed from four to
two patients per hour, with a decrease in
the total number of patients seen in 2020.
Controls decreased by 27,8% and new
consultations by 25%.

2021; 36 (Supl. 1)

Access was limited in addition compa-
nions making exceptions in the following
cases.

— Patient in a wheelchair or difficulty of
mobility

— Beware of Palliative (indication given
by unit)

— First consulting Medical Oncology
(indication given by unit)

— First Chemotherapy, Brachytherapy,
Simulation or radiotherapy (indication
given by unit). Since the second thera-
py the companion must expect to be
requested by the Nurse of the unit.

— Patients who enter examinations or
procedure with anesthesia, such as
Endoscopies, Colonoscopies, Biop-
sies or installing catheter.

— Minor patients require to enter with
responsible adult.

— Patients who have permission of trea-
ting doctor or nurse.

With regard to the uro-oncologic commi-
ttee was conducted under the modality
of Zoom®without disruption. This measu-
re was achieved an assistance of 100%
participants and 15% per cent increase
in the attentions compared with previous
years. The end of the committee's resolu-
tion reported by phone and future sub-
poenas were given.

The administrations of intravesical BCG
remained at 100% of patients, making
room sanitization procedure. The yield
fixed a patient per hour to sanitize room
procedure accordingly.

Treatment with therapy androgen depri-
vation remained without controls of an-
tigens in patients who had at least two
previous controls without uprisings.

https://doi.org/10.24245/bcmurol.v36iS1.5487
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Table 3. General handling of everyone attending at INC

Everyone who attends INC must wear a mask

All patients, companions or relatives who enter the INC will be sent by guards to the TRIAGE room.

If there is a line to enter the TRIAGE Room, a distance of 1 meter must be maintained between each person.

At the entrance of the TRIAGE room, the patient will be taken: Temperature and will be asked questions determined, to be
classified without or with suspected COVID-19.

Recovered from: Operation TRIAGE pandemic COVID-19, National Cancer Institute®

Table 4. Triage Covid oncology patients

First Phase: (The following 4 Default
Questions will be asked to each person)

1. Have you had a temperature greater than or equal to 37.8 °C in the last week?

2. Have you had a cough or shortness of breath in the past week?

3. Have you had one or more of the following symptoms: headache, malaise, loss of taste or smell, chest pain, abdominal
pain, chills, diarrhea or vomiting, sore throat when eating or swallowing fluids, in the last few days?

If the person PRESENTS SYMPTOMS, ask question 4A
4A. Have you been in contact with a confirmed case with COVID-19, between 2 days before the onset of symptoms and 14
days after the onset of symptoms of the patient?

If the person is ASYMPTOMATIC, question 4B is asked
4B Have you been in contact with a confirmed case with COVID-19, during the 14 days following the taking of the PCR
test of the patient?

Second Phase: (Close contact will be qualified when answering (YES), in one or more of the following questions

4. Did you maintain face-to-face contact for more than 15 minutes, within a meter, without a mask?

5. Did you share a closed space for 2 hours or more, in places such as offices, jobs, meetings, schools, among others,
without a mask?

6. Do you live or spend the night in the same home or places similar to home, such as hostels, boarding schools, closed
institutions, nursing homes, hotels, residences?

7. Have you traveled in any closed means of transport closer than one meter with another occupant of the means of transport
who is infected, without a mask?

Recovered from: Management protocol for patients with suspected and confirmed COVID-19. National Cancer Institute ®

Close Attention — Patients who need hospitalization by
some decompensation their oncolo-
* The urological patients requiring hospita- gical pathology: They were hospitali-
lization were divided in two ways: zed in isolation rooms to take PCR;
If the result was negative moved to
— Patient with programmed hospitali- a free room COVID-19, otherwise it
zation; Or for surgery, chemotherapy kept in isolation.
or radiotherapy. PCR with 48 hours of
prior was requested, shows that was * In the case of patients who met criteria
taken in the hospital. of case | suspect or close contact some
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patient with COVID-19. The surgery was
suspended immediately.

e For patients attending portrait of acu-
te respiratory infection, confirmed by a
doctor, was suspended surgery.

e With these measures had managed to
maintain the programming of oncologi-
cal surgeries safely, with a decrease of
21% per cent compared with 2019. The
reasons for this decline was by loss of a
surgical day, suspension of positivity PCR
and rejection of surgery for fear of con-
tract COVID-19.

The COVID-19 pandemic globally mobilized
the entire health system in Chile. Urology, be-
ing a surgical specialty, was widely affected,
both at the ambulatory and hospital care level.
The Uro-oncology area had to be organized ef-
ficiently to respond to patients with urological
cancer. Thanks to the guarantee of opportunity
granted by the GES law and the rapid organiza-
tion of institutions such as the National Cancer
Institute, it was possible to maintain the care
and surgical resolution of these patients without
a significant decrease in benefits.
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Societies and associations of oncology
patients: Support tools and mentoring.

Leticia Aguilar-Green, Mayra Galindo-Leal

Receiving a cancer diagnosis
is never easy. The emotional
impact and an uncertain future
along with the need to make
quick decisions can be over-
whelming.

Cancer patients in Mexico face
accessibility barriers in receiving
medical care. A saturated health-
care system, lack of medical spe-
cialists, drug shortages, long wait
times to perform diagnostic tests
and to make medical appoint-
ments create an emotional strain
on the patient and his/her family.

In light of this situation, civil
society support programs not
only help in understanding the
disease process, but to also
navegate the healthcare system
and empower those people
who are living with the disease
to invoke their rights.

Some of the support tools and
mentoring that the Mexican
Association Against Cancer [in
Spanish: la Asociaciéon Mexi-
cana de Lucha contra el Canc-
er] offers are:

Consulting and guidance: We
are built upon the premise of
the human approach and con-
sider the real needs of the pop-
ulation, social changes, demo-
graphics, the decisions of the
authorities, medical advances,
and all other factors that affect
healthcare, focusing on those
people who are the most disad-
vantaged.

Treatments: We combine our
efforts with different sectors of
society to support patients with
Cancer in Mexico by negoti-
ating with associates to obtain
drugs, and to make them more

Asociacion Mexicana de lucha contra el
cancer

Correspondence
Leticia Aguilar Green
letyaguiar@gmail.com

contacto@amlcc.org
www.facebook.com/CancerMexico
https://twitter.com/cancermex
https://www.instagram.com/amlccorg/

accessible to patients as quickly
as possible if they require them.

Patient Education Center: We
create changes in attitudes,
habits, and behavior through
dialogue sessions with experts
and other patients to provide
information and training so that
participants can learn how to
exercise their healthcare rights
in Mexico. The Patient Edu-
cation Center is an essential
resource for sharing this path
with a Cancer patient.

The Mexican Association Against
Cancer has a proven track record
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of over 48 years and is working
to improve Cancer conditions
in Mexico through these 4 pro-
grams:

1. Educate, raise awareness,
and inform patients, care-
givers, medical sponsors,
and the general public

about Cancer by suggesting
intervention processes that
are in accordance with the
population it will have an
impact on.

Promote Cancer prevention
and perform screening tests
in a timely manner.

2021; 36 (Supl. 1)

Provide consulting and com-
prehensive support to pa-
tients with Cancer through
treatments, product dona-
tions, advice, guidance, and
referrals depending on the
situation and needs of the
patient.

Advocate for and influence
public policies on cancer
control and prevention by
unifying efforts with differ-
ent participants at both the
national and international

level.
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Management of oncology patient’s in Mexico during
the COVID-19 pandemic: Evidence of a battered

and beaten system.

Tratamiento de pacientes con cancer en México durante la
pandemia: evidencia de un sistema maltratado y golpeado

Hugo A. Manzanilla-Garcia,* Ana Maria Autran-Gomez?

Abstract

Cancer is one of the leading causes of death worldwide. It has positioned itself as the
first or second cause of death in 112 countries, and as third or fourth in 23 more. Breast
cancer ranks first in the highest rate of incidences followed by lung, colorectal, prostate,
and stomach cancer as the five most frequent. Lung cancer has remained the leading
cause of death followed by colorectal, liver, stomach, and breast cancer respectively.
Cancer in Mexico currently represents a serious health concern, but in addition, it has
become a real socio-economic problem for the Mexican population. It is very important
not to stigmatize patients with cancer who are diagnosed with the disease transmitted by
the SARS-CoV-2 virus and are in an organ-confined stage of cancer, since the behavior
of the disease is the same for those that do not have this antecedent, especially when
these patients need to occupy a bed in intensive therapy in any of these hospitals. It
is of the utmost importance that treatment be maintained for those patients who have
cancer without incurring reductions, delays, or modifications to frameworks that were
previously began, since otherwise it could affect the evolution and prognosis of the
disease to the detriment of the patient.

KEYWORDS: Causes of death; Breast cancer; Incidence; SARS-CoV-2; Prognosis.

Resumen

El cdncer es una de las principales causas de muerte en todo el mundo. Representa
la primera y segunda causa de mortalidad en 112 paises y la tercera o cuarta en 23
mas. En cuanto a la incidencia, el cancer de mama ocupa el primer lugar en la tasa
de incidencia, seguido del cancer de pulmoén, colorrectal, de préstata y de estémago.
En México supone un serio problema de salud, incluso se ha convertido en un ver-
dadero problema socioeconémico para la poblacién. Es importante no estigmatizar
a los pacientes con cancer y SARS-CoV-2, en espera de algtn trasplante de érgano,
porque el comportamiento de la enfermedad es el mismo para quienes no tienen este
antecedente, especialmente cuando requieren una cama en el area de terapia intensiva.
Es importante mantener el tratamiento en los pacientes con cancer, sin incurrir en las
reducciones, retrasos o modificaciones de los protocolos que se iniciaron previamente,
pues de lo contrario podria afectar su evolucién y prondstico.

PALABRAS CLAVE: Causas de muerte; cancer de mama; incidencia; SARS-CoV-2;
prondstico.
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Cancer in Mexico during the pre-pandemic
stage

Cancer is one of the leading causes of death
worldwide. It has positioned itself as the first or
second cause of death in 112 countries, and as
third or fourth in 23 more. In 2020, the Interna-
tional Agency for Research on Cancer, through
its esteemed colleague GLOBOCAN 2020, re-
ported 19.3 million new cases with 10 million
deaths from the same disease. More than half of
these deaths were present in developing coun-
tries. Breast cancer ranks first in the highest
rate of incidences followed by lung, colorec-
tal, prostate, and stomach cancer as the five
most frequent. Lung cancer has remained the
leading cause of death followed by colorectal,
liver, stomach, and breast cancer respectively.'
Cancer in Mexico currently represents a serious
health concern, but in addition, it has become
a real socio-economic problem for the Mexican
population. Over the past decade, this illness,
that has effected a large portion of the Mexican
population, has seen an increase in the rate of
incidences and mortality. Since 1998, Julian y
cols. have identified an upward trend in mortal-
ity related to cancer, increasing per year at 0.08
per 10,000 habitantes.? Rizo-Rios reported that
the mortality trends for cancer in Mexico have
shown an upward trend reaching 11.8% of the
total number of deaths in general, and occupies
second place as the cause of death in Mexico.
The most frequent types of cancer in men are
prostate, lung, and stomach (ASMR of 10.4, 8.0
and 5.8 respectively); and for women: breast,
cervical, and liver cancer (ASMR of 9.8, 12.6
to 6.6 and 4.9 respectively).’** This increase
in incidence and cancer mortality in Mexico
is attributed to different causes and factors: a)
Socio-demographic factor- Like many countries
today, life expectancy in Mexico has increased
due to the advances inherent in medicine that
allow a more timely diagnosis of illnesses with
access to therapeutic options that have permit-
ted an extended lifespan.” However, for chronic
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non-communicable diseases such as cancer,
the number of cases have skyrocketed due to
an extended lifespan, and changes inherent in
lifestyle such as diet have allowed these risk
factors to reveal themselves more frequently,
and therefore, mortality for the same reason is
greater and greater.® Inequality and social de-
velopment throughout the different states of the
Mexican Republic make health care services
unequal at a national level, together with the
uneven geography of the states where primary
health care is not accessible to the population,
especially for a rural population.”® b) Factors at-
tributed to a patient: Mexican populations were
born and developed inside of a social sphere
where a culture of preventative health does not
exist, and where society views pain as an illness
and chauvinism still exists. As a result, patients
make first-time diagnostic appointments very
late, and together with a low minimum wage
that they receive and multi-symptom illnesses
that they show, they still don’t visit a doctor for
fear of losing their job or for no longer having
the economic income for their family.>'° ¢) Fac-
tors attributed to doctors: in the vast majority of
medical schools in the country, Oncology is a
course that is not in the academic programs as
a core subject, and future physicians are trained
without the thought processes that are inherent
in Oncology. When they begin to practise their
profession they don't prioritize a timely diag-
nosis of the different cancers in their daily con-
sultations with patients. Medical student candi-
dates are immersed in the phenomena of more
women entering medicine. Decades ago there
were 3 women for every 7 men studying med-
icine. Today these percentages have become
inverted. Female physicians, because of mod-
esty or out of risk, avoid an examination of the
genital area of men who go to them requesting
their services."" There is an uneven geographi-
cal distribution of medical specialists. The vast
majority of them settle in large cities with resi-
dential or industrial complexes that are inherent
in major cities, and very few want to practise

https://doi.org/10.24245/bcmurol.v36iS1.5570
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their profession in rural areas. As a result, hav-
ing access to a specialist in areas where there
is a social gap is more difficult and less acces-
sible.” d) Factors attributed to the government:
Mexico suffers from national political policies
for the diagnosis and treatment of cancer. Con-
sequently, there is no homogenous healthcare
policy. Each public healthcare institution bases
its diagnoses and treatments on a consensus of
its own group of physicians that are included in
the same, and there are no guidelines for diag-
nosis or universal treatment that are so neces-
sary for oncological conditions."

In this context, it is worth mentioning that to-
day in Mexico 7 out of every 10 patients diag-
nosed for the first time with cancer are in a lo-
cally advanced stage or advanced stage, which
means you have a health system dedicated to
patient treatment that incurs high costs, and not
a health system that promotes and strengthens
prevention and early diagnosis of existing can-
cers, thus resulting in a heavy financial burden
for the state and for Mexican families, since
50% of the diagnoses and treatment of diseases
stem from out-of-pocket costs paid for by the
patient.'

Epidemiological surveillance began in the
1930s in Mexico, and over time it has been
strengthened and improved for communicable
diseases, and it is not the same for non-commu-
nicable diseases. At the end of the 1990s, an
attempt was made to create a database for neo-
plastic diseases which was called: the Histo-
pathological Registry of Malignant Neoplasms
[in Spanish: el Registro Histopatolégico de
Neoplasias Malignas]. However, it was discon-
tinued at the end of 2000. In the same year, the
General Health Law, [in Spanish: la Ley Gener-
al de Salud], was reformed, and Public Health
Insurance, [in Spanish: el Seguro Popular], was
created in 2004. It aimed to provide health care
to the population for those who had no type
of social security, which represented almost 60

million Mexicans. Starting in 2010, a list of dis-
eases, among which included the most frequent
oncologic problems in Mexico, was being used
that was able to provide them with the neces-
sary medical attention.’>'® However, the Pub-
lic Health Insurance had severe deficiencies in
ensuring its implementation that would provide
treatment for a predetermined combination of
services limiting the concept of universal health
care. The role of the Secretariat of Health, [in
Spanish: la Secretaria de Salud], was defined as
the financing and regulating of health care for
individuals, with insufficient consideration giv-
en to disease prevention and health promotion,
combined with little control over budget peri-
ods which lent itself to the misuse of resources
and corruption. In light of these arguments, the
government of Mexico in 2019 made another
major reform in the General Health Law based
on Sustainable Development Goals, [in Span-
ish: los Objetivos de Desarrollo Sostenible],
drawn up by the World Health Organization,
specifically goals 3, 3.4, and 3.8 for achiev-
ing universal health coverage against financial
risks, free access to health care, and quality-as-
sured essential medicines and insurances that
are both effective and affordable. Through this
modification, Public Health Insurance was re-
placed by the newly-created National Institute
of Health for Welfare, [in Spanish: el Instituto
de Salud para el Bienestar], (INSABI), which
came into existence on January 01 when they
already had data from the first countries where
the COVID-19 disease was appearing, which is
attributed to the SARS-CoV-2 virus.'”'819

Cancer in Mexico during the pandemic stage

Oncology patient’s during the pandemic in
Mexico have faced different and unfortunate
events in the field of health care in terms of
pathology. First | will mention those patients
that were in their diagnostic stage. From the
beginning, we mentioned that the vast major-
ity of patients seek medical attention at a late-
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stage. With the suspension of consultations
on a walk-in basis in public hospitals or assis-
tance provided by medical specialists who are
undergoing training in these consultations, a
timely diagnosis has fallen into oblivion. The
uncertainty of medical personnel on how to
act in their daily work during a consultation
and in a physical examination of a patient, as
well as the fear of medical personnel of becom-
ing infected in the performance of their duties,
emphasize late diagnoses of different cancers
at a national level. As the pandemic continued
to advance, health care workers in Mexico saw
not only a large number of infected person-
nel, but also a large number of COVID deaths,
which has unfortunately placed Mexico in first
place worldwide in terms of the number of
deaths of health care workers. In December
2020, the Mexican Social Security Institute, [in
Spanish: el Instituto Mexicano del Seguro So-
cial] (IMSS), reported that 500,000 employees
of this institute had 212,000 suspected cases,
with 82,000 confirmed and 742 deaths from
the disease. Of these IMSS employees, 25,469
are reported as nurses and 13,968 are physi-
cians, with a crude relative risk of infection of
1.46 (1.43-1.50) 1C95%, and 1.14 (1.11-1.18)
respectively. Similarly, 132 deaths among
members of the nursing staff were reported,
along with 139 deaths of medical personnel,
with a crude mortality rate due to the disease
of 0.81 (0.59-1.12) 1C95%, and 1.57 (1.15-
2.14) 1C95% respectively.?® If we extrapolate
from this data that IMSS provides medical care
to almost 60 million individuals from the Mex-
ican population, it is more worrisome for those
who provide medical care to Mexicans, and as
such, there are no reports from other public in-
stitutions that currently care for cancer patients
in our country. Another problem of the health
care institutions is that many of the health care
personnel who treat cancers do so from groups
that are from a higher risk or correspond to dis-
eases such as hypertension or diabetes. Con-
sequently, they have left primary care service
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areas that has resulted in medical-surgical staff
struggling to keep up with a workload of nec-
essary surgical procedures that need to be per-
formed, thereby causing mental and physical
exhaustion, which in turn wreaks havoc in the
treatment of neoplastic diseases.

Another problem for oncology patient’s in
Mexico is for those who are undergoing med-
ical treatment with different types of cancer
drugs. Two years ago today the Public Health
Insurance, (Seguro Popular), was abolished. It
was replaced by the newly-created National
Institute of Health for Welfare, (INSABI), which
still has no cancer treatment protocols in this
Institute. Moreover, a specific budget is yet to
be assigned from the federal budget for Mexi-
can health care, and with the arrival of the pan-
demic the need for a budget allocation and the
purchase of equipment and supplies has arisen
for treating COVID-19, resulting in procure-
ment, allocation, and distribution delays in ad-
ministering basic cancer drugs. New high-cost
cancer drugs have been an additional factor in
the shortage of suitable drugs in an already de-
pleted national market of basic cancer drugs,
owing to a lack of financing in the annual fed-
eral government budget.

A specific problem that presents itself for on-
cology patient’s for those diagnosed with the
disease due to SARS-CoV-2 is the stigma that a
patient with cancer has a poor prognosis and a
short time to live, and therefore, when a patient
with these characteristics needs to occupy an
intensive care bed, and is with another patient
who has not been diagnosed with cancer but
with COVID-19, preference is immediately giv-
en to the latter. Van Damm reported that those
oncology patient’s in stages that are organ-con-
fined have the same life expectancy than those
who do not have this medical history, and the
probability of death due to SARS-CoV-2 in-
creases up to 28% for those patients who have
a metastatic disease.???
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It should be mentioned that those patients with
advanced-stage cancer can show symptoms
that are very similar to the SARS-CoV-2 disease
but not have the disease, since these symp-
toms can be attributed to the same disease in
its advanced stage with the side effects of can-
cer drugs being applied, or to some common
viral disease that occurs seasonally for which
the cancer patient shows symptoms. In such a
case, the necessary test must be performed that
shows that the patient has this diagnosis and
that immediate action was taken for early inter-
vention in order to avoid a fatal outcome.

What is certain is that many things are still lack-
ing in order to understand this disease which
is affecting the entire world. To the extent that
there is greater information regarding physi-
opathogenesis, there may be drugs that work
effectively against the virus, or we may have
the necessary and effective vaccines to halt the
aggressiveness of this infection. Those patients
who have this virus must continue to take the
necessary precautions in order to avoid passing
on this virus.

Mexico urgently needs to create national public
policies that aid in the early diagnosis of can-
cer, and for those patients who have already re-
ceived this diagnosis and contracted the SARS-
CoV-2 disease, they should be able to receive
the appropriate care anywhere that they are
being cared for.?®

It is necessary to create a national popula-
tion-based cancer registry that ensures good
planning and the allocation and distributon of
medical service resources in order to care for
those patients who require them the most. It is
very important not to stigmatize patients with
cancer who are diagnosed with the disease tras-
mitted by the SARS-CoV-2 virus and are in an or-
gan-confined stage of cancer, since the behavior

of the disease is the same for those that do not
have this antecedent, especially when these pa-
tients need to occupy a bed in intensive therapy
in any of these hospitals. It is of the utmost im-
portance that treatment be maintained for those
patients who have cancer without incurring re-
ductions, delays, or modifications to frameworks
that were previously began, since otherwise it
could affect the evolution and prognosis of the
disease to the detriment of the patient.
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Cambios en el tratamiento y seguimiento de pacientes con
cancer de vejiga durante la pandemia por SARS-CoV-2

Israel Presteguin-Rosas, Angel Arreola-Hernandez,? Ignacio Lépez-Caballero,® Aranza Sudrez-Ortega®

Abstract

The disease caused by SARS- CoV-2 (COVID-19) has brought about a delay in manage-
ment and treatments provided to patients suffering from a great number of pathologies
in order to focus resources in tending to COVID-19 patients and to decrease the spread
of this virus among potentially vulnerable patients. Oncological patients have been
especially affected since delaying diagnosis and/or treatment may be fatal. In relation
to bladder cancer, said situation has forced health professionals to put forward new
diagnosis, treatment and follow-up patterns, categorizing patients according to risk
groups regarding their chance of recurrence, progression and/or death. This, with the
objective of standardizing guidelines as to which procedures or attentions may or may
not be postponed. This article’s objective is to outline the changes that have been done in
bladder cancer diagnosis, treatment and follow-up throughout the COVID-19 pandemic.

KEYWORDS: COVID-19 pandemic; Bladder cancer; SARS-CoV-2.

Resumen

La enfermedad causada por el SARS- CoV-2 ha ocasionado una demora en la atencién y
el tratamiento de pacientes con diversas alteraciones, y se ha concentrado en la atencion
de quienes padecen COVID-19, asi como en la disminucién de la transmisién de la
infeccion en sujetos potencialmente vulnerables. Las enfermedades oncoldgicas tienen
repercusién importante, pues el retraso en la atencién y el diagnéstico pueden provocar
la muerte. En pacientes con cdncer de vejiga, la situacion obligé a los facultativos a
crear nuevas pautas de diagndstico, tratamiento y seguimiento, clasificaindolos segtn
el grupo de riesgo de recurrencia, progresién y muerte, con la finalidad de obtener
recomendaciones de los procedimientos o el tipo de atencién necesarios. El objetivo
de este articulo fue revisar los cambios generados en el tratamiento, seguimiento y
diagnéstico de pacientes con cancer de vejiga durante la pandemia por COVID-19.

PALABRAS CLAVE: Pandemia por COVID-19; cancer de vejiga; SARS-CoV-2.
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2019’s coronavirus disease (COVID-19), caused
by SARS-CoV-2, has had an important impact
for the population and for health systems world-
wide." The virus was first detected in China’s
Wouhan province in December 2019.2 In Janu-
ary 30", 2020, the World Health Organization
(WHO) declared COVID-19 as a new interna-
tional public health emergency and in March
the 11" of the same year, it was declared a pan-

demic.? Up to February, 2021, 118 million cas-
es and 2.61million deaths have been confirmed
world-wide.* Due to this situation, management
protocols in hospitals have been limited as to re-
duce the disease’s spread.® This is why patients
have opted to have their doctor’s appointments
through telemedicine.®

In Mexico, the population shows a high prev-
alence of chronic illness and obesity, placing
them in particular risk of experiencing severe

119



120

Boletin del Colegio Mexicano de Urologia

symptoms due to COVID-19. Up until 2018,
18.4% of mexican adults suffered from sys-
temic arterial hypertension and 10.3% of them
suffered from Diabetes Mellitus. 36.1% of the
adult population was documented as being
obese and 11.4% were reported to be tobacco
smokers.”® Obesity is the predicting factor most
associated to COVID-19 complications in mex-
ican society.” The average reported BMI of the
patients hospitalized in just one intensive care
unit was of 30.7 kg/m?.1°

Bladder cancer is the tenth most common can-
cer world-wide, with an estimated 549,000
new cases and 200,000 deaths each year."
Urothelial carcinoma is the most common his-
tological subtype, being non muscle-invasive
bladder cancer (NMIBC) 75% of cases."?

Due to the COVID-19 pandemic, as well as to
protect patients, the oncological community re-
sponded quickly and made provisional chang-
es on oncological management guidelines and
practices.” Some of these measures include:
treatment delay or omission, surgery delay by the
implementation of neoadjuvant chemotherapy
or less-effective treatments that carry a lower risk
of immunosuppression.' In addition to this, the
population’s concern of infection by COVID-19
and the fear of the virus’ presence in health cen-
ters has caused patients not to get timely medical
attention, especially in patients over 60 years."

On account of this situation, the European
Association of Urology (EAU) came up with a
four-group classification according to oncolog-
ical treatment priority during the COVID-19
pandemic:'®

1) Low priority: patients with very low pro-
bability of progression or metastasis in
case of a six-month treatment delay.

2) Medium priority: patients with possible,
but unlikely progression or metastasis in
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case of a three-to-four-month delay in
treatment.

3) High priority: patients with high proba-
bility of progression, metastasis or can-
cer-related death in case treatment is de-
layed for a period longer than six weeks.

4) Emergency: patients under a life-threate-
ning situation or who require opioid-ba-
sed pain management.

However, there are other factors to be consid-
ered. Many hospitals have reduced patient-ad-
mission capability whether to follow social
distancing,'” or to ensure there are readily avail-
able rooms for COVID-19 patients.' Therefore,
throughout this critical period, patient admis-
sion to the Urology, Oncology, and Radiother-
apy departments has been reduced,"” so only
bladder cancer patients who require urgent
care have been treated."

Bladder cancer patients under treatment suffer
from several issues that make them vulnerable
to COVID-19 infection compared to the gener-
al population.? Firstly, patients must forsake the
safety of their homes to attend a hospital and risk
being exposed to SARS-CoV-2. Secondly, plati-
num-based chemotherapy regimens, commonly
used for bladder cancer management, cause im-
munosuppression and increase patients’ infec-
tion risk.2>?' On its own, it has been suggested
that a history of cancer may be the worst prog-
nostic in case of a COVID-19 infection.?

It has been proposed that these situations will
deal a strong blow to world-wide public health
since there has been a delay in cancer manage-
ment and treatment during the COVID-19 pan-
demic. The risk of thousands of bladder can-
cer cases not being detected or treated could
potentially increase advanced bladder cancer
incidence within the next months. Medical at-
tention demand for this pathology as well as
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cancer-specific mortality could also possibly
increase.”

The International Brazilian Journal of Urology
published a review article that contained the
next suggestions for bladder cancer treatment
during the COVID-19 pandemic:

e Postponing surveillance and endoscopic
resection of the bladder tumor can be
safe for bladder cancer patients of low
and medium risk.

e Patients presenting hematuria from de
novo must undergo urinary cytology, ul-
trasound of the entire urinary tract or, if
necessary, cystoscopy in order to ascer-
tain risk degree.

e For patients with high-grade NMIBC,
BCG and maintenance therapy must be
offered as a first-line treatment.

e Re-resection of the bladder must be limit-
ed to the most aggressive cancer cases or
to patients who are in risk of presenting
residual tumors.

e High-risk cases must undergo radical cys-
tectomy if hospital admittance and the
number of COVID-19 patients allow it.

e Radical cystectomy may be delayed up
to 12 weeks without posing a risk for the
patient.

e Neoadjuvant chemotherapy must be
considered through a risk-and-benefit
analysis concerning secondary immuno-
suppression.

e Trimodal therapy can play an important
role in patient management as long as the
hospital has the necessary resources and
infrastructure.*

As has been documented, new obstacles have
manifested themselves among the bladder-can-
cer community when it comes both to receiving
and to providing care and attention. Thus, health
professionals, patients and care givers must be
involved in the decision-making process in order
to optimize results during the pandemic.?°

The arrival of the new SARS-CoV-2 pandemic
has brought upon us an important change in
health management protocol at a world-wide
scale, delaying general care-giving as to priori-
tize COVID-19 patients and their needs. This is
especially important when it comes to cancer
since this pathology can be fatal if not properly
treated. In bladder cancer cases, the implemen-
tation of special measures has been necessary.
Previously-established treatment protocols have
been modified due to a reduction in hospital
admittance and capacity and to the high risk
of infection these patients have. However, it is
not yet possible to accurately measure the im-
pact these decisions will have since they could
lead to increased advanced-bladder-cancer in-
cidence, a rise in undetected recurrence and/
or progression, as well as an increment in can-
cer-specific mortality
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Abstract

The COVID-19 pandemic after more than a year from its beginning continues to claim
victims and keep modern society on its knees. Health systems around the world are
facing a tremendous emergency for our times. The ease of people and things mobility
has also allowed the virus to spread so rapidly in history as never before with the rapid
onset of more aggressive and virulent variants of the original virus. Progress has been
made in treating and preventing spread through the use of PPE and social distancing.
With the advent of vaccines, we begin to see the hope of stemming and limiting this
global scourge. The difficulty of managing cancer patients remains due to the stress of
health systems secondary to high rate of hospitalizations for COVID-19. The purpose
of our study is to show the strategies implemented in the urological world to manage
cancer patients in a climate of constant health emergency as well as to show the pos-
sible alternatives to the pursuit of a valid urological training for urologists in training.

KEYWORDS: COVID-19 pandemic; Social distancing; Vaccines; Cancer patients; Hos-
pitalizations; Urologist.

Resumen

La pandemia por COVID-19, después de un afo de haber iniciado, sigue cobrando
victimas y doblegando a la sociedad moderna. Los sistemas de salud de todo el mundo
se enfrentan a un terrible estado de urgencia en estos dias. La facilidad con la que
las personas y cosas se mueven ha permitido al virus propagarse rdpidamente, con el
desarrollo de variantes agresivas y de alta virulencia. Los avances en el tratamiento y
prevencion se deben al uso de dispositivos de proteccion individuales y a medidas de
distanciamiento social. Con el advenimiento de la vacuna existe esperanza de contener
y acorralar esta pandemia. La dificultad en el tratamiento de pacientes con neoplasias
continda y los sistemas de salud de todo el mundo se encuentran preocupados por el
alto indice de hospitalizaciones por COVID-19. El objetivo de este estudio es exponer
las estrategias adoptadas en pacientes con neoplasias urolégicas en un entorno de
constante urgencia sanitaria, y mostrar las posibles alternativas para alcanzar la for-
macion adecuada para los residentes de Urologia.

PALABRAS CLAVE: Pandemia por COVID-19; distanciamiento social; vacunas; paciente
oncolégico; hospitalizaciones; Urélogos.
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Coronavirus disease 2019 (COVID-19) pan-
demic is still affecting globally human health
infecting large numbers of people, resulting in
morbidity and mortality especially among elder
and vulnerable people, sometimes with severe

long-term sequelae. After China, Italy was one
of the first countries in Europe to be affected
and forced to adopt restrictive measures to con-
fine this novel coronavirus propagation' and is
still facing a health emergency status, as well
as other health systems around the world. After
more than a year into COVID-19 pandemic, the
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virus continues to spread rapidly, however mea-
sures and restrictions adopted to contain it. Sci-
entists and health experts have developed effec-
tive and safe vaccines, including the BNT162b2
by BioNTech and Pfizer that, in a multinational
placebo-controlled observer-blinded pivotal ef-
ficacy trial on more than 43 thousand people,
proved to be 95% effective at least 7 days af-
ter the second dose.? Moreover, by the second
half of 2020, WHO received several reports of
SARS-CoV-2 variants linked to unusual public
health events.? Despite all measures implement-
ed, COVID-19 pandemic continues to claim
victims worldwide, infecting over 120 million
people and being responsible for more than
2.7 million deaths, with a mortality rate around
2%.* This pandemic scenario has left thousands
of cancer patients to their fate, without a safe
and prompt cure, often negating them access
to healthcare services. Initial recommendations
of public health authorities and medical soci-
eties were to postpone, sometimes indefinitely,
non-urgent medical care due to the increased
risk of COVID-19 exposure. Even elective sur-
gery for malignancies has been delayed in order
to maintain the health systems’ capacity and to
preserve personal protective equipment (PPE),
avoiding unnecessary hazardous exposures.>®
To support urologists, the Rapid Reaction Group
of EAU Guidelines published recommendations
provided tools to ease the decision-making pro-
cess while minimising the impact and risks for
both patients and health professionals.” Can-
cers, in the background, continue to kill and
future course of COVID-19 is still an enigma.
For patients with urologic malignancies, is cru-
cial to receive well-timed intervention because
much of the survival benefit is derived through
the surgical extirpation of the primary tumor.
In the near future, the delay of uro-oncological
procedures due to COVID-19 will impact on
waiting lists and surgeries should dramatically
increase to treat all patients “left behind”. We
aimed to show the strategies implemented in
the urological world to manage cancer patients
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in a climate of constant health emergency as
well as to show the possible alternatives to the
pursuit of a valid urological training for urolo-
gists in training.

Healthcare providers and hospitalization

To analyse the current uro-oncological man-
agement in Europe during the COVID-19 pan-
demic, many surveys have been performed
including centres from different countries.
Oderda M. et al conducted a survey among 57
European urological referral centres in March
2020. Urologists were asked to report their
activity concerning the main uro-oncological
pathologies and comparing them with a regu-
lar month before COVID-19 outbreak. 82% of
European centres declared to be dramatically
affected, with uro-oncological consultations for
newly diagnosed cancers and follow-up drasti-
cally reduced or almost suspended respectively
in 55% and 71% of centres. Urothelial cancers
were less affected, given their aggressive be-
haviour, and the restriction for transurethral re-
sections of bladder tumors (TURBT) was smaller
but even still significant, with a mean decrease
of 12 procedures per month (46% overall). Sur-
gery for prostate and renal cancer were more
than halved.® To investigate the global impact of
COVID-19 on urological providers and the pro-
vision of urological patient care, Teoh J.Y. et al
performed a global survey from 30 March to 7
April 2020.° The primary outcome was the de-
gree of reduction in urological services, the sec-
ondary outcome was the duration of delay in
those services. A 55-item questionnaire was de-
veloped and 1004 participants involved, mostly
from Asia, Europe, North and South America.
Results showed a profound global impact on
urological care and urology providers, with an
increased degree of reduction for benign con-
ditions treatment. Specifically, 28% of outpa-
tient clinics, 30% of outpatient investigations
and procedures, and 31% of urological surger-
ies had a delay of more than 8 weeks; 50% of

https://doi.org/10.24245/bcmurol.v36iS1.5572



Esperto F, et al. COVID-19 in Europe

participants thought the postponement of uro-
logical services would affect the treatment and
survival outcomes of their patients.

COVID-19 pandemic had a huge impact on
psychological health among patients because
of the fear of delayed treatment, and healthcare
providers didn’t escape the risk too. In early
2021, a global web-based survey was con-
ducted to investigate the psychological impact
of COVID-19 among surgical providers'®. The
primary outcomes were the Depression Anxiety
Stress Scale-21 (DASS-21) and Impact of Event
Scale-Revised (IES-R) scores. 4283 participants
from 101 countries responded among which
32.8%, 30.8%, 25.9% and 24.0% screened
positive for depression, anxiety, stress and
Post-Traumatic Stress Disorder (PTSD) respec-
tively. Participants who knew someone posi-
tive or dead of COVID-19 were more likely to
screen positive for 3 of 4 of the previously cited
disorders (p < 0.05). Besides, head and neck
surgeons showed higher psychological distress
than other surgical specialists.

Italy was the first European country obliged to
impose national lockdown on 9 March 2020 to
stem contagions and, by the end of the month,
most of centres with intensive care units were
converted to COVID-19 hospitals to manage the
outbreak. Hospitals not involved in COVID-19
patients” management, according to local health-
care system recommendations, held on accom-
modating urgent procedures to guarantee pa-
tients’ safe. Hospitalization for urological patients
scheduled for surgery was preceded by telephon-
ic triage and medical history collection, as well
as by nasopharyngeal swab before the admission
and the discharge." Moreover, when feasible,
telemedicine follow-up was performed: in exam-
ple assessing PSA by phone call in patients pre-
viously treated with radical prostatectomy. In ad-
dition, to guarantee uro-oncological patients the
best choice of treatment, multidisciplinary team
for management of genitourinary cancers were

maintained through virtual meetings.? Intensive
care units filled up and hospital beds occupancy
rate rise have dropped the inflow of patients to
hospitals, to the point that guidelines on priority
for patient hospitalization have been proposed.
To meet healthcare system demands and to aid
physicians in the management and care of uro-
logical conditions during the COVID-19 out-
break, several groups provided their list of priori-
ties for urological procedures.’”> Among them, the
RUN group hierarchized uro-oncological pro-
cedures into categories, from non-deferrable to
semi-non-deferrable, deferrable and replaceable
with other treatments. Different factors can affect
the choice of the best urological procedure, such
as the need for post-operative intensive care, the
need for blood transfusions and major comor-
bidities. Muscle-invasive or high-risk progres-
sion bladder cancer, upper urinary tract cancer
>cT1, high-risk prostate cancer unsuitable for
radiation therapy (RT), testicular cancer, penile
cancer >cT1G3, and renal tumor >T2 must not
be delayed, otherwise could mean poor can-
cer-related outcomes. Radical prostatectomy for
intermediate and high-risk patients, transurethral
resection of small or low-grade bladder cancer,
and radical or partial nephrectomy for cT1b renal
tumors were considered semi-non-deferrable. All
the others could be postponed or replaced with
other treatments.' On the other hand, high-com-
plexity surgery carries higher rates of morbidity
and mortality and, in cases where patient’s health
is not jeopardized, it should be delayed.™ In fact,
in selected patients not fit for radical cystecto-
my (RC), bladder-sparing treatments could pro-
vide comparable oncological outcomes without
harming patients’ safety.> Bladder cancer (BC) is
one of the most frequent tumor of the genitouri-
nary tract and 75% of BC patients have non-mus-
cle invasive (NMIBC) disease at diagnosis, while
muscle invasive (MIBC) disease accounts for
25% of BC diagnosed.'® European Association of
Urology (EAU) recommendations for BC during
COVID-19 pandemic distinguished into 3 pri-
ority categories, where the higher priority cases
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should be treated within 6 weeks and emergency
cases in less than 24 hours, including TURBT of
patients with visible haematuria and clot reten-
tion requiring bladder catheterization. For MIBC,
prolonged delays (> 90 days) between TURBT
and RC were associated with poor survival.
However, RC can be delayed by up to 12 weeks
without causing harm to the patient."” Some pa-
tients had surgery postponed due to COVID-19
pandemic with life quality consequences, partic-
ularly among whose suffering from uro-oncolog-
ical pathologies. To investigate the health-related
quality of life of uro-oncologic patients whose
surgery was postponed without being resched-
uled during the COVID-19 outbreak at a tertia-
ry-care referral hospital, the SF-36 questionnaire
was administered 3 weeks after the cancellation
of the planned surgical procedures.’® The ques-
tionnaires investigated 8 domains about physical
characteristics, emotional and social aspects.
Considering physical characteristics, physical
functioning was 91.5 (50-100) and physical
health was 82.75 (50-100) with a bodily pain of
79.56 (45-90). For emotional and social aspects,
emotional problems were 36.83 (0-100) with a
social functioning of 37.98 (12.5-90). All patients
perceived a reduction of their health conditions,
with general health perception of 49.47 (15-85).
In conclusion, increased anxiety and decrement
in health status have been shown in oncologic
patients whose surgery was delayed, as well as
the huge psychological impact on healthcare
professionals. Guidelines provided to manage
uro-oncological patients are useful and could
surely help in the selection of patients before hos-
pitalization. Alternative treatments were suggest-
ed too when the procedure is considered deferra-
ble or surgery is too hazardous for general status,
without jeopardizing patient’s health.

Minimally invasive surgery
In the era of minimally invasive surgery (MIS),

urologic major surgeries are currently per-
formed with the aid of laparoscopy or robotics
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to improve post-operative discharge and to limit
the need of peri-operative blood transfusions.
Pavan N. et al performed a systematic review to
evaluate the risk of virus spread due to surgical
smoke for health care workers during surgical
procedures.” No study was found investigating
SARS-CoV-2 or any other coronavirus. Hepatitis
B virus was identified in surgical smoke collect-
ed during different laparoscopic surgeries while
for human papillomavirus (HPV) transmission
risk there were conflicting results between clin-
ical and preclinical studies. Authors concluded
that theoretical risk of SARS-CoV-2 virus dif-
fusion through surgical smoke cannot be ex-
cluded because its presence has been shown
in blood and stools. A more recent systematic
review performed by Cheruiyot I. et al in Feb-
ruary 2021 aimed to evaluate the presence
of SARS-CoV-2 in abdominal tissues or fluids
and in surgical smoke during laparoscopic sur-
gery.?® The conclusion was the same: no cur-
rently available evidence supports the hypoth-
esis that SARS-CoV-2 can be aerosolized and
transmitted through surgical smoke; only one
study investigated SARS-CoV-2 RNA presence
in surgical smoke generated during laparos-
copy reporting negative findings. Anyhow the
possibility of contamination during MIS should
always be considered and measures to reduce
aerosolization in the operating room carried
out. Avoiding the use of two-way pneumoperi-
toneum insufflators is suggested to prevent the
colonization of circulating aerosol in the pneu-
moperitoneum circuit. Closed circuits fume
extraction and low intraabdominal pressure
are proven to be effective too.?! Furthermore,
MIS should be practised whenever is feasible
because the filtration of aerosolized particles
is easier than for open surgery, thus safer.? A
clear correlation between surgical smokes and
SARS-CoV-2 has not been proved yet, anyhow
well-know precautions during MIS can ensure
operating room staff’s safety while the best min-
imally-invasive surgical procedures is guaran-
teed to the patient.
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Telehealth

Urologists are facing increasingly difficulty
in outpatient activity and post-operative fol-
low-up to limit the mobilization of patients in
the COVID-19 scenario. In this context, tele-
health medicine can provide adequate support
to healthcare providers and patients. Using
technological tools and simulating face-to-face
consults with the use of smartphones, tablets
and computers for phone calls or videocalls,
patients are induced to stay at home, referring
to hospital care when really needed. The bene-
fits for telemedicine in urology consist of out-
patient follow-up, providing recommendations
and prescriptions, and the triage for who needs
urgent hospitalizations and surgery. On the oth-
er hand, not all outpatient clinics and facilities
are ready for telehealth yet, as well for elder pa-
tients which usually are unconfident with new
technologies.”” However, a systematic review
of the available literature on urological appli-
cations of telehealth showed that telemedicine
has been implemented successfully in several
clinical scenarios, including non-metastatic
prostate cancer (decision-making process, fol-
low-up care after curative treatments), initial di-
agnosis of haematuria, uncomplicated urinary
stones and uncomplicated urinary tract infec-
tions (management diagnosis and follow-up
care), urinary incontinence (initial evaluation,
behavioral therapies, and pelvic floor muscle
training), stress urinary incontinence or pelvic
organ prolapse (follow-up care after surgical
treatments).>* The COVID-19 pandemic gave a
significant boost to the use of telemedicine in
urology patients, in fact risk factors for a severe
course of COVID-19 are common in these pa-
tients. A German group evaluated telemedicine
online visits in urology from patients’ perspec-
tive.”® 84.7% of patients wished for a telemedi-
cal consultation rather than a face-to-face one.
Among those favoring telemedicine, patients
were younger (68 years, range 58-75 vs 76
years, range 70-79.2, p < 0.001) supporting the

fact that elder patients can be used to struggle
with technologies. No difference in preference
was found of oncological (mean 86%) and be-
nign diagnoses (mean 85%). In subgroup analy-
sis, prostate cancer patients preferred telemed-
icine (mean odds ratio: 2.93, p = 0.037). Even
if prostatic diseases seem to benefit the most,
telemedicine appears to be a proper solution to
guarantee a safe continuity of care for all kind
of patients, especially for those more practical
with novel technologies, while for elder pa-
tients the help of relatives and caregivers could
mitigate the technological gap.

Training

Immediately after COVID-19 outbreak, the
perspective of urology trainees regarding their
usefulness was doubtful, and many residents in-
volved in areas where virus spread wasn’t dam-
ageable were constrained to give their support
to intensive care units. Authorities have limited
unnecessary access for residents to departments
to avoid hazardous exposures. As senior physi-
cians are engaged in the emergency’s manage-
ment, urology residents can’t be tutored, thus
training is strongly compromised. Moreover,
benign pathologies, lower urinary tract surgery,
and andrology are the fields affected the most
by restrictions and at the same time the fields in
which urology residents are usually first-hand
involved. Operating room staff were reduced
at the minimum to prevent worsen of air-tur-
bulences so that surgical interventions are per-
formed only by expert surgeons.?* Emergency
operations and highly selected elective cancer
operations are carried out by senior surgeons
to minimise operation time and complications.
All this means a worsening of urology training
transversally throughout the 5-year residency
and an increase of urology residents’ learning
curve (LC) slope. In this unexpected scenar-
io, urology trainees started asking themselves
about new modalities to hold on working in
COVID-19 areas as emergency doctors without
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giving up their training. In order to stem the im-
pact of COVID-19 pandemic on the residents’
LCs, new alternative teaching methods have
been introduced:*’

— Pre-recorded videos of lessons or surgical
procedures;

—  Webinars, to interact and to enjoy multi-
media content in real-time;

— Social Media (SoMe);

— Journal Clubs;

— Podcasts, with pre-recorded audio files of
expert opinion;

—  Web meetings;

— New telepresence robotic platforms, like
the Intouch Vita by Intouch Health;

— Surgical simulation training programmes.

Smart-learning (SL) tools became more popu-
lar among residents to improve their urology
background in the meantime of a pandemic
situation. From the examination of these new
learning modalities, it appears clear how the
theoretical training of residents can continue,
however the implementation of clinical SL ap-
pears to be more challenging.?” In April 2020,
to evaluate the urology residents’ perspective
on SL modalities and contents (frontal lessons,
clinical case discussions, updates on Guide-
lines and on clinical trials, surgical videos,
Journal Clubs, and seminars on leadership and
non-technical skills), a cross-sectional, 30-item,
web-based Survey was conducted through
Twitter.?® From 58 countries, more than 500
residents completed the survey, and, of these,
78.4%, 78.2%, 56.9 & and 51.9% of them con-
sidered pre-recorded videos, interactive webi-
nars, podcasts and SoMe highly useful modali-
ties of smart learning. The contents considered
as highly useful by the greatest proportion of
residents were updates on guidelines (84.8%)
and surgical videos (81.0%). In addition, 58.9
and 56.5% of responders deemed seminars on
leadership and on non-technical skills high-
ly useful smart learning contents. That was
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the first global snapshot of SL modalities and
contents to implement virtual urology training.
Approximately one month after the first case of
COVID-19 in ltaly, a 48-hour 25-item online
survey was sent to all Italian urology residents
with the aim to provide an overview of the im-
pact of COVID-19 pandemic on urology training
in Italy.?® Residents were asked to evaluate their
routine involvement in different training activi-
ties in the pre-COVID-19 period (on-call duty,
outpatient visits, diagnostic procedures, endo-
scopic surgery, open major surgery and MIS)
and to score the percentage of decrease of their
involvement in each of the above-mentioned
activities during the COVID-19 pandemic in
three categories: 0-40, 40 - 80 or 80 -100%.
To report their involvement in COVID-19 wards
and whether they received a specific training.
In addition, participants were asked to indicate
the number of hours per day available for SL.
Of 577 residents from 35 Italian Urology Cen-
ters (27 Schools of Urology), 60.8% (351) com-
pleted the survey. Before the COVID-19 pan-
demic, residents routinely involved in clinical
activities ranged from 79.8 to 87.2% while in
surgical activities from 49.3% to 73.5%. After
the COVID-19 outbreak, the proportion of resi-
dents experiencing a severe reduction (40-80%)
or complete suppression (> 80%) of training
exposure ranged 41.1-81.2% and 44.2-62.1%
respectively for clinical and surgical activities.
This study provided the first real-life data on
urology residency training impairment in Italy
during the COVID-19 emergency period and
showed a higher reduction of activity involve-
ment among residents attending the final year
of training. An updated about SL modalities and
contents of Italian trainees at the end of 2020
was made by Claps F. et al by a new online sur-
vey using a 5-tiered Likert scale.’® The number
of ltalian urology residents participating the
online survey was the same (351-577, 60.8%)
and from the same number of centers. The ma-
jority of residents (85.2%) reported to have at
least two hours per day for smart learning while
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32.5% even four or more hours. About SL mo-
dalities, videos on-demand where considered
the most useful (77.8%), followed by webinars
(69.8%) and podcasts (65.8%). Considering
contents, updates on guidelines and surgical
videos were the most appreciated (89.5% and
84.3% respectively), while clinical case discus-
sion, frontal lesson and journal clubs had low-
er rates of preference. International congresses
represent a formative experience for trainees.
Due to COVID-19 pandemic, the majority of
them were postponed, cancelled or resched-
uled: the March annual EAU congress has been
postponed to July as a virtual congress; the
ESRU bi-annual meeting has been cancelled
and other national conferences (i.e. SIU live)
took place as webinars. National courses were
cancelled and the UK postgraduate fellowship
examination postponed.’' In conclusion, this
situation should represent an opportunity for
residents to experience how to doctor during
a global emergency that cannot be learnt from
books and also an opportunity to put into prac-
tice skills acquired during under- and post-grad-
uate training.*> Possible alternatives to the pur-
suit of a valid urological education have been
provided, theoretical training will not be left
behind but clinical SL still remains the greatest
challenge of this scenario.

COVID-19 pandemic has severely changed the
way we used to imagine the management of
uro-oncological patients. This new scenario had
a strong impact on surgical waiting lists, com-
promising psychological health of both patients
and healthcare providers. Urologic surgeries,
firstly restricted to urgent procedures performed
only by experienced surgeons, have now been
revised by international groups whom provided
helpful guidelines in the selection of patients.
Residents found alternative teaching methods
to hold on their education, among which up-
dates on guidelines and surgical videos were

the most successful. However clinical educa-
tion seems to be more affected and precluded.
Furthermore, telemedicine found its own place
simulating face-to-face consults and guarantee-
ing frail patients a risk-free continuity of care.
All these are current aspects that healthcare
providers must consider when approaching pa-
tients with uro-oncological disease. A new era
has just began and new frontiers are showing
up to both doctors and patients.
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Repercusiones en la atencion de pacientes con neoplasias

uroldgicas durante la pandemia por COVID-19
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Abstract

The effects of the current COVID-19 pandemic in our country are more patent than
ever, the impact in our sanitary system is unprecedented and we will continue seeing
its repercussions in the coming years. Due to the established measures and guidelines
in this health contingency, the majority of the healthcare activities at the hospital
centers underwent changes aimed at directing material and human resources towards
the treatment of COVID patients, therefore, medical-surgical activity in high-volume
centers was affected. In the following work we present the relation of surgeries performed
during 2019 and those performed in 2020 within the context of the current pandemic,
we analyze the effects on the health of patients in which this translates and we justify
the need for the return of medical and surgical activities in the urolgy department at
our medical center.

KEYWORDS: COVID-19 pandemic; Healthcare activities; Human resources; Medical
center.

Resumen

Los efectos de la pandemia actual por COVID-19 en México son mas claros que nun-
ca, el efecto en nuestro sistema de salud no tiene precedentes y sus repercusiones las
seguiremos viendo en los afos por venir. Fruto de todas las medidas y lineamientos que
se establecieron durante esta contingencia sanitaria, la mayor parte de las actividades
asistenciales en los centros hospitalarios sufrieron cambios encaminados a dirigir los
recursos materiales y humanos hacia el tratamiento de pacientes con COVID-19,
por consiguiente, la actividad médico-quirdrgica en centros de alto volumen, se vio
afectada. A continuacién se muestra la relacion de cirugias efectuadas entre 2019-
2020 y se analizan los efectos para la salud de los pacientes, en los que se traduce
y justifica la necesidad del retorno a las actividades asistenciales y quirtrgicas en el
servicio de Urologia.

PALABRAS CLAVE: Pandemia por COVID-19; actividades asistenciales; recursos huma-
nos; centro médico.
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The first cases of th Novel Coronavirus Dis-
ease were reported in December 2019, in
the province of Hubei, China. On March 11,
2020, the World Health Organization (WHO)
characterized the COVID-19 disease as a pan-
demic, at that time the number of contagions
was 118,000 throughout 114 countries and the

number of deaths was 4291 Worldwide,' as
of today, the number of infections amounts to
109,859,193 and deaths to 2,428,021 .2

In Mexico, as of February 17, 2021, according
to official figures, 2,012,563 infected people
and 177,061 deaths are reported. The social
impact that it has produced in our country
translates into the largest economic contrac-
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tion since the great depression of 1932, with
a drop in the Gross Domestic Product of 8.6%
in 2020, according to figures from the National
Institute of Statistics and Geography (INEGI). It
is estimated that in 2020, 647,710 formal jobs
were lost, according to data from the Mexican
Institute of Social Security (IMSS), increasing
the unemployment rate to 4.6%. The economic
sector most affected by COVID-19 in Mexico
has been tourism and services, it is estimated
that in 2020 it stopped receiving 13,000 million
dollars. Other sectors with significant losses are
manufacturing, mining and construction.

In our country, the pandemic has proven to be a
challenge of unprecedented magnitude for the
health system, which has put its infrastructure,
personnel and supplies to the test. Since mid-
March 2020, when the nationwide lockdown
was instituted, hospital activities have undergone
major changes. Many hospitals have undergone
a conversion into specific centers for the treat-
ment of COVID-19 patients, strict measures have
been taken such as postponing elective surgeries,
suspension of specialty consultations, as well
as non-esencial outpatient procedures. Health
personnel have had to adapt to new responabil-
ities in the management of patients infected by
COVID-19, this has generated a physical, emo-
tional and psychological burden that has great-
ly impacted on their health. As of February 17,
2021, Mexico counts 2,996 deaths of its health
personnel, the first place in the world in this area.

Oncological surgery within the context of the
health contingency due to COVID-19 has to
take into account the catabolic and intrinsic im-
munosuppression state of oncological patients,
added to the pro-inflammatory mechanisms de-
rived from surgical trauma and the greater risk
of presenting more severe forms of COVID-19
infection. This presents us with a crossroads in
which the risk for progression of the disease, the
risk of contagion from COVID-19, and the risk
for the health personnel must be balanced.’

2021; 36 (Supl. 1)

At the department of Urology in the Hospital of
Specialties of "La Raza" National Medical Cen-
ter, as well as in many other healthcare centers
worldwide, as a result of the instituted health
policies, the number of patients treated, surger-
ies performed, outpatient procedures performed
and specialty consultations granted, have dras-
tically decreased, which translates into a signif-
icant deleterious effect on the people's health.

Urology handles the diagnosis, management
and follow-up of genitourinary cancer such as
renal, bladder, urothelial, penile, adrenal tu-
mors and the two most important because of
their incidence in Mexico: Prostate and Testicle
cancer.*

For the oncological patient, the delay in the
care of their conditions represents the loss of
the opportunity to promptly treat and exposes
them to a real risk of disease progression from
curable to non-curable, with a real impact on
quality of life, and in the cancer-specific and
overall survival rates.” The initial massive sus-
pension of healthcare activities in high-volume
centers like ours, led to the creation of clinical
practice guidelines, as well as specific recom-
mendations for prioritizing patients according
to their characteristics, to establish an accept-
able period of time to postpone surgical pro-
cedures and thus minimize risks to healthcare
personnel, while at the same time avoiding as
much as possible delay in patient's treatment
for whom time is of the essence. An example of
these recommendations are those established
by the European Urological Association (EAU),
American Urological Association (AUA) and
the American College of Surgeons (ACS).°

In this work we present the impact on medical
and surgical care of oncological patients during
2020 in the Urology service of the Hospital of
Specialties of "La Raza" National Medical Cen-
ter, comparing the procedures performed in
2020 with those carried out in 2019.

https://doi.org/10.24245/bcmurol.v36iS1.5573
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Data analysis results Regarding the treatment of kidney tumors, we

had a 71% decrease in the global number of
The results derived from this work demonstrate nephrectomies performed in 2020 with respect
the impact of the pandemic on the surgical
productivity of our service during 2020 in the
context of a health contingency, most of the
surgeries performed were for oncological con-
ditions, and in a smaller number, surgeries for
real emergencies.

|
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In the treatment of prostate cancer, we observed 19
that the number of radical prostatectomies was 2.5 . . 4 . : D
in 2019 ninety retropubic radical prostatectomy § £ g 2 ¥ g B g
and eight laparoscopic radical prostatectomy g % T & & % 2 3

that means a decreased by 74.4% global pro- - == S

cedures in 2020, compared to those performed Cancer surgery

in 2019. The number of transrectal prostate bi- —— 2019 —=— 2020

opsies also decreased by 81.5% in the same pe-
riod of time was 1412 in 2019 vs 260 in 2020. Figure 1. Comparison of surgeries performed in 2019
Table 1, Figure 1 and 2020.

Table 1. Comparison of surgeries performed in 2019 and 2020

Surgeries 2019 2020 Variation
Transrectal prostate biopsies 1412 (100%) 260 (100%) -1152 (81.58%)

Open retropubic 90 (91.83%) 25 (100%) -65 (72.22%)

Nephrectomies 142 (100%) 40 (100%) -102 (100%)

Laparoscopic radical 46 (32.39%) 8 (20%) -38 (82.60%)

Laparoscopic partial 8 (5.63%) 0 (%) -8 (100%)

Laparoscopic nephroureterectomy 8 (5.63%) 2 (5%) -6 (75%)

Open 2 (13.33%) 0 (%) -2 (100%)

Penectomy 4 (100%) 6 (100%) 2 (50%)

Partial 1 (25%) 1(16.66%) 0 (0%)

Radical cistectomy 19 (100%) 0 (100%) -19 (100%)
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to 2019, caracterized by 74 open radical ne-
phrectomies in 2019 vs 28 in 2020; 46 lapa-
roscopics radical nephrectomies in 2019 com-
pared to 8 performed in 2020. Table 2, Figure 2

We found increase in penectomy for penile
cancer. In 2019, 3 total penectomy were per-
fomed vs 5 procedures performed in 2020; in
2019 and 2020 was made the same number of
procedures 1:1. Somenthin similar happened
whit radical orchiectomy characterized by 16
procedures in 2019 vs 30 in 2020. Table 1, Fig-
ure 3

In the surgical treatment of bladder tumors, we
found a 63.3% decrease in Transurethral Resec-
tion of Bladder Tumor. In 2019, 30 were per-
formed vs 28 in 2020. In 2019 was performed
19 radical cystectomies compared to cero in
2020. Table 1, Figure 4

Reflections

In this analysis we can see that the total number
of surgeries performed during 2020 was low-
er than those performed during 2019, this can
be explained by various factors, among them,
the suspension of activities and procedures per-

2021; 36 (Supl. 1)

formed in the outpatient clinic did not allow
attention to patients sent from their general hos-
pitals for treatment and follow-up by a tertiary
referral hospital, therefore, it was not possible
to protocolize patients who required surgery or
procedures such as transrectal prostate biopsy
and follow-up cystoscopies; Furthermore, giv-
en the current conditions, a good part of the
patients who needed assessment by a tertiary
medical center, decided not to seek care, either
because of the fear of going to a hospital where
the risk of contagion due to COVID-19 is high,
or due to ignorance that they could have beeen
taken care by going to the emergency depart-
ment of our hospital.

We can realize that as a result of the current
pandemic, the number of surgeries performed
by our service decreased considerably com-
pared to previous years, not only cancer sur-
gery, but also procedures such as reconstructive
surgery, those derived from lithiasic pathology,
functional urology and kidney transplantation.
Another important aspect to consider is that as
a result of the decrease in the number of sur-
geries performed, the participation of urology
residents in these surgeries was also decreased,
which has an important impact on their aca-
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Figure 2. Breakdown of nephrectomies performed during 2019 and 2020.
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Radical penectomy

W 2019 @ 2020

Partial penectomy

Radical orchiectomy

Figure 3. Representation of procedures that experienced an increase during 2020 compared to those performed

in 2019.

demic development and the surgical skills ac-
quired in the last year. The effects on health in
general and specific organ function cannot be
evaluated until the outpatient service is reinstat-
ed and patients are reassessed, many of whom
will already have a delay in treatment greater
than one year. Below we analyze some of the
pathologies treated during the pandemic.

In the treatment of prostate cancer, we observed
that the number of radical prostatectomies de-
creased by 74.4% in 2020, compared to those
performed in 2019. The number of transrectal
prostate biopsies also decreased by 81.5% in
the same period of time. From the above we can
comment that prostate cancer presents a clinical
course from indolent to clinically significant un-
like other types of genitourinary cancer, the delay
in diagnosis and treatment would translate into a
change in the treatment modality with an impact
on the overall and cancer specific survival rates,
which makes us question the interruption of the
transrectal prostate biopsy program. We must

also take into account that in some cases and
due to the characteristics of each patient, as well
as their personal preference or extra-institutional
medical recommendation, many of them were
treated with androgen deprivation therapy, thus
avoiding or delaying surgical treatment.

Regarding the treatment of kidney tumors, we
observed a 71% decrease in the number of
nephrectomies performed in 2020 compared
to those performed in 2019, of which the vast
majority were carried out through an open ap-
proach while those performed by laparoscopy
they were the least. From the this, we can con-
clude that as we have commented previously,
due to current conditions, the number of pa-
tients with kidney tumors who were treated by
our service was lower than in previous years,
which translates into a delay in the treatment
of these patients, this becomes important if we
consider that the 5-year survival of patients with
Stage | disease is 91%, compared to Stage 1V,
whose 5-year survival is 32%.”
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Figure 4. Representation of the procedures that experienced a decrease during 2020, compared to those per-

formed in 2019.

Regarding the surgical treatment of bladder
tumors, we found a 63.3% decrease in Trans-
urethral Resection of Bladder Tumor and a
100% reduction in radical cystectomies. This
is explained because during the pandemic, pa-
tients who required radical treatment, as well
as neoadjuvant, adjuvant or palliative, were
referred to an oncology center, the Oncology
Hospital of the “Siglo XXI” National Medical
Center (which is not dedicated to treat COVID
patients), since the capacity of our service to
treat this type of patients was diminished by
various factors, among which are the reduction
in beds available in the intensive care unitand a

decrease in the amount of blood products avail-
able in the blood bank, since our center treats
hemato-oncological patients. As we know in
the case of urothelial carcinoma of the bladder,
time is of the essence, as a delay in diagnosis
and treatment has catastrophic effects on sur-
vival rates and disease progression.

The only two pathologies, which experienced an
increase in the number of surgeries performed
in 2020, compared to those performed in 2019,
were penile and testicular cancer. Radical or-
chiectomies showed an increase of 50%, while
penectomies an increase of 87.5%. These results

https://doi.org/10.24245/bcmurol.v36iS1.5573
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could be explained because patients who under
normal circumstances would have been treated
in secondary care hospitals, now converted into
COVID care centers, were referred to our hospi-
tal center for definitive treatment.

The total number of surgeries performed
during 2020 was lower than those performed
during 2019. Altohugnt oncology surgery did
not stop, the attentions demand decrease. To-
day, one year after the start of the COVID-19
pandemic and after all its effects have been
present in our daily lives, we face different
challenges for our practice. It is not possible to
measure the degree of damage due to a longer
delay in the treatment of urooncological pa-
tients. Necessary measures must be taken and
protocols and international recommendations
must be followed to guarantee the safety of
both the patient and the health personnel. It is
necessary to recover the medical and surgical
activities, prioritizing the care of patients ac-

cording to established classification and stag-
ing systems.
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Uro-Oncology practice in Peru: Challenges
during COVID-19 Outbreak.

Alexis Alva-Pinto, Rubén Duin-Ortiz, Ivan Aguilar-Marin

On March 6" 2020, the
COVID-19 pandemic start in
Peru, a week later, a rigid lock-
down was imposed by Peruvian
government.” A state of health
emergency, confinement, social
isolation and border closure
were established. The popula-
tion was forced to stay at home
and was allowed out only to ac-
quire basic necessities as food
and medicines.

The Peruvian government im-
plemented a very aggressive
financial rescue of approxi-
mately 9 billion dollars with
the objective of mitigate the
crisis, the economic resources
were implemented as family
bonds, business loans and tax
postponements.

However, Peru was the first
Latin American country to im-
plement these strict measures,
a rapid COVID-19 spread
throughout the country was
unavoidable and poor out-
comes were observed. At this
time Peru is facing to a second
wave. The health system has
collapsed, scarce intensive care
unit (ICU) beds, lack of oxygen
supplies and a very slow vac-
cination program lack of sani-
tary infrastructure and health
professionals due a deficient
leadership from governmental
authorities.

In this context the Oncologic
Patients are the most affected
population by the restrictions
imposed due to COVID-19,

Urology Department, Clinica Delgado, Lima Peru
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since up to 73% of them saw
their treatment paralyzed or
limited during the 2020, reach-
ing up to 95% in the interior
areas of the country.?

In March 21* 2021 Officially,
50,000 COVID-19 deaths have
been reported by the Health
Minister. Nevertheless, the na-
tional mortality system shows
an excess of 134,000 non-vi-
olent deaths from March 2020
caused direct or indirectly by
COVID-19. Indirect effects of
pandemic have contributed to
reducing health care in non-
COVID patients affecting spe-
cially to cardiovascular disease.

From March to September
2021, all public and private




outpatient medical consulta-
tion were closed, establishing
more the use of teleconsulta-
tions, ICU and general hos-
pitalization beds were occu-
pied by COVID patients and
non-COVID pathologies were
gradually mis attended. All
treatments and attentions were
restricted to emergencies.

In the urological setting, at the
beginning of the first wave, Pe-
ruvian Society of Urology (SPU)
defined priorities for Urolog-
ic patient’s care, adapted to
our reality in concordance of
American Association of Urol-
ogy (AUA) and European Asso-
ciation of Urology (EAU) guide-
lines.> American College of
Surgeons (ACS) and Society of
American Gastrointestinal and
Endoscopic Surgeons (SAGES)
proposed protocols for the re-
activation of elective surgeries
describing different pandemic
phases . The health activity was
developed based on sanitary
resources (number of ICU beds
occupied, availability of Per-
sonnel Protective Equipment
(PPE), number of COVID cases
distributed in geographic ar-
eas.*> Unfortunately only 15%
of Peruvian population has ac-
cess to private medical care,
percentage, that is decreasing
due to the loss of formal jobs
during this period.°

During the first wave, all pub-
lic hospitals were in phase 3 of
pandemic according ACS doing
very difficult the treatment of
urological pathology, and fur-
thermore the already few urolo-
gists considered non at risk were
treating COVID patients in non-
ICU service. Uro-Oncology pa-
tient’s with diagnosis of prostate
and kidney cancer were receiv-
ing their medication and the fol-
low-up was performed by tele-
consultation.”

However, the medical access to
private health system has been
gradually decreasing, most of
the private clinics have contin-
ued to manage uro-oncology
patients in phase 3 and a few of
them in phases 1 or 2.

Oncosalud, is one of the most
important private oncologic
services in Peru, it has showed
a progressively recuperation in
the number of oncologicl sur-
geries from 52 cases per month
in April 2020, to 288 cases in
October 2020, and 295 cases
in November 2020. This inter-
esting report from Oncosalud in
terms of oncologic surgery re-
ported in the last three months
of 2020 was topped by urologic
surgery (followed by digestive,
breast, head and neck surger-
ies). The most common uro-on-
cology surgeries performed in

this period were radical prosta-
tectomy (PRR) and transurethral
resection of Bladder (TURB), is
important to remark that ad-
vance and locally advance uro-
logical cancer has been treated
more frequently; clinical pic-
ture completely different from
2019 where localized disease
was at first place in the private
setting.” Table 1 shows some
statistics about urologic oncol-
ogy during the COVID-19 pan-
demics.

In March 2021, Peru has faced
the second wave of COVID-19
Pandemic. Public health ser-
vices have been collapsed
for an increased number of
COVID-19 patients requiring
hospitalization and ICU beds,
exhausting PPE supplies and
at risk of oxygen shortage. The
urologic surgery activity was
reduced from 10-30% to only
10%.% Nevertheless, during the
second wave, the outpatient
care patients with advanced
uro-oncological pathology
has been maintained through
a teleconsultation, screenshot
different to private health sys-
tem.

Actually, Peru is going to na-
tional government election
process and the policies of
health are delayed by its transi-
tional process.
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Characteristics of Cancer Care and Oncologic Centers in Lima During COVID-19 Pandemic

HNERM | HMA | INEN COA co HMX
Type assistance EsSalud MINSA MINSA Private Private FFAA

Implementation of COVID19 X X X X X X
measures™

Characteristics

Reschedule chemotherapy
Reschedule biopsies and Imaging studies
Implementation news treatments

Implementation of
Chemotherapy Stage IV

Mean treatments/week during 580 180
Pandemic era
Mean treatments/week before 1080 270
pandemic era

Oncologic Centers: HNERM.- Hospital Edgardo Reboglioti Martis; HMA.- Hospital Maria Auxiliadora; HMC.-Hospital Militar Central; INEN.-
Instituto Nacional de Enfermedades Neoplasicas.

Type Assistance.- EsSalud.- Seguridad Social del Perdi; MINSA.-Ministerio de Salud del Perd; FFA A.- Fuerzas Armadas.

*Implementation of COVID-19 Measures.- PCR Test. May 2020
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Urologia en Bolivia durante la pandemia COVID-19

Marcelo Torrico-de la Reza,* Yercin Mamani-Ortiz,> Ana Maria Autrdn-Goémez®

Abstract

This review is to analyze the data in terms of the development of this health crisis, what
weaknesses were confronted during the management of the disease, and the behavior of
the pandemic in the Bolivian population, ending with an analysis of the reported data in
the last week of February 2021. We show the number of diagnosed cases, the number of
those deceased, the number of individuals who have recovered, and the recovery time
for the same. We will analyze the vaccination campaign and when to expect a third
wave, and consider the recommendations established by the Bolivian Society of Urology,
[in Spanish: la Sociedad Boliviana de Urologia], for managing Urology patients in the
COVID-19 era. The information was obtained from officially published data during the
first and second wave by the Ministry of Health of the Plurinational State of Bolivia [in
Spanish: el Ministerio de Salud del Estado Plurinacional de Bolivia] from March 2020
to February 2021. During the first wave that began in March 2020, there were 114,592
diagnosed cases, and during the second wave that started on December 08, 2020 and
lasted until February 28, 2021, there were 103,955 people. The number of deaths since
the beginning until the end of February 2021 stands at 11,628 people, (8,949 patients
have died during the first wave, and 2,679 during the second wave), with a cumulative
mortality of 99 per 100,000 inhabitants and an average case fatality rate of 4.7% in
the country, the latter being a virulence indicator or severity of the disease in a period
and determined area. The key for entering a period of normalcy is to increase testing
and to vaccinate the population on a large scale. Until this objective is achieved, we
must maintain all biosecurity measures that are currently in force.

KEYWORDS: COVID-19; Bolivian; Vaccination campaign; Urology; Virulence.

Resumen

Esta revision analiza los datos de la crisis de salud mundial, las debilidades durante
el tratamiento, el comportamiento de la pandemia en la poblacién boliviana, y se
realiza un analisis de los datos reportados en la Gltima semana de febrero de 2021.
Se muestran la cantidad de casos diagnosticados, fallecidos, recuperados y tiempo de
recuperacion. Se evalta la campana de vacunacién y cudndo esperar un tercer brote, y
consideramos las recomendaciones establecidas por la Sociedad Boliviana de Urologia
para el tratamiento de pacientes con COVID-19. La informacién se obtuvo a partir de
datos publicados durante el primero y segundo brote, por el Ministerio de Salud del
Estado Plurinacional de Bolivia, de marzo de 2020 a febrero de 2021. En el primer
brote, que inicié en marzo de 2020, hubo 114,592 casos diagnosticados, y durante
el segundo, iniciado en diciembre de 2020 y se prolongé hasta febrero de 2021, se
registraron 103,955 personas. La cantidad de defunciones, desde el inicio hasta finales
de febrero de 2021, asciende a 11,682 personas (han fallecido 8,949 pacientes durante
el primer brote y 2.679 durante el segundo), con una mortalidad acumulada de 99 por
cada 100,000 habitantes y media de 4.7% en el pais (este tltimo supone un indicador
de virulencia o gravedad de la enfermedad en un periodo y drea determinada). La
clave para entrar en un periodo de normalidad es aumentar las pruebas y vacunar a
la poblacién a gran escala. Hasta lograr este objetivo, debemos mantener todas las
medidas de bioseguridad que se encuentran actualmente vigentes.

PALABRAS CLAVE: COVID-19; Bolivia; campafia de vacunacién; Urologia; virulencia.
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Bolivia, along with other countries, has not been
unaffected by this pandemic. After the first case
of COVID-19 was diagnosed in Wuhan, China
on December 12,2019, the World Health Orga-
nization [in Spanish: la Organizacién Mundial
de la Salud], announced on February 11 the of-
ficial name of the COVID-19 disease caused by
SARS-CoV-2." From the first reported case un-
til March 08, 2021, the number of diagnosed
cases has risen to 116,907,508 people, and the
overall mortality to-date is 2,594,721 people.?

In Bolivia, the first 2 cases of COVID-19 were
diagnosed on March 10, 2019 in the cities of
Oruro and Santa Cruz de la Sierra,’ and the
first 2 deaths occured on March 29 in the cit-
ies of Santa Cruz and La Paz. In this context,
at the beginning of the pandemic the transi-
tional government of President Jeanine Afez
made timely decisions that helped flatten the
epidemiological curve from the first outbreak.
Schools were closed for 2 days, and airports for
7 days.* A partial quarantine was initiated for 7
days, and then obligatory for 12 days after the
first case was diagnosed.” It was surprising how
the population obeyed these determinations so
responsibly that helped to avoid an exponen-
tial growth in cases since the beginning of the
pandemic and prevent a total collapse of the
National Healthcare System.

The information obtained from officially pub-
lished data during the first and second wave
by the Ministry of Health of the Plurinational
State of Bolivia is from March 2020 to February
2021. https://www.minsalud.gob.bo/4012

Data analysis results

According to the National Institute of Statistics,
[in Spanish: el Instituto Nacional de Estadistical,

2021; 36 (Supl. 1)

(INE), the population of Bolivia is 11,841,955
people,® and since the first reported case in
March 2020 until February 28 2021, the cumu-
lative number of COVID-19 cases is 248,547,
with a cumulative incidence of 2,103 cases per
100,000 inhabitants, with this being the propor-
tion of healthy individuals who developed the
disease throughout the performed period.

During the first wave that began in March 2020,
the number of diagnosed cases was 114,592, and
during the second wave that started on December
08, 2020, the number of diagnosed cases until
February 28, 2021 was 103,955. (Graph 1)

The cumulative incidence rate in 271 days
in which the first wave lasted was 1,221 per
100,000 inhabitants in all cities in Bolivia,
with the exception of Cochabamba, which was
the only city that had a cumulative incidence
below 1,000 cases. During the second wave
measured at day 91, the cumulative incidence
dropped to 878 per 100,000 inhabitants. This
difference, between the first and second wave,
can be attributed to a lack of laboratories and
reagents for RT-PCR tests (a chain reaction of re-
verse transcription polymerase), during the first
wave. Figure 1 and 2

The number of deaths from the beginning of
the pandemic until the end of February 2021
was 11,628 people, (8,949 deceased patients
during the first wave and 2,679 during the sec-
ond wave), with a cumulative mortality of 99
per 100,000 inhabitants, and an average case
fatality rate of 4.7% in the entire country; the
latter being a virulence indicator or severity of
the disease in a period and determined area.
Figure 1 and 2

The number of recovered patients up to Febru-
ary 28 is 192,401 (121,280 patients during the
first wave and 71,273 during the second wave).
The number of active patients on the same date
was 44,329.

https://doi.org/10.24245/bcmurol.v36iS1.5574
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Recovery time during the first wave was approx- Average new cases per department during the
imately 28 days +/- 7 days, and during the sec- first and second wave as described in Figure 3.
ond wave was 21 +/- 5 days. This improvement

is certainly due to a better understanding of the During the first wave, the highest number of
disease, new medication management, public ~ diagnosed cases per day was in the first week
and private hospitals that have become better ~ of July 2020, and they managed to flatten this

equipped, and early commencement of treat- wave in November 2020. On Februrary 06, the
ment, including self-treatment procedures with second wave reached its peak in terms of diag-
unrestricted and greater access to medications. nosed cases per day. During the second wave,

Plurinational State of Bolivia
MINISTRY OF HEALTH AND SPORTS
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Figure 3. Days moving average of COVID-19 (continda en la siguiente pagina).
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getting diagnosed were also patients that infect-
ed other people for extended periods of time.

The pandemic exposed many problems that
have been present for several years in Bolivia.
We have emerged from a government that as-
signed only 3% of the GDP to health. There-
fore, we can see the shortage of hospitals,
equipment, lack of personnel at all levels, and a
minimum amount of personal protective equip-
ment. Conversely, we see that intensive care
units are underequipped in terms of the scarcity
of beds, and what is most critical is the shortage
of qualified medical personnel and nurses. The
population of Bolivia is 11,841,955.° For this
population, it is estimated that the number of
intensive care beds it must have is 1,184, be-
tween public and private hospitals. At that start
of the pandemic, there were around 301 beds
and 193 specialists in intensive care.

Moreover, the government assumed control of
the transitional government. It delayed a long
time in making the arrangements to obtain re-
agents and equipment for RT-PCR and ventila-
tors, thereby making it very difficult to confront
this health crisis.

Scientific societies and medical associations
played an important role in formulating guide-
lines for the management of this pandemic. The
Bolivian Society of Urology did not overlook
an analysis of the needs of patients, and it set
about preparing a series of recommendations.

The first recommendation was social isolation,
handwashing, and use of facemasks, especially
during the first wave of the pandemic.

Another recommendation that was incorpo-
rated into the practice was the possibility of
developing Telemedicine programs, which
would allow patients to continue to be cared
for remotely, without the risk of infection. These
types of practices were quite efficient in private

institutions that had a tertiary health care lev-
el, which in contrast, are very limited in public
hospitals.

Patients were classified according to their pa-
thology based on risk groups. The following
were considered:

e True emergencies: Renal colic, renal ab-
scesses, urinary retention, Fournier’s gan-
grene (testicular torsion), penile fractures,
priapism, gross hematuria.

e Genuine Oncologic emergencies: Tu-
mors in different sites considered high
risk, orchiectomy.

e Related Oncologic emergencies: Prostate
biopsy, low and intermediate risk Pros-
tatectomies. The rest were considered
non-emergency for the patient. These
procedures were postponed or they were
referred to teleconsultation, where the
technology was available.

Teleconferences carried out with peer associa-
tions where experiences were shared contribut-
ed to strengthening the actions and reactions of
Urologists.

The Bolivian Society of Urology, (BSU), partici-
pated actively in these types of activities, which
resulted greatly in the exchange of views with
colleagues that were just exiting their first wave,
especially those from North America and Eu-
rope. These experiences gained served as ex-
perience in how to manage a completely new
disease about which little was understood.

We had to learn how to join medical education
platforms and to participate in highly demand-
ing educational activities through Webinars. As
members of the BSU, we participated in all of
the activities organized by the American Con-
federation of Urology (ACU), which since the
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start of the pandemic has conducted more than
15 webinars with topics that deal not only with
the COVID-19 pandemic, but also with updates
in different areas of expertise.

Regarding vaccination, in Bolivia, as in all
countries, more than one type of COVID-19
vaccine will be applied, since the demand is
greater than the speed to manufacture the vac-
cines. Moreover, vaccinations will be received
in various shipments: 1) through the COVAX
mechanism.” The first shipment will have 3%
of the doses necessary to cover the population
with two doses, and later on the rest will be in
stages until 61% is reached. 1) Through direct
bilateral purchases in several shipments begin-
ning in January and up until April.

COVAX is the acceleration mechanism for en-
suring equal and timely access to safe COVID
vaccines. It is managed globally by “the GAVI Al-
liance”, and the supplier for the Americas region
is the rotating fund of the Pan American Health
Organization (PAHO), [in Spanish: la OPS].

In accordance with the Vaccine Law, No. 3300,
vaccines are acquired safely and effectively, and
are prequalified through a rotating fund of the
PAHO, but since it concerns a global health cri-
sis in which the said mechanism is not available
to-date, COVID-19 vaccines will be acquired in
a complementary manner with approval from
more than a national regulatory authority.

The objective of the vaccination campaign is to
reach 61% of the total population (7,222,982
people), according to their risk and the recom-
mended ages for becoming immunized. We
estimate that we will achieve herd immunity
by September 2021. In the first phase, the most
vulnerable groups will be vaccinated, which rep-
resents 37.25% of the total population, of whom
are: Health care professionals (6.7%),® people
with an underlying disease (49.3%), and all oth-
er people 60 years and older (43.8%). In the sec-
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ond phase, people between the ages of 18 to 59
who are at high risk, represent 62.75%.°

It is estimated that the third wave will begin at
the end of May or the beginning of June 2021,
which is the beginning of Winter in our country.
The fatality rate will be determined by compli-
ance with the vaccination program and by its
ability to perform tests.

It is clear that we must achieve these objectives
in order to gradually return to normal, but we
must bear in mind that until we can achieve
what is planned, we must follow all biosecurity
measures.
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Cancer testicular durante la pandemia por COVID-19: del

diagnostic al tratamiento, puntos a considerar

Cristobal Diaz-Gomez, Edgar |. Bravo-Castro,* Maria F. Chein-Vazquez,? José Gadu Campos-Salcedo?®

Abstract

Although the severity of the COVID-19 illness and the risk of death appears to be
associated with older age, male sex, and preexisting comorbidities, cancer patients
often share these risk factors could pose additional risk. Furthermore, most treatments
in oncology cannot be postponed without compromising efficacy, especially for can-
cers with high cure rates, such as testicular germ cell tumors (GCTs). To date, GCT
remains one of the most curable solid cancers, even in cases of metastatic spread, with
approximately 95% of men surviving to 5 years, due to the exquisite sensitivity of these
cancers to chemotherapy based on cisplatin, with the highest cure rate for patients with
clinical stage I (ICS) exceeding 99%. Active surveillance, adjuvant chemotherapy, and
retroperitoneal lymphadenectomy (LRP) should be prioritized depending on the clinical
stage and hospital capacity.

KEYWORDS: Testicular germ cell tumors; COVID-19 pandemic; Hospital; Prognosis;
Ultrasound; Radical orchiectomy; Chemiotherapy; Retroperitoneal lymph node dis-
section; Adaptation.

Resumen

Aunque la gravedad de la enfermedad por COVID-19 y el riesgo de muerte parecen
asociarse con la edad avanzada, el género masculinoy las comorbilidades preexistentes,
los pacientes con cancer suelen compartir estos factores de riesgo y al mismo tiempo
pueden representar un riesgo adicional. Ademas, la mayor parte de los tratamientos
en oncologia no pueden posponerse porque se afecta su eficacia, especialmente para
neoplasias con altas tasas de curacién, como en sujetos con tumores testiculares de
células germinales. Hasta la fecha, el tumor testicular de células germinales sigue
siendo una de las neoplasias sélidas con mayor indice de curacién, incluso en casos de
metastasis, con aproximadamente 95% de supervivencia a 5 afios, debido a la eficacia
de la quimioterapia basada en cisplatino, principalmente en pacientes en estadio |
(ICS), superior al 99%. Con base en lo anterior, debe priorizarse la vigilancia activa,
quimioterapia adyuvante y linfadenectomia retroperitoneal (PRL), segin el estadio
clinico y la capacidad hospitalaria.

PALABRAS CLAVE: Tumores testiculares de células germinales; pandemia por COVID-19;
hospital; prondstico; ultrasonido; orquiectomia; quimoterapia; diseccién de ganglios
linfaticos retroperitoneales; adaptacion.
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On a global scale, life has been transformed
since March 2020 by the rapid spread of the
Coronavirus disease 2019 (COVID-19) caused
by Severe Acute Respiratory Syndrome Corona-
virus 2 (SARS-CoV-2). This has had significant
effects on patients, physicians, and health care
systems. Patients with COVID-19 and a histo-

ry of cancer are at significantly increased risk
of unfavorable outcomes,' with a severe CO-
VID-19 phenotype seen more frequently in old-
er men with comorbid conditions: a reflection
of a large proportion of patients with genitouri-
nary neoplasms.??

In response to the first wave of the pandemic,
health care systems rationed ventilators, oper-
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ating time, and personal protective equipment
because of the rapid spread of the virus. As
the pandemic has progressed, hospitals have
attempted to return to oncologic management
of patients; while many urology surgery proce-
dures can be safely delayed, urologic oncology
presents a particularly challenging dilemma.
Although the entire population is at risk, cancer
patients and those over age 60 are at increased
risk of significant morbidity and mortality if in-
fected with the virus. Many institutions have
published their surgery priorities, and a group
from the United States and Europe published
preliminary recommendations on the classifi-
cation of urology surgery.* The American Col-
lege of Surgeons (ACS) and the European Asso-
ciation of Urology (EAU) have published further
recommendations to guide appropriate treat-
ment delays.>®

Importantly, the impact of these treatment de-
lays has led to increased patient distress.”

Most governing bodies have recommended
continuing most oncology operations; however,
this placed urologic oncologists in the situation
of: 1) deciding which operations can be safely

2021; 36 (Supl. 1)

delayed versus those that should be performed,
2) making difficult treatment decisions at a
time of resource rationing, and 3) balancing
the risk of disease progression versus the risk
of COVID-19 infection (for the surgeon, the pa-
tient, and the health care system).”

We are facing a second wave of international
public health emergency, caused by a novel
coronavirus SARS-CoV-2. Up to February 22,
2021, a total of 111,419,939 confirmed cases
and 2,470,772 confirmed deaths were report-
ed in 223 countries, and in the Americas a
total of 49,587,660 confirmed cases Figure 1,
and 1,179,251 confirmed deaths, according to
World Health Organization (WHO) data.®

Testicular germ cell tumors (GCT) are the most
common solid organ cancer in men aged 15 to
44 years. Since it is identified and treated quick-
ly, the overall prognosis is excellent even after
late diagnosis.’

Actually, the European Association of Urology
(EAU),? the guidelines of the American Urologi-
cal Association (AUA),'?and the National Com-
prehensive Cancer Network (NCCN)," do not

Americas 49,587,660
Europe 37,812,908
Southeast Asia 13,390316
— -}

Fast Mediterranean 6,235,740
_

Africa 2,803,545

[ _J

Western Pacific 1,589,025

"
Apr 1

Source: World Health Organization
Data may be incomplete for current or week.

4 ST R
B e PNl iyt o ipprcessia i TR IR SR e

Jul 1 Oct 1 Jan 1

Figure 1. Confirmed cases in the Americas according to WHO.
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make specific considerations in terms of imme-
diate treatment or the impact of treatment delay
on outcome. Only, the EAU guidelines refer to
“early treatment”."?

However, it is generally assumed that delays in
diagnosis affect the stage of disease at onset and
thus the prognosis of the disease. Therefore, all
patients with suspected GCT are recommend-
ed to be seen urgently (within two weeks) by a
specialist."

Diagnosis

All patients with suspected GCT should have a
bilateral testicular ultrasound within 24 hours of
clinical examination. The physical examination
should include a head-to-toe examination of the
supraclavicular, cervical, axillary, and inguinal
lymph nodes, abdominal masses, and testes.

Like normally done outside any pandemic state,
serum tumor markers should be evaluated be-
fore and after orchiectomy.

Non-contrast-enhanced CT scan of the chest
and contrast-enhanced CT scan of the abdo-
men and pelvis should be done in patients with
a diagnosis of TC ideally before orchidectomy.
In case of iodine allergy or other limiting factors
perform MRI of the abdomen and pelvis. Ac-
cording to the EAU recommendations, if diag-
nostic imaging studies had not been performed
before orchidectomy, they may be postponed
awaiting pathology result, but not for more than
seven days."* Figure 2

Treatment

Radical orchiectomy should be performed as soon
as possible because it is an outpatient procedure
and will guide further treatment. EAU experts
consider orchidectomy a surgical emergency,
however, it may be postponed 2-3 days, as well as
the pathological examination of the testis.'

Figure 2. Testicular ultrasound showing a hetero-
geneous parenchyma with a cystic predominance
suggestive of a non-seminomatous germ cell tumor.

MRI of the brain (or brain CT if not available)
should be indicated on an emergency basis in
patients with central nervous system symptoms,
multiple lung metastases, high 3-hCG values, or
those in the poor-prognosis IGCCCG risk group.
MRI of the brain could eventually be postponed
until chest CT or marker results are available,
but then becomes an emergency.'

The National Cancer Database (NCDB), Ma-
cleod et al. found that most patients underwent
orchiectomy within several days of diagnosis,
an average delay of two days. Therefore, they
defined a delayed orchiectomy at 11 days from
presentation. However, the authors did not as-
sess whether orchiectomy delays were associ-
ated with pathological or survival outcomes.'

In patients with clinical stage | (CSI), active sur-
veillance (AS), rather than adjuvant therapy, is
standard treatment. AS should be offered to all
these patients with seminoma and low risk (no
lymphovascular invasion) non seminoma germ
cell tumors (NSGCT) provided they understand
the need to self-isolate. CSI seminoma or NS-
GCT patients not accepting active surveillance
need to be treated. They are considered high
priority and should be treated within 6 weeks
of histologic confirmation (High priority)."*1°
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Patients with clinical stage | or stage Il disease
should consider treatment options, including
primary retroperitoneal lymph node dissection.
For stage | tumors, surveillance is a feasible op-
tion during the pandemic, including for high-risk
patients. Similarly, patients with stage Il tumors
who may be amenable to retroperitoneal lymph
node dissection should receive guidance, and
their final decision about surgery may depend
on personal preference and hospital resources."”

We were unable to identify studies that evalu-
ated the impact of late RPLND for metastatic
GCTs. Surgery is rarely indicated for patients
with metastatic seminoma, and in today’s set-
ting, only imperative indications should be
considered. For patients with NSGCT, chemo-
therapy is usually the preferred initial approach.
Historically, NSGCT patients have masses with
< 1 cm after chemotherapy; however, the im-
pact of delaying post-chemotherapy RPLND for
masses larger than 1 cm is unknown.'®

For patients with advanced GCTs, data are lim-
ited. However, the association between timely
administration of standard chemotherapy and
the likelihood of cure is well known, as well as
for patients who undergo salvage therapy.

Despite the limited evidence, it is likely that pa-
tients with stage Il seminoma and some patients
with good prognosis NSGCT may be able to
delay systemic treatment at the peak of the pan-
demic when health care resources are limited.'®

Any significant delay (four to six months) in
the diagnosis of testicular cancer increased the
likelihood of metastatic disease, as 20% of pa-
tients with a delay of less than 30 days having
metastases compared with 55% of patients with
a delay of more than four months."”

2021; 36 (Supl. 1)

In the face of the pandemic, diminishing re-
sources in most health care facilities makes the
situation more critical, highlighting the crucial
need to find guidance for the pragmatic man-
agement of urology patients during the pan-
demic.®

On March 19, 2020, the British Association of
Urological Surgeons (BAUS) released a series of
valuable guidelines on the management of var-
ious urology patients, as service delivery may
need to deviate from the internationally accept-
ed standard of care during the COVID-19 pan-
demic.'® Table 1

This is the opinion of a large number of medical
experts involved in treating GCTs:"

1. Active surveillance should be the prefe-
rred option for patients with CSI semino-
ma.

2. Patients with CSI non-seminoma should
preferably be offered active surveillance re-
gardless of lymphovascular invasion status.

3. Chemotherapy should be suspended un-
til active COVID-19 infection has been
resolved or ruled out by highly accurate
molecular testing.

4. Due to the lack of data on increased
pulmonary toxicity in the event of CO-
VID-19 infection, bleomycin should not
be routinely omitted.

5. Patients with advanced GCT with good-

risk IGCCCG disease should not routi-
nely be treated with four cycles of EF.

https://doi.org/10.24245/bcmurol.v36iS1.5624
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Table 1. BAUS Guideline for Testicular Cancer

Clinical scenario

High-risk non-seminoma Active surveillance or single-cycle BEP chemotherapy
(as long as patient understands the requirement to
self-isolate)

6. Primary prophylaxis with GCSF during
cisplatin-based combination chemothe-
rapy should be considered in any patients
with advanced GCT receiving chemothe-
rapy, including BEP.

7. High-dose curative chemotherapy should
not be postponed or suspended. Conside-
ration of high-dose chemotherapy in the
context of the TIGER clinical trial should
be within the institutions’ trial capacity
and the activated COVID-19 pandemic
regulation.

8. Surgery, including resection of residual
tumor, should not be postponed.

CONCLUSIONS

Based on these data, patients with germ cell
tumors would likely benefit from minimal de-
lay and should be prioritized for diagnosis with
orchiectomy, which requires urgent care. Pri-
mary treatment for testicular cancer should not
be delayed, as the benefits of rapid outpatient
surgery outweigh the risks of prolonged che-
motherapy. Retroperitoneal lymph nodes can
be treated initially with a chemotherapy trial,
but this decision must be made with a multi-
disciplinary approach. Furthermore, the authors

Full Urology service

Reduced Urology service

Active surveillance

are of the opinion that RPLND should not be
delayed in those after an initial chemotherapy
trial with NSGCTs and a residual mass given the
possibility of a teratoma.

Patients who are candidates for chemothera-
py, surgery, or surveillance for stage Il disease
should be prioritized. However, all recommen-
dations should be adapted to local health prior-
ities, keeping in mind that most of these patients
are at low risk of serious COVID-19 infection.
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a conocer trabajos de investigacién relacionados princi-
palmente con la urologia y areas afines. Lo anterior incluye
investigacion en nefrologia, endocrinologia (metabolismo
mineral, patologia suprarrenal), metodologia de la investi-
gacion y epidemiologia.

El envio de articulos a la revista es exclusivamente via
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sionporpares.com/index.php/BCMUTrol/login

En el enlace, el autor encargado del envio del manuscrito
deberd registrarse para poder completar el proceso.
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2. Preparacion del manuscrito

Antes de enviar su manuscrito al Boletin del Colegio
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de interés, consentimientos en caso de ser necesario) y
referencias.

3. Titulo
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4. Autorias
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Este apartado deberd aparecer antes de las referencias en
todos los manuscritos enviados excepto en los casos clini-
cos o cartas al editor.

Conflicto de interés

En caso de que exista algin tipo de conflicto de interés
(participacion de empresas con fines comerciales o finan-
cieros) los autores deberdn especificar los detalles del mis-
mo. En caso contrario se deberd colocar la frase siguiente:

“Los autores declaran que no existe conflicto de interés”

Esta seccion deberd se anotada después de la seccién de
contribuciones y antes de las referencias.

Agradecimientos (opcionales):

En caso de ser incluidos, deberdn aparecer después del
conflicto de interés y antes de las referencias.

5. Tipos de manuscrito

5.1 Articulos originales

Este tipo de manuscritos deberan ser ideas originales y li-
bres de plagio. En caso de que los revisores detecten algin
tipo de plagio o contenido no citado o copia textual,
seran rechazados para su publicacion en el Boletin del
Colegio Mexicano de Urologia. Los manuscritos originales
no deberdn superar las 2500 palabras, excluyendo tablas,
resumen y referencias. El formato deberd ser el siguiente:
resumen, introduccién, material y métodos, resultados, dis-
cusion y conclusiones.

Resumen: el resumen del manuscrito debera ser de
maximo 250 palabras divididas en: objetivo, ma-
terial 'y métodos, resultados y conclusién. El resu-
men deberd estar en espafiol e inglés y no debe llevar
referencias. Se recomienda no utilizar abreviaturas. Se
deberd incluir 3 a 5 palabras clave en espafiol e inglés.

Introduccién: La introduccion del manuscrito debera
ser concisa y con informacion sustentada en la biblio-
graffa. Se recomienda que la ultima frase de la intro-
duccién mencione el objetivo principal de la investi-
gacion.

Material y métodos: en esta seccién se debera incluir
el disefio de estudio, el periodo de tiempo y el lugar
donde se realizé el estudio, ademds del permiso de las
autoridades sanitarias o Comité de Etica que autorizé la
investigacion. En caso de ensayos clinicos serd necesa-
rio indicar el nimero de registro.

Es importante mencionar las variables del estudio (de-
pendientes e independientes) y la forma en que se de-
termind la muestra.

Se debe incluir el tipo de analisis estadistico utilizado y
los programas de computo empleados. Ejemplo:

“los datos fueron procesados con Excel® (Microsoft,
Redmond, WA, USA) y Epilnfo version 7.2.4 (Centers
for Disease Control and Prevention, Atlanta, GA, USA)”

En esta seccién se debera especificar si fue necesario el
uso de consentimiento informado.

En caso de experimentos se podrd hacer un apartado en
donde se mencionen los métodos utilizados. Ejemplos:

1. “Urine samples were collected; then, each sample
was centrifuged at 2,000 rpm for 5 min. The pellet
was washed three times with PBS and resuspended
in PBS buffer added to Fc Receptor Blocking Solu-
tion® (BioLegend, San Diego, CA, USA). Afterward,
the cells were incubated with antihuman TREM-1-
PE® (phycoerythrin) (R&D Systems, Minneapolis,
MN, USA) for 30 min at room temperature.”

2. “Urine samples were transported to the laboratory
and were processed for the determination of pes-
ticides with the HPLC/MS/MS (high-performance
liquid chromatography coupled with tandem mass
spectrometry) method with Agilent Technologies®
Model 1200 equipment for HPLC and Model
6430B for MS/MS spectrometry.”

Resultados: esta seccion podra tener subdivisiones. En
caso de presentar tablas o figuras, deberdn ser men-
cionadas e incluidas en el texto. Las tablas deben ser
usadas como una herramienta para resumir los datos,
por lo que se recomienda no describir a detalle las ta-
blas en el texto y solo sefalar lo mas trascendental de la
tabla. Todas las tablas y figuras deberan ser numeradas
y contar con titulo. El nimero de tablas o figuras esta
limitado a un maximo de seis.

Discusion: en este apartado es necesario que se cu-
bran los hallazgos clave de su investigacion. Se sugiere
resaltar datos novedosos y comparar los resultados ob-
tenidos con otras investigaciones. También sugerimos
agregar un parrafo en donde se mencionen las fortale-
zas y debilidades del estudio. Se invita a los autores a
que en este apartado de su trabajo se realice un andlisis
extenso de los resultados obtenidos para hacer reflexio-
nar a los lectores de manera critica sobre el tema. Es
importante también cuestionar sobre lo investigado y
generar nuevas hipdtesis para futuras investigaciones
sobre el tema cuando esto sea posible.

Conclusiones: esta seccién debera contener los co-
mentarios propios de los autores destacando los puntos
mas relevantes de su trabajo. En esta seccion no se de-
bera incluir referencias.



Referencias: El numero de referencias no debera ex-
ceder de 25. Las referencias deberdn ser indicadas en
superindice en el texto y en orden numérico. El for-
mato para las referencias es exclusivamente en AMA
(American Medical Association). Deberan enlistarse de
acuerdo con el orden en el texto. El formato AMA se
puede copiar directamente de PubMed y en caso de
que la referencia no se encuentre en esta base de datos,
existen varias herramientas en linea para dar formato a
las referencias. Se invita a los autores a seguir esta regla
al pie de la letra ya que la mayor parte de los trabajos
no aceptados o devueltos para revisién es por falta
de formato adecuado y orden de las referencias.

5.2 Casos clinicos

La presentacién de los casos clinicos debera ser puntual y
concisa. Para este tipo de envios el nimero de autores no
podrd ser mayor a cinco. Los casos clinicos estan limitados
a 1000 palabras (excluyendo resumen, tablas, figuras y bi-
bliograffa). Las citas bibliograficas deben contar con infor-
macion actualizada de no mds de cuatro afios y limitada a
cinco referencias.

Resumen: el resumen se debe presentar en espafol e
ingles. Debe presentarse en un solo pérrafo sin seccio-
nes. El resumen debera presentar los detalles de la en-
fermedad que se presentard en el caso clinico y evitar
agregar los datos del caso en particular. Ejemplo:

Los tumores neuroendocrinos primarios o carcinoi-
des del testiculo son una entidad rara que se pre-
sentan en menos del 1% de las neoplasias testicu-
lares. Clinicamente se caracterizan por ser masas
testiculares con o sin dolor. En esta estirpe se debe
realizar inmunohistoquimica para llegar al diag-
ndstico definitivo, siendo principalmente positivos
para cromogranina, sinaptofisina y citoqueratina.
La orquiectomia radical es el tratamiento de elec-
cion. Las terapias adyuvantes no han mostrado
utilidad, aunque la quimioterapia y la radioterapia
adyuvante se han utilizado en casos metastasicos.

Introduccién: La introduccion del manuscrito deberd ser
concisa y con informacién sustentada en la bibliografia. Se
recomienda que la Gltima frase de la introduccién mencio-
ne el objetivo principal de la investigacion.

Presentacion del caso: en esta seccién se presentaran los
datos mas relevantes de la historia clinica del paciente. Es
importante solo agregar los datos que son trascendentes
para la presentacién del caso y no una historia clinica
completa. Los resultados de laboratorio se deben presen-
tar con las unidades de medicién de forma adecuada. El
prondstico y los resultados finales del caso deben estar
en esta seccién y evitar repetirlo en la discusién. En caso
de incluir tablas o figuras, el nimero esta limitado a un
maximo de tres.

Discusion: es necesario que en esta seccion los autores rea-
licen un andlisis de la trascendencia del caso y utilizar la bi-
bliograffa como soporte de la informacién que se presenta.
Los casos clinicos no llevan seccion de conclusiones por
lo que los autores podran incluirlas en el dltimo parrafo
de la discusion.

Referencias: El nimero de referencias no deberd exceder
de cinco. Las referencias deberan ser indicadas en superin-
dice en el texto y en orden numérico. El formato para las
referencias es exclusivamente en AMA (American Medical
Association). Deberan enlistarse de acuerdo con el orden
en el texto.

6. Tablas

El formato de las tablas deberd ser en Word o Excel® (Mi-
crosoft, Redmond, WA, USA). Las tablas se deben incluir en
el texto con un titulo y pie de tabla sefialando el significado
de las abreviaciones o el método estadistico por ejemplo
para el calculo de la p. Ejemplo:

Table 1. Arithmetic mean differences between study
variables

Age in years 45.7 (14.15)
FemaleMale 43.3 0.003
49.1
Height (meters) 1.63 (0.09)
FemaleMale 1.57 (0.06) > 0.05
1.70 (0.07)
Weight (kg) 75.5 (15.0)
FemaleMale 70.8 (15.3) >0.001
81.5 (12.5)
BMI 30.4 (5.1)
FemaleMale 32.5(6.1) >0.05
27.6 (3.6)
Stone size (cm3) 3.1(2.3)
FemaleMale 3.1(2.5) >0.05
3.0 (2.4)
Essence (HU) 928 (366)
FemaleMale 906 (392) >0.05
954 (337)

SD: Standard deviation; BMI: Body Mass Index; HU: Houns-
field Units
*Mann Whitney U test

En caso de que las tablas contengan informacién obtenida
de algin articulo, esta debera llevar agregada la cita bi-
bliografica.

El nimero de tablas o figuras esta limitada a seis en articu-
los originales y a tres en casos clinicos.
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7. Figuras

Las figuras o imagenes seran aceptadas en formatos comu-
nes como TIFF, JPEG, PDF y EPS. La resolucion de las an-
teriores debe ser de al menos 1000 pixeles o resolucion de
300 dpi o mayor. Cada figura debe ser mencionada en el
texto e incluida en el mismo, siempre numerada y con la
descripcion del contenido. Ejemplo:

Figure 5. Histological section (40x) H&E. The neoplasm
shows epithelial cells showing and areas with eosinophilic
cytoplasm and ovoid vesicular nuclei.

El nimero de tablas o figuras esta limitada a seis en articu-
los originales y a tres en casos clinicos.

8. Formato de las referencias

Como ya se ha mencionado en apartados previos, las re-
ferencias deberdn colocarse en el texto en superindice y
en estricto orden numérico. Es importante evitar colocarlas
entre paréntesis o corchetes. La seccion de referencias es

la parte final del manuscrito y es obligatorio que el orden
de las referencias sea de acuerdo con su aparicién en el
texto. El formato es estrictamente AMA (American Medical
Association). Ejemplos:

Articulos:

1. Murillo-GarzénV, Kypta R. WNT signalling in pros-
tate cancer. Nat Rev Urol. 2017;14(11):683-696.
doi:10.1038/nrurol.2017.144

2. Schweizer L, Rizzo CA, Spires TE, et al. The andro-
gen receptor can signal through Wnt/beta-Cate-
nin in prostate cancer cells as an adaptation me-
chanism to castration levels of androgens.
BMC Cell Biol. 2008;9:4. Published 2008 Jan 24.
doi:10.1186/1471-2121-9-4

3. Ranasinghe W, Shapiro DD, Zhang M, et al. Op-
timizing the diagnosis and management of ductal
prostate cancer [published online ahead of print,
2021 Apr 6]. Nat Rev Urol. 2021;10.1038/s41585-
021-00447-3. doi:10.1038/s41585-021-00447-3

Para citar libros, sitios de internet u otras fuentes de infor-
macién sugerimos visitar el sitio “AMA Manual of Style 11t
Edition”: www.amamanualofstyle.com

9. Material suplementario (opcional)

Los autores podran agregar un apartado de material suple-
mentario en donde se puede ofrecer a los lectores la base
de datos de donde se obtuvo la informacién. Esto puede
limitarse debido a las normas y estatutos institucionales.

10. Plagio

El Boletin del Colegio Mexicano de Urologia como 6rgano
de difusion cientifica del Colegio Mexicano de Urologia Na-
cional A.C. estd en contra de todo tipo de plagio. En caso de
detectar manuscritos con datos plagiados o no citados de for-
ma adecuada, sera motivo de rechazo para su publicacién.
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Normas para los autores

CESION DE DERECHOS DE AUTOR

Los abajo firmantes estamos conformes con lo mencionado en los incisos, como en el tipo de
crédito asignado en este articulo:

e TITULO DEL ARTICULO:

® NOMBRE COMPLETO DE AUTOR O AUTORES:

® LOS AUTORES ASEGURAN QUE SE TRATA DE UN TRABAJO ORIGINAL, QUE NO HA SIDO PREVIAMENTE PUBLICADO
NI ENVIADO PARA SU PUBLICACION. MANIFIESTAN QUE NO EXISITE CONFLICTO DE INTERESES CON OTRAS INSTANCIAS
PUBLICAS O PRIVADAS.

® LOS AUTORES ESTAN DE ACUERDO EN QUE SU TEXTO SEA CORREGIDO DE ACUERDO CON EL CRITERIO DEL EDITOR Y
EN CEDER SUS DERECHOS DE PUBLICACION AL BOLETIN DEL COLEGIO MEXICANO DE UROLOGIA.

® ACEPTO LOS TERMINOS Y ME COMPROMETO EN MI NOMBRE Y EN EL DE LOS COAUTORES:

LUGAR: FECHA:

NOTA IMPORTANTE

Los autores deben estar de acuerdo en que los articulos aceptados para la publicacién seran
objeto de una revision editorial (sintaxis y ortografia) para adaptarlos al estilo propio de la
revista, descrito en las normas para los autores.




