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On 26 February 2020, the first case COVID-19 was confirmed in Greece and on 11 March 2020, the World 
Health Organization declared a pandemic. Health service systems applied significant changes to maintain 

essential health services delivery and mitigate the risk of collapse.(1) The hospitals reduced inpatient and outpatient 
workflow and canceled or suspended all non-emergent and routine surgical procedures. However, these decisions 
have consequences that are not yet fully understood, and more research is needed to shed light on this field. 
Urologic services on our hospital have also been affected since the outbreak of pandemic. All the minor elective 
cases done under local anesthesia (cystoscopies, prostate biopsies, and urodynamics) were deferred for the period 
between mid-March- April 2020.The decision to operate was made only for emergency cases and high risk for 
progression cancer cases. Some of the emergency procedures which required surgical management were hematuria 
patients who did not improve despite conservative measures, acute scrotum, renal colic intractable to intravenous 
pain relief, urosepsis with ureter obstruction and ureter obstruction with renal deterioration and nephrectomy due 
to renal abscess. Female patients or males without big prostate who required insertion of a double J stent, we opted 
to treat them under local anesthesia. In other cases with anticipated intraoperative difficulty e.g. impacted stones, 
we elected to perform them under intravenous sedation or formal anesthesia. All the emergency percutaneous ne-
phrostomies for renal decompression were placed under local anesthesia. 
Elective cancer cases with high risk for stage progression were directly proceed to surgical treatment. During 
the pandemic, we treated two cases with upper tract urothelial cancer (cT1, high grade), one patient with mus-
cle-invasive bladder cancer with radical cystectomy after neoadjuvant chemotherapy, two cases of prostate cancer 
with Gleason score 7 (4+3) who could not undergo external beam radiation therapy. All renal and ureteric stone 
cases were completely canceled after counseling. Patients with already double J in place and risk of encrustation 
exchange, were rescheduled for double j exchange under local anesthesia. The same policy was followed for all 
patients with BPH, cases requiring anti-incontinence and pelvic prolapse surgery. Prostate biopsy was performed 
only in cases with high PSA and risk for metastatic disease. The number of elective operations was dropped down 
by 53%, 65%, and 43% in March, April, and May 2020 respectively in comparison with the same months in 2019. 
The most affected month during the acute COVID period was April 2020. 65% of the cases performed in March 
and April 2020 were for urological cancer. Our surgical list had a waiting time of 6-8 weeks before the pandemic 
and now the waiting time has expanded to 12 weeks. The cases performed from May since mid-April were not 
screened for COVID-19 and fortunately, we did not have adverse events in our department. Since then, the policy 
has changed, and we follow the pathway presented in Figure 1. In surgical emergency cases e.g. in a young patient 
with testicular torsion, we always take a nasopharyngeal and rhinopharyngeal swab for COVID-19 before we pro-
ceed to the operation. Acute urological visits were reduced in March, April, and May 2020 in comparison to 2019: 
The drop was 35%, 57% and 23% respectively. Acute urological admissions were reduced by 16%, 51%, and 10% 
respectively. There was a reduction of acute febrile urinary infections by 33%, 50%, and 14% respectively. Admis-
sions for other diseases e.g. renal colic or hematuria were less affected. This drop was possible twofold: Measures 
applied by the Greek Government (quarantine and travel bans) and self-isolation due to fear of contamination from 
SARS-CoV-2 at the hospital, decreased human contacts, activities and hospital visits. 
Outpatient clinics were completely cancelled on March and April and restarted on May only on their half of the 
usual capacity (8 booked cases three times per week). A major drawback for our hospital is that it has not adopted 
yet telecommunication technology to perform virtual visits via telecommunication or phone appointments. Howev-
er, a small number of highly motivated patients who are already seen in our clinic mostly with prostate cancer or af-
ter transurethral surgery, were counseled personally by the physicians via email, mobile applications such as Viber 
and messenger or by phone. Patients already on maintenance bladder instillations for high-risk non-muscle-inva-
sive bladder cancer had continued them. Treatment for new cases was deferred for 2-3 weeks. The schedule in the 
department of chemotherapy was extended from once to 3 times per week to avoid overcrowding. However, all re-
ceived written instructions for social distancing and personal protective measures. Currently, we follow the GOR-
RG guidelines and operate on intermediate-priority patients with a capacity of 75% as we are not now in COVID 
surge.2 Finally, our region has been largely unaffected by the pandemic with only seven cases of COVID-19 since 
the outbreak in the country. Also, our hospital during this pandemic is a “cold hospital”. COVID-19 patients who 
require admission are transferred to a referral hospital. There are advantages to this policy as it conserves personnel 
protective equipment and services for heavily affected areas of the country and allows the hospital to continue at 
least a minimum number of cases without interruption. The long-term implications of the reduction in urological 
services are currently unknown. This pandemic prevents many patients from accessing timely and necessary sur-
gery resulting in unpredictable negative repercussions on their chances of being effectively treated.3 For exam-
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ple patients, with stent dwelling times more than one 
month who undergo ureteroscopy, have a higher chance 
of postoperative sepsis (4.9%-9.2%).4 Regarding out-
patient visits we expect a demand for telehealth services 
in the future. Telehealth logistics should be developed 
and deployed promptly, including the necessary train-
ing, staffing, and workflow, all with minimal disruption 
or resistance.5-6 Special consideration should be giv-
en to the tradeoff of resource utilization between sur-
gery and non-operative management.7 Surgical leaders 
should develop frameworks to help decision making 
for elective surgery as available information continues 
to evolve. Prevention, control, and countermeasures 
against the COVID-19 are also important in the urolo-
gy department.3 It is obvious that healthcare providers 
should adopt a new healthcare model.
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Figure 1. Pathway for elective cases in era of COVID-19 in our department.
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