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LETTER TO THE EDITOR

Neuro‐Urology during the COVID‐19 pandemic:
Triage and priority of treatments
BACKGROUND
The need to postpone all elective medical activities
(consultations and elective surgery) has emerged due to
the experiences of some Italian regions during the current coronavirus disease‐2019 (COVID‐19) pandemic. In
fact, these activities may expose not only patients but also
health workers to an increased risk of infection. Even
though all screening measures are applied, as well as
adherence to individual behavioral principles, the risk of
contracting an infection by coming to the Hospital
remains high.
All emergency procedures including unpostponable
oncological treatments were excluded from these limitations, leaving some health care professionals feeling that
the particularities of certain disorders and the potential
harmful implications of putting them in “standby” had
not been fully addressed, which is justified by the
unexpected severity of this sanitary crisis.1‐3
Indeed, these unprecedented times have put
enormous pressure on both our professional and personal lives. With this in mind, we must look after patients with COVID‐19 while continuing to provide
ongoing care for our existing patients. From our point of
view the correct way to manage this situation would be
to advocate for a change in perspective, adopting an
asymmetrical approach: focusing on our patients' special needs, but never neglecting the major community
interest.

PROPOSAL OF TREATMENT
MANAGEMENT IN
NEURO‐UROLOGICAL PATIENTS
In this context, the Neuro‐Urology Commission of the
Italian Society of Urodynamics with the support of the
Italian Continence Foundation is urging a reconsideration of the emerging problems connected with managing
neuro‐urological patients, and suggests steps to ensure
continuous care during this pandemic period.4 This paper
is mainly based on expert opinions, taking into
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consideration local protocols and lack of health care
resources. Due to time constraints, a rigorous consensus
was not possible, but an endorsement was requested from
the International Continence Society board as we
undoubtedly believe it will be helpful to the entire community to safeguard both health care professionals and
patients.
We have therefore decided:
1. To ascertain procedural steps that could serve as a
temporary solution, during the pandemic period,
aimed at minimizing complications based on different
neuro‐urological patterns
2. To define priority and timing for diagnosis and interventional procedures based on the different resources
of the centers (Spinal Unit vs Functional Urology
Centre) compared with the individual patient risks
(type of neurological burden, type of dysfunction, and
comorbidities) in the transition period concluding the
pandemic crisis, and also once regular activity gradually resumes
To fulfill the abovementioned proposals the following
steps, have to be considered:
A great heterogeneity exists within our National
Health Systems between the various referral centers for
neuro‐urological patients: (a) in‐person visits have been
restricted to nondeferrable out‐patients after telephone
screening; (b) video or telephone consultations, performed according to local privacy laws, have been undertaken everywhere.5 This approach: would avoid
sudden interruption in follow‐ups, and would have the
benefit of offering some psychological support to a
population which is under substantial stress; second, it
would allow the possibility to identify medical matters
that may qualify for urgent management or define a
priority list of treatments to be performed once restrictions have been lifted, so as not to waste precious time
once “normal activity” resumes.
Investigation procedures must be limited to:
1. Undeferrable/urgent conditions.
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2. Selected in‐patients where the lack of a proper diagnosis and treatment could delay a patient's recovery
and subsequent discharge.
Subsequently, priority criteria should take into consideration the type of admission (in or outpatient) and
evaluation (first diagnosis or follow‐ups), besides the
individual neuro‐urological conditions, risk of complications and comorbidities. Meanwhile, noninvasive
urodynamic measures such as keeping a bladder diary
should be encouraged of all patients via a dedicated
institutional email account or other possible methods
according to local advisories. If indicated, teleprescription of antimuscarinics or other drugs should be done.
Areas where pharmacological treatments cannot be
prescribed electronically should be supported by a local
urologist or general practitioner. Urological care would
continue to be provided to in‐patients with neurological
issues (eg, within the Spinal Unit) ensuing adequate
bladder rehabilitation programs with avoidance of
deferrable invasive procedures.
It must be clear that we are acting in an emergency,
comparable in some ways to a war context. In this
situation the right balance has to be taken into account
on a local basis between:
• Urgency of the procedure.
• Risks of contagion.
• Accessibility to anesthesiological assistance as well as
to health care units and other postoperative care.
• The lack of resources due to the demands of patients
with COVID‐19.
The aim of this document is not to serve as a guideline but rather as suggestions to assist practitioners who
might be unsure how to prioritize neuro‐urological adult
patients. The indications of maximum time limit are
based on clinical practice and may be lower if the local
epidemiological situation permits it. Giving a postepidemic time priority should help practitioners organize
access to the operating theater when activity slowly
resumes (see Table 1).

ACKNOWLEDGMENTS
This document would have been impossible without
the support of all the members of the Neuro‐Urology
commission of the Italian Urodynamic Society.
Finally, we thank the Neuro‐Urology Promotion
Committee of the International Continence Society
and Drs Rizwan Hamid, Sanjay Sinha, Ryuji Sakakibara, Magdy M Hassouna, Charalampos Kostantinidis,

LETTER TO THE EDITOR

and Pierre M Denys for the valuable feedback and peer
review.
Stefania Musco1
Giulio Del Popolo1
Marcello Lamartina2
Achim Herms3
Julien Renard4
Alberto Manassero5
Emmanuel Chartier‐Kastler6
David Castro‐Diaz7
Marco Soligo8
1

Department of Neuro‐Urology, Azienda Ospedaliera‐
Universitaria Careggi, Firenze, Italy
2
Urology Unit, Casa di Cura Candela, Palermo, Italy
3
Department of Urology, SüdtirolerSanitätsbetrieb Azienda
Sanitaria dell' Alto Adige Azienda Sanitera de Sudtirol,
Brixen/Bressanone, Italy
4
Division of Urology, Geneva University Hospital,
Geneva, Switzerland
5
Department of Neurourology, CTO – Unità Spinale, Città
della Salute e della Scienza di Torino, Torino, Italy
6
Department of Urology, Pitié‐Salpêtrière Academic
Hospital, Assistance Publique‐Hôpitaux de Paris, Sorbonne
Université, Paris, France
7
Department of Urology, Complejo Hospitalario
Universitario de Canarias, Tenerife, Spain, Tenerife, Spain
8
Department of Obstetrics and Gynecology, Buzzi Hospital,
ASST FBF Sacco, University of Milan,
Milan, Italy
Correspondence
Stefania Musco, Department of Neuro‐Urology,
Azienda Ospedaliera‐Universitaria Careggi, Largo Palagi
1 – 50139 Firenze, Italy.
Email: stefaniamusco@hotmail.com
On behalf of the Italian Urodynamic Society (SIUD) and
the International continence Society (ICS)
ORCID
Stefania Musco
http://orcid.org/0000-0001-5844-5684
Marco Soligo
https://orcid.org/0000-0003-4586-3195
RE FER E NCES
1. Simonato A, Giannarini G, Abrate A, et al. Pathways for
urology patients during the COVID‐19 pandemic. Minerva Urol
Nefrol. 2020;72(3):376‐383.
2. Katz EG, Stensland KD, Mandeville JA, et al. Triaging office‐
based urologic procedures during the COVID‐19 pandemic.
J Urol. 2020;204:9‐10.

LETTER TO THE EDITOR

3. Stensland KD, Morgan TM, Moinzadeh A, et al. Considerations
in the triage of urologic surgery during the Covid‐19 pandemic.
EurUrol. 2020;77:663‐666.
4. Triage Neuro‐Urologico e priorità di trattamento in pandemia.
Commissione Neuro‐Urologia SIUD. [Internet]. https://www.

|

2015

siud.it/wp-content/uploads/2020/04/Triage-Neuro-Urologico2020.pdf. Accessed July 16, 2020.
5. Gadzinski AJ, Gore JL, Ellimoottil C, Odisho AY, Watts KL.
Implementing telemedicine in response to the 2020 COVID‐19
pandemic. J Urol. 2020;204:14‐16.

