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The global coronavirus (COVID-19) pandemic presents a unique situation whereby governing bodies seek to
balance the risks of deferring treatment with the preservation of hospital resources. Like most of the world, elective
surgery for certain cancers have come to a virtual standstill in preparation for the potential need for emergency beds
and equipment. The treatment for prostate cancer has been one of the fields that has seen a large amount of change
to its triage system. For the moment, there are no widely accepted ‘COVID-19 era’ management guidelines for
patients with prostate cancer. Hospitals have formed guidelines which take into account their own resources and
availabilities. Many difficult decisions need to be made on a case by case basis, bearing in mind hospital capabilities,
disease risk, patient factors and of course patients’ mental health and anxiety.

Radical prostatectomy is usually reserved for localized prostate cancer. It requires the use of an anaesthetic machine
which contains a ventilator, personal protective equipment, hospital beds and healthcare workers. Furthermore, the
patient will also use a hospital room postoperatively and in the worst circumstance may even need ICU admission.
All relevant considerations in these times. Understandably, most hospitals have decreased the number of radical
prostatectomies performed every week. This has made triaging particularly difficult given its high demand. Here we
review the evidence for the safety of delayed radical prostatectomies and explore the role of androgen deprivation
therapy (ADT) in this unprecedented situation.

Delayed treatment of favorable risk prostate cancer has been a widely discussed topic in urology during the rise of
active surveillance over the last decade. Research has centered around balancing the high rates of adverse outcomes
from treatment and the potential risk of progression of disease.

Several studies have shown that low risk prostate cancer can be safely monitored without intervention which
should continue even during the COVID-19 pandemic. The PRIAS group recruited 5302 men across 18 countries
to be included in their prospective active surveillance study. Initially, only low risk disease was included (Gleason
score 3+3, stage not higher than cT2c, PSA 10 ng/ml, two or fewer cores positive for PCa, PSA density 0.2 ng/ml
per cubic centimetre), but from 2012 favorable intermediate risk disease (Gleason score 3+4 [<10%], stage not
higher than cT2c, PSA 10 ng/ml, two or fewer cores positive for PCa, PSA density 0.2 ng/ml per cubic centimetre)
was added to the analysis. A 10-year follow-up study published in 2016 found that prostate specific mortality
rates of all men was <1% [1]. Klotz et al. showed a 1.5% rate of prostate cancer specific death and 2.8% rate of
developing metastatic disease in a Toronto study of 819 men with low risk disease on active surveillance at 15 years
of follow-up [2]. Tosoian et al. studied 1298 men with very low and low risk disease (clinical stage ≤T2a, PSA
<10 ng/ml, and Gleason score ≤6). These authors found cancer specific survival and metastatic free survival rates
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of 99.9% and 99.4% at 15 years of active surveillance [3]. Overall this is compelling evidence demonstrating the
safety of long-term active surveillance for very low, low and favorable intermediate risk prostate cancer.

Localized unfavorable intermediate risk and high risk cancers pose a different challenge. If the patient has
more than 10 years life expectancy, then studies have shown benefits in mortality when receiving either radical
prostatectomy or radiation therapy and ADT compared with watchful waiting [4,5]. In normal circumstances, high
volumes of patients are already on a radical prostatectomy waiting list. Median wait times have been reported in
some centers at 91 days [6]. COVID-19 will force waiting lists to become more congested. Fortunately, being an
indolent disease, prolonged delays in surgery can be carried out safely.

Fossati et al. studied 4156 men who received a radical prostatectomy from 2006–2012. They looked for a
correlation between time from prostate cancer diagnosis to surgical treatment and postoperative biochemical
recurrence (BCR) and clinical recurrence. Of the patients studied, 35%, 50%, and 15% of patients were affected
by low, intermediate and high-risk prostate cancer respectively. The authors found that time from diagnosis to
treatment was significantly associated with an increased risk of BCR and clinical recurrence in high risk patients only.
They were able to estimate that the risk of BCR and CR only becomes clinically significant at around 12 months
after diagnosis [7]. Of note, Boorjian et al. found similar results. Their study of 3149 men found that time to radical
prostatectomy was not a predictor of BCR even in the high risk group of up to 12 months [8]. O’Callaghan et al. also
found no significant association with delay to treatment and prostate cancer specific mortality when analysing all
risk groups [9]. Other reports have found results both in line with the above [10–15] or contradicting these results [16].
However, these studies were either only analysed one category of risk or split time as a dichotomous variable (ie.,
<31 days compared with >70 days, <60 days compared with >60 days, <2.5 months or >2.5 months and
<6 months compared with >6 months). Despite the delay in treatment in the studies above, ADT was not utilized
in these cohorts to stop disease progression.

Despite having a role in radiotherapy, neoadjuvant ADT is not recommended in guidelines for patients un-
dergoing radical prostatectomy [17]. A systematic review by Kumar et al. found that neoadjuvant ADT for radical
prostatectomy did show significant reduction in positive margin rates, lymph node involvement, pathological stag-
ing and organ confined rates but did not improve overall survival and disease free survival [18]. Moreover, treatment
with ADT substantially increases risk of cardiovascular, metabolic, musculoskeletal, neurological, reproductive and
psychological conditions [19].

As communities around the world work to ‘flatten the curve’ of the deadly COVID-19, many groups are
also dedicated to planning the pathway out. For prostate cancer, urology teams will need to manage an already
overcrowded list of patients needing radical prostatectomies. Healthcare workers will be working hard to efficiently
prioritize the outstanding cases. Some difficult conversations may need to be had. Fortunately, the literature
demonstrates that delays of up to 12 months with no ADT are not associated with adverse outcomes postoperatively
for all categories of localized prostate cancer. The recently published European Association of Urology guidelines
reflect this by recommending postponement of radical prostatectomy until after the pandemic without use of
ADT [20]. We remain optimistic about gaining ascendancy against COVID-19 and working toward the timely
management of prostate cancer.
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