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Abstract

Objectives: To develop an international consensus on managing penile cancer patients during the COVID-19 acute waves. A major con-

cern for patients with penile cancer during the coronavirus disease 2019 (COVID-19) pandemic is how the enforced safety measures will

affect their disease management. Delays in diagnosis and treatment initiation may have an impact on the extent of the primary lesion as

well as the cancer-specific survival because of the development and progression of inguinal lymph node metastases.
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Materials and methods: A review of the COVID-19 literature was conducted in conjunction with analysis of current international

guidelines on the management of penile cancer. Results were presented to an international panel of experts on penile cancer and infection

control by a virtual accelerated Delphi process using 4 survey rounds. Consensus opinion was defined as an agreement of ≥80%, which was

used to reconfigure management pathways for penile cancer.

Results: Limited evidence is available for delaying penile cancer management. The consensus rate of agreement was 100% that penile

cancer pathways should be reconfigured, and measures should be developed to prevent perioperative nosocomial transmission of COVID-

19. The panel also reached a consensus on several statements aimed at reconfiguring the management of penile cancer patients during the

COVID-19 pandemic.

Conclusions: The international consensus panel proposed a framework for the diagnostic and invasive therapeutic procedures for penile

cancer within a low-risk environment for COVID-19. � 2020 Published by Elsevier Inc.
Keywords: COVID-19; Delphi study; Pandemic; Penile cancer
1. Introduction

The coronavirus disease 2019 (COVID-19) pandemic

has had a major impact on healthcare pathways and deliv-

ery, including the onset of unavoidable delays in managing

patients with aggressive cancers [1]. This population

includes rare cancers such as penile cancer, for which

patients typically present late in the course of the disease

due to patient embarrassment or misdiagnosis [2,3].

Delaying penile cancer treatment can lead to disease pro-

gression of the primary tumor [4,5] such that organ-sparing

surgery may no longer be feasible [6]; similarly, the devel-

opment of metastatic disease in the inguinal lymph nodes

has an impact on cancer specific survival [7−10]. To miti-

gate the health risks to patients because of the reconfigura-

tion of services during the COVID-19 pandemic,

prioritization of patients with time-critical cancers has been

proposed [11]. An additional challenge to delivery is the

need to protect both patients and healthcare workers from

severe acute respiratory syndrome coronavirus 2 (SARS-

CoV-2) infection [12]. Given the current focus on more

common time-critical malignancies, rare cancers such as

penile cancer are at risk of being deemed low priority

because of their low incidence [7,13], in a manner that

would exacerbate the current disease.

Healthcare provisions in the European Union aim to pro-

vide high-quality cost-effective care. The European Refer-

ence Networks (ERNs) [14] were developed to facilitate

cross-border cooperation between healthcare providers to

improve care for patients with rare diseases. The ERN Uro-

genital-Diseases section (eUROGEN) is one of 24 ERNs

(https://eurogen-ern.eu/) and aims to improve the diagnosis

and facilitate more equitable access to high-quality treat-

ment and care of rare urogenital diseases.

Although guidance on prioritization of urologic cancers

has been available through individual organizations, a more

detailed adaptation of pathways for rare tumors such as

penile cancer is lacking [15,16]. The Delphi technique is a

structured communication process, originally created as a

systematic, interactive decision method that incorporates

expert opinions [17] to develop a mutual agreement by using
questionnaires and the resulting feedback to further the dis-

cussion in each subsequent round. The primary aims of this

study were to develop guidance on reconfiguring the manage-

ment pathways for patients with penile cancer, during the

acute Covid-19 waves, as it is deemed a time-critical cancer.
2. Material and methods

The study consisted of 3 phases, whereby each phase

informed the subsequent phase. First, a review of the COVID-

19 literature indexed in the PubMed and Scopus databases

was conducted. During this step, an analysis of the current

published National Comprehensive Cancer Network (NCCN)

[18] and the European Association of Urology (EAU) [19]

guidelines on penile cancer was also completed and although

the European Society of Medical Oncology (ESMO) guide-

lines were reviewed it was felt that the other 2 guidelines cov-

ered the same points [20]. Second, this analysis was used to

develop the questions presented to the expert consensus group.

Third, the consensus statements created were used to develop

recommendations aimed at reconfiguring management path-

ways for penile cancer during the COVID-19 acute waves.

The first teleconference was conducted on May 15, 2020,

and the second on June 5, 2020. The available evidence was

used to develop questions for incorporation into the Delphi

process. Separately, penile cancer guidelines and recom-

mendations published by the EAU and NCCN [18,19] were

reviewed by 5 of the authors (AM, OOC, FC, HA, EP), and

the information summarized in these documents was used

to establish the standard of care for penile cancer patients.
3. Expert panel

A total of 21 experts from across Europe were convened

in tandem with expertise from the eUROGEN workstream,

the EAU guidelines panel, the EAU Section of Infections in

Urology and the EAU Research Foundation to discuss and

develop an international standard for managing penile can-

cer patients during the COVID-19 pandemic. The experts

were selected by the senior author of this paper (AM) con-

sidering the scientific and clinical competence in the field.

https://eurogen-ern.eu/


O.O. Cakir et al. / Urologic Oncology: Seminars and Original Investigations 39 (2021) 197.e9−197.e17 197.e11
Of the 21 panel members, 16 were qualified as urologists,

2 were experts in infectious diseases control as well as

virology, 1 was a medical oncologist, 1 was a clinical

oncologist, and 1 was a specialist penile cancer nurse

(Supplement-1).

4. Internet survey and Delphi process

The Delphi process consisted of 4 rounds. An internet

survey using Google Forms (Google) was generated and

sent to the panel members, with a request for responses to

be returned within 24 hours. Consensus achievement was

defined as attaining ≥80% agreement on each question

based on previous studies [17]. The survey was subdivided

into 4 sections with 82 questions overall relevant to a partic-

ular theme: General questions (4 questions), environment

[6], patients (63), and healthcare workforce [11].

An accelerated electronic consensus-reaching exercise

using the Delphi methodology was then applied and com-

pleted over 3 consecutive days. Questions that achieved

≥80% consensus among the answers were removed from the

next survey round. Repeated iterations of anonymous voting

continued over 3 rounds, in which an individual’s vote in the

next round was informed by knowledge of the entire group’s

results from the previous round. For inclusion in the final

compiled recommendations, each survey item needed to

reach a group consensus (i.e., show ≥80% agreement) by the

end of the first 3 survey rounds. However, the panel decided

to conduct a final survey round during the second meeting to

reach a consensus on 4 statements that failed to reach the

consensus agreement rate of ≥80%. Levels of consensus are

reported in Supplement-2.

5. Results

All 21 experts participated in each of the survey rounds.

Throughout the process, a consensus was reached on almost all

items (80/82, 97.56%). Fig. 1 summarizes the outcomes of each

of the 4 rounds, and Table 1 presents the statements obtained.

5.1. COVID-19 and the environment

The panel unanimously agreed to deliver penile cancer

diagnostic or invasive therapeutic procedures only in hospitals

with appropriate COVID-19 screening and prevention proto-

cols and/or with newly reconfigured COVID-19−free zones

that separate patient screening and treatment zones. The panel

agreed that all patients should be tested before any hospital

admission for invasive procedures, ideally by double-swab

testing at 1 week and at 48 hours before hospital admission.

5.2. Reconfiguration of diagnostic pathways for new penile

lesions

With the intent to reduce the number of hospital visits, the

panel agreed that patients with penile lesions that are
clinically obvious cancers, according to penile cancer expert

evaluation, should not be biopsied in order to confirm the

diagnosis before pursuing definitive treatment. More impor-

tantly, patients who have penile lesions with a low index of

suspicion, according to penile cancer expert evaluation,

should not undergo biopsy but instead be maintained under

surveillance. The panel also agreed that all patients with a

new penile cancer diagnosis should only undergo a physical

examination that avoids stimulated penile magnetic reso-

nance imaging (MRI, requiring alprostadil injection for stim-

ulation) to evaluate preoperative disease extent.

5.3. Tis/Ta/T1 G1−G3 penile cancer

Several surgical options are available for treating penile

cancer. The panel agreed that during the COVID-19 pan-

demic, these invasive procedures should be performed,

whenever possible, under local anesthesia (LA).

Patients who have Tis/Ta/T1 grade (G) 1−G3 penile can-

cer on biopsy involving only the foreskin should undergo a

radical circumcision under LA. For this group, the panel

voted against the use of other topical treatments. If surveil-

lance is chosen, the first face-to-face appointment for follow-

up should be scheduled 3 months from the last evaluation.

Patients who have pTis/Ta penile cancer involving <50%
of the glans should undergo topical treatment with 5-fluoro-

uracil or imiquimod. If topical treatment cannot be adminis-

tered or if the lesion also involves the foreskin, wide local

excision with circumcision under LA is preferable.

Wide local excision with circumcision under LA should

be considered as the first option in patients with pT1 (G1

−G4) penile cancer involving <50% of the glans. Glansec-

tomy with circumcision without reconstruction under LA

should be adopted as a second option only for T1 G3−G4
patients with a lesion involving <50% of the glans for

which wide local excision is not feasible.

Glansectomy with circumcision without reconstruction

(graft) under a LA should instead be considered as the first

option for pT1 G1−G4 patients with a lesion involving

>50% of the glans and in all patients with T2 penile cancer.

For pTa disease involving >50% of the glans, glansectomy

with circumcision without reconstruction (graft) under a

LA should be considered if wide local excision is not feasi-

ble. Partial penectomy or total penectomy and perineal ure-

throstomy should be adopted for treating T3/T4 penile

cancer patients.

5.4. Reconfiguration of the therapeutic pathways for cN0

patients

The entire panel agreed that the EAU risk stratification

for patients with cN0 penile cancer with lymph node metas-

tasis is necessary to inform treatment decisions.

During the COVID-19 pandemic, low-risk patients with

cN0 penile cancer (Table 2) should undergo surveillance

without any other imaging and should have a first follow-up



Fig. 1. Outcomes following each survey round.
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appointment at 3 months after the last evaluation. Intermedi-

ate- and high-risk patients with cN0 penile cancer (Table 2)

should undergo dynamic sentinel lymph node biopsy to

detect the presence of micrometastatic disease. Among inter-

mediate-risk patients, ultrasound surveillance of the inguinal

nodes is an option if nuclear medicine facilities are unavail-

able. Conversely, in high-risk patients, inguinal lymphade-

nectomy should be considered.

5.5. Reconfiguration of the therapeutic pathways for cN1/

pN1 patients

During the COVID-19 pandemic, immediate inguinal

lymphadenectomy can be delayed, no more than 3 months,

for cN1 patients until a definitive pathologic diagnosis of

nodal disease is obtained. However, cN1 patients (with

lymph-node size less than 2 cm) should undergo computed

tomography of the chest, abdomen, and pelvis to assess the

inguino-pelvic lymph nodes and to detect any distant meta-

static disease. A percutaneous lymph node biopsy should

be performed to confirm the diagnosis. More importantly,
if the percutaneous lymph node biopsy is negative, then

an excisional biopsy should be performed. Conversely,

for cN1 patients with lymph-node size more than 2 cm,

immediate inguinal lymphadenectomy (ILND) should be

considered.

According to the panel, pN1 patients should undergo

unilateral ILND to reduce the chance of comorbidity and

decrease the length of hospital stay. ILND, when required,

should not be delayed more than 3 months [10].

Both cN1patients with node size more than 2 cm and

pN1 patients should undergo contralateral dynamic sentinel

lymph node biopsy or modified inguinal lymph node dissec-

tion to detect the presence of micrometastatic disease.

5.6. Reconfiguration of the therapeutic pathways for cN2

−N3 and metastatic patients

According to the panel, during the COVID-19 pandemic,

the management of cN2−3 and metastatic patients should

follow current guidelines [18,19]. The panel agreed to con-

sider giving adjuvant or palliative therapy only to patients



Table 1

Consensus statements

Impact of COVID-19 pandemic on penile cancer patients

� Disruption in healthcare services for penile cancer patients

� Immediate delay in curative management

� Increase in backlog, resulting in subsequent delays

� Overall increase in the likelihood of disease progression

COVID-19 considerations for the healthcare workforce that will deliver penile cancer management in COVID-19 cold sites

� Asymptomatic healthcare workers should be screened and reviewed for COVID-19.

� Teams should identify the optimal screening protocol applicable to specific regions.

� Unless there is 100% accuracy in the screening results of patients, all healthcare professionals should receive high-level universal PPE during surgery.

� The working schedule of penile cancer surgery teams can be adapted to ensure treatment delivery during the pandemic.

Rationalizing the general management of penile cancer patients during the COVID-19 pandemic

� Invasive diagnostic procedures and treatment of penile cancer patients during the COVID-19 pandemic should be rationalized.

� Penile cancer patients asymptomatic for COVID-19 should be screened prior to invasive diagnostic procedures and surgical interventions.

� Use the EAU and NCCN criteria for further rationalization of services for patients with non-metastatic penile cancer.

� The same criteria are applicable for rationalizing the management of patients with metastasis.

Rationalizing of penile cancer diagnosis during the COVID-19 pandemic

� A patient with a new penile cancer diagnosis should undergo a physical examination, including palpation of the penis to assess the extent of local

invasion and palpation of the groins to assess the lymph node status.

� Penile lesions that are clinically obvious penile cancers and lesions with a low index of suspicion for cancer, according to penile cancer expert evaluation,

should not be biopsied to confirm the diagnosis prior to definitive treatment.

� If corpora cavernosa invasion is suspected, further imaging (e.g., stimulated penile MRI or penile ultrasound) should not be undertaken to assess the

primary lesion before surgery.

Rationalizing the primary treatment of penile cancer patients during the COVID-19 pandemic

General statements

� Healthy penile cancer patients without pre-existing comorbidities should not be prioritized over penile cancer patients with comorbidities.

� Age should not be used to prioritize younger penile cancer patients for surgical treatment.

� The number of hospital visits by the patient throughout the management process should be kept to a minimum.

� Interventions that can be carried out under local anesthesia should be preferred over those requiring general anesthesia.

Tis/Ta penile cancer

Involving only the foreskin � Circumcision should be recommended as a primary treatment option.

� Patients should be followed up at 3 mo after circumcision.

Involving only the glans � Topical treatment with 5-FU or imiquimod should be offered as the first option.

� If the patient cannot access these topical agents or has side effects, the second option should be wide

local excision with circumcision.

� Patients should be followed up at 3 mo after the procedure.

T1(G1/G2) penile cancer

Involving only the foreskin � Circumcision should be recommended as a primary treatment option.

� Patients should be followed up at 3 mo after the procedure.

Involving only the glans � Wide local excision with circumcision should be offered.

� Patients should be followed up with 3 mo after the procedure.

T1(G3/G4) penile cancer

Involving less than 50% of the glans � Wide local excision with circumcision should be offered.

� Patients should be followed up at 3 mo after the procedure.

Involving more than 50% of the glans � Glansectomy with circumcision without reconstruction (graft) should be conducted for T1 G1-G4

cancer.

� Patients should be followed up at 3 mo after the procedure.

T2 penile cancer

Involving less than 50% of the glans � Glansectomy with circumcision without reconstruction (graft) should be conducted.

� Patients should be followed up at 3 mo after the procedure.

Involving more than 50% of the glans � Glansectomy with circumcision without reconstruction (graft) should be conducted.

� Patients should be followed up at 3 mo after the procedure.

T3−T4 penile cancer
� Penectomy + perineal urethrostomy.

� Patients should be followed up at 3 mo after the procedure.

Patients should self-isolate following the surgical treatment of penile cancer until their catheter is removed.

cN0 patients

Risk stratification for cN0 penile cancer patients in relation to lymph node metastasis should be deemed necessary to make treatment decisions.

Low-risk cN0 patients � No investigation(s)/procedure(s) are recommended to assess inguinal lymph node status. Surveillance

should be undertaken.

� Ultrasound imaging of the groins is recommended to assess the inguinal lymph node status of patients

who are difficult to assess (difficulties in assessing the groin owing to obesity, previous surgery, or

fixed flexion deformities).

� Patients should be followed up at 3 mo after the procedure.

(continued)
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Intermediate-risk cN0 patients � DSNB should be performed to assess the inguinal lymph node status.

� If DSNB cannot be performed (e.g., nuclear medicine unit is closed due to pandemic), ultrasound

imaging of the groin can be the alternative option.

� Patients should be followed up at 3 mo after the procedure.

High-risk cN0 patients � DSNB should be performed to assess the inguinal lymph node status.

� Immediate Inguinal lymphadenectomy should be considered in case DSNB is not available

� Patients should be followed up at 3 mo after the procedure.

cN1 patients

� Computed tomography imaging of the chest, abdomen, and pelvis should be performed to assess lymph node status in patients with cN1 measuring less

than 2 cm.

� Treatment with a 6-wk course of antibiotics is NOT recommended to distinguish between reactive lymph nodes and metastatic nodal disease in patients

with cN1 measuring less than 2 cm.

� The percutaneous lymph node biopsy should be performed for patients with cN1 measuring less than 2 cm.

� If the percutaneous lymph node biopsy is negative, then excisional biopsy should be performed for patients with cN1 measuring less than 2 cm.

� In cN1 patients with lymph node size more than 2 cm, immediate ILND should be considered.

� Patients with cN1 more than 2 cm, should undergo a contralateral dynamic sentinel lymph node biopsy or modified lymph node dissection to detect the

presence of micrometastatic disease.

� If ILND is planned, either an open or laparoscopic/robotic approach can be adopted according to the expertise of the surgeon.

� ILND, when required, should not be delayed more than 3 mo

cN2 patients

� The current approach for cN3 penile cancer patients should be changed during the COVID-19 pandemic.

� Neoadjuvant chemotherapy should not be considered in patients with cN2 penile cancer.

� Adjuvant treatment after inguinal lymphadenectomy should be offered to these patients.

� There is no consensus on the type of adjuvant treatment to be used.

cN3 patients

� The current approach for cN3 penile cancer patients should be changed during the COVID-19 pandemic.

� Neoadjuvant or adjuvant chemotherapy should be considered in patients with a good performance status.

� Neoadjuvant chemotherapy should not be recommended to patients with surgically resectable cN3 penile cancer.

� Neoadjuvant chemotherapy should be recommended to patients with surgically non-resectable cN3 penile cancer.

� Adjuvant treatment should be given to all pN3 penile cancer patients with a good performance status.

� Chemotherapy and radiotherapy should be considered as the best adjuvant treatment approach for the aforementioned patient group.

Metastatic disease

� Patients with metastatic penile cancer should undergo COVID-19 screening prior to chemotherapy or radiotherapy.

� Palliative chemotherapy or radiotherapy should not be given to patients with a low performance status.

COVID-19 = coronavirus disease 2019; DSNB = dynamic sentinel lymph node biopsy; EAU = European Association of Urology; NCCN = National

Comprehensive Cancer Network; PPE = personal protective equipment; 5-FU = 5-fluorouracil.
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with a good performance status. Also, 80% of the expert

panel reported not offering neoadjuvant chemotherapy for

cN2 disease in their routine practice before the pandemic.

Conversely, neoadjuvant therapy may be reserved for cN3

patients with a good performance status and who have non-

resectable disease.

5.7. Environment

Regarding the environment, 3 key concepts were sug-

gested to largely shape the remaining statements of the con-

sensus. The first concept was the need to simultaneously

ensure the safety of the patients and healthcare staff against

the risk of COVID-19. The second concept was the sugges-

tion to assume that, at any given time point, a patient or

healthcare professional can still be contagious. Finally, the

third concept is that the working schedule of penile cancer

surgical teams can be adapted to ensure that treatment

delivery continues when appropriate during the pandemic.

Both patients and healthcare professionals should be tested

for COVID-19 unless proven to be immune (i.e., by serol-

ogy analysis). More importantly, all healthcare professio-

nals should receive high-level universal personal protective

equipment for use during surgical procedures.
5.8. Statements that did not reach the consensus

The panel could not reach a consensus on the question

regarding the administration of neo-adjuvant chemotherapy

to patients with cN2 penile cancer disease during the

COVID 19 pandemic. In all, 72.4% of the panel agreed on

administering neo-adjuvant chemotherapy to patients with

cN2 patients during the pandemic. In addition to this, dur-

ing the final consensus meeting, the majority of the panel

members declared that neo-adjuvant chemotherapy is not in

their routine clinical practice for the treatment of cN2

patients even if there is no pandemic. The panel also did

not reach a consensus on the question: Owing to the

possible risk of COVID infection for the aerosol-generating

procedure, should the inguinal lymphadenectomy be per-

formed with an open-access instead of using a laparo-

scopic/robotic approach on patients? 54.5% of the panel

agreed on either open or laparoscopic/robotic surgery due

to the experience of the surgical team.

6. Discussion

In this study, an international expert panel has developed

a series of statements to reconfigure the management for



Table 2

European Association of Urology (EAU) risk groups for penile cancer

patients with no palpable inguinal lymph nodes for lymph node metastasis

Low Intermediate High

Tis

Ta

T1a

T1b

G2

≥T2 or
G3/G4
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penile cancer patients during the COVID-19 acute waves.

This study primarily aims to modify recommendations of

the current NCCN and EAU penile cancer guidelines to

make them applicable during the COVID-19 pandemic.

The adaptation was guided mainly by 2 necessities: firstly

to minimize the number of hospital visits and hospitaliza-

tion and secondly to prevent COVID-19-related complica-

tions attributed to cancer treatment. A consensus was

reached regarding multiple items related to the diagnosis

and management of penile cancer throughout the pandemic.

During the COVID-19 acute waves non-urgent procedures

should be postponed and non-invasive interventions should

be encouraged so that the requirement for general anesthe-

sia is restricted due to the morbidity associated with periop-

erative SARS-CoV-2 infection [21].

The panel fully agreed that all invasive diagnostic and

therapeutic procedures must be performed in COVID-19

−free zones. This recommendation is in line with those

from the Societa Italiana di Chirurgia Oncologica, which

stressed the need for the implementation of COVID-19

−free hospitals/units to minimize the risk of COVID-19

infection among cancer patients during hospitalization [21

−23]. Creating clinical areas exclusively committed to can-

cer care, as already established in parts of Italy and the

United Kingdom, may allow safer, COVID-19−free path-

ways for these patients and theoretically minimizes the risk

of exposure for healthcare professionals to COVID-19

patients [21]. Furthermore, these COVID-19−free zones/

hospitals should adopt COVID-19 screening and prevention

protocols. This recommendation is in line with those

reported in the current literature [24]. Granata et al. recently

compared the COVID-19 infection risk between patients

who underwent an invasive urological procedure in a refer-

ral COVID-19 hospital and a COVID-19−free hospital,

respectively, and reported that early implementation of

extraordinary measures to restrict the spread of the virus

could offer good protection in both hospital types [25].

The panel agreed that all patients with a new penile can-

cer diagnosis should only undergo a physical examination

that avoids stimulated penile MRI. The main risk with not

performing a penile MRI before surgery is to underestimate

or overestimate the volume and the T stage of the disease.

However, based on the panel, the preoperative physical

examination and the intraoperative findings provide enough

information to evaluate the extent of the disease correctly.

Regarding the surgical management of the disease, the

panel agreed that surgeons should pursue, whenever
possible, performing the surgical procedure under LA.

Although penile-preserving surgery (i.e., glansectomy with

skin-grafting) increases patients’ quality of life based on

preservation of penile length, it requires a longer operating

time and the need for general anesthesia. Furthermore, pro-

cedures requiring skin grafting have an inherent risk for

complications such as graft loss or infection, which can

increase the length of hospitalization and readmission rates

[6]. Thus, the panel proposed that glansectomy and partial

penectomy should be performed under LA, whenever possi-

ble, for T2 and T3 lesions, and to avoid reconstruction with

skin grafting.

Another important recommendation by the panel con-

cerned the management of pN2−pN3 disease. The manage-

ment options for these patients remain controversial, and

there are discrepancies between the various guidelines. The

EAU guidelines recommend adjuvant chemotherapy for

pN2−pN3 M0 patients, whereas the NCCN guidelines do

not include definitive statements regarding the administra-

tion of adjuvant chemotherapy, except in the setting of posi-

tive surgical margins, multiple lymph node involvement,

and extranodal extension [26]. In this context, the panel

agreed that adjuvant therapy should be performed only in

patients with pN2−pN3 disease who have a good perfor-

mance status. This recommendation is based on the evi-

dence that patients without a good performance status are

more vulnerable to severe COVID-19 [27]. Neoadjuvant

chemotherapy can be an option as suggested by the EAU

guidelines in the case of unresectable or recurrent lymph

node metastases, whereas the NCCN guidelines recommend

its use in selected patients with >4 cm (fixed or mobile),

histologically proven, nodal metastases in pN2−pN3 M0

[26]. This lack of consensus was also apparent among the

international expert panel during the Delphi process.

Although the experts recommended considering neoadju-

vant therapy for pN3 patients with a good performance sta-

tus, no consensus was reached for pN2 patients. This

recommendation is given to protect patients with a poor

performance status, who are more vulnerable to severe

COVID-19 [27]. Moreover, 80% of the panel declared that

they did not routinely offer neoadjuvant treatment for cN2

disease, even before the pandemic.

This study is not without limitations. Urological sur-

geons were overrepresented on the panel, which reflects the

fact that the current management of penile cancer is primar-

ily surgical. We also appreciate that most participants on

the panel were from the United Kingdom compared to other

European countries. Although the panel composition was

developed to reflect the high-volume penile cancer centers

in Europe, it is inevitable that the UK will be overrepre-

sented because of the earlier adoption of a centralized ser-

vice in the UK. The concept of COVID-19 free hospitals

also needs to be realistic. Although it is near impossible to

ensure that there is no possibility of COVID-19 within the

majority of facilities unless patients and staff are self-isolat-

ing and routinely swabbed on a daily basis, near COVID-19
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free zones or COVID-19 protected areas which minimize

the transmission of the virus are models that are likely to be

employed.

7. Conclusions

To our knowledge, this work is the first unifying, interna-

tional expert consensus study providing guidelines for recon-

figuring the management of penile cancer patients during the

COVID-19 acute waves. The study panel reached a consen-

sus in 2 main domains. First, if invasive procedures for the

management of penile cancer are necessary, then surgery

should be carried out at a hospital where the likelihood of

COVID-19−related hazards and consequences remain low.

Second, an agreement was reached regarding reconfiguring

the management pathways for penile cancer.
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