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Recommendations from the EAU MIBC Guidelines Panel applicable during the COVID-19 pandemic 
 

Diagnosis 
Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months  

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely  

Clinical harm (progression, 
metastasis, anaemia related 
problems) and (cancer 
related) deaths very likely if 
postponed > 6 weeks  

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 3 3 3 3 

COVID-
recommendation 

Defer by 6 months Diagnose before end of 3 months Diagnose within < 6 weeks Diagnose within < 24 h 

Staging / Imaging   In case MIBC is diagnosed 
staging imaging by f.i. CT 
thorax-abdomen-pelvis should 
not be delayed 

 

Treatment 
Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis) possible if postponed 
3-4 months but unlikely 

Clinical harm (progression, 
metastasis, anaemia related 
complications) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of evidence 3 3 3 3 

COVID-
recommendation 

Defer by 6 months Treat before end of 3 months Treat within < 6 weeks Treat within < 24 h 

Transurethral 
resection of the 
bladder 

 
 

 
 

In case of suspicion of an 
invasive tumour (identified on 
imaging) perform a TURB 
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Cystectomy for 
MIBC 

  Offer RC in T2-T4a, N0M0 
tumours  

 

 Once RC is scheduled the 
urinary diversion or organ 
preserving techniques should 
be done as would be planed 
outside this crisis period 

 

 Multimodality bladder sparing 
therapy can be considered for 
selected T2N0M0 patients 

  

Palliative 
cystectomy 

  Consider other alternatives 
such as radiotherapy +/-  
chemotherapy 

In case of intractable 
haematuria with anaemia treat 
with radiotherapy +/-  
chemotherapy 

Neoadjuvant 
chemotherapy 

 Consider omitting 
neoadjuvant chemotherapy 
(NAC) in T2/T3 focal N0M0 
patients. 

 The proven benefit of NAC 
in T2 tumours (which is 
limited), has to be weighed 
against the risks, especially 
in patients with a short ife-
expectancy and patients 
with (pulmonary and 
cardiac) comorbidity. 

 Postpone inclusion in NAC 
trials (ONLY OFFER TO 
CISPLATIN-ELIGIBLE 
PATIENTS) 

 Individualize risk in high 
burden T3/T4 N0M0 patients 
while they are on the waiting 
list (ONLY RELEVANT FOR 
CISPLATINUM-ELIGIBLE 
PATIENTS) 
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Adjuvant 
chemotherapy 

  Offer adjuvant cisplatin-based 
combination chemotherapy to 
patients with pT3/4 and/or 
pN+ disease if no NAC has 
been given 

 

Chemoradiation   Chemoradiation should be 
offered to improve local 
control in cases of inoperable 
locally advanced tumours 

 In patients with clinical T4 or 
clinical N+ disease (regional), 
radical chemoradiation can be 
offered accepting that this 
may be palliative rather than 
curative in outcome 

  

Supportive care    Acute renal failure for locally 
advance bladder cancer: treat 
with nephrostomy at 
ambulatory setting 
Bleeding with haemodynamic 
repercussion: consider 
embolisation or haemostatic RT                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                          

Metastatic 
disease: 
First-line therapy 

  Assess risk and benefit 
individually in each patient. 
Asymptomatic patients with 
low disease burden can in 
selected cases postpone start 
of treatment e.g. 8-12 weeks 
under clinical surveillance 

 Use cisplatin-containing 
combination chemotherapy 
with GC, MVAC, preferably 

 In symptomatic metastatic 
patients the benefit of 
treatment is likely higher 
than the risk. Supportive 
measures such as use of 
GCSF should be considered 

 Use cisplatin-containing 
combination 
chemotherapy with GC, 
MVAC, preferably with G-
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with G-CSF, HD-MVAC with G-
CSF or PCG 

 Offer checkpoint inhibitors 
pembrolizumab or 
atezolizumab depending on 
PD-L1 status 

CSF, HD-MVAC with G-CSF 
or PCG 

 Offer checkpoint inhibitors 
pembrolizumab or 
atezolizumab depending 
on PD-L1 status 

Metastatic 
disease:  
Second-line 
therapy 

 Offer checkpoint inhibitor 
pembrolizumab to patients 
progressing during, or after, 
platinum-based combination 
chemotherapy for metastatic 
disease. Alternatively, offer 
treatment within a clinical trial 
setting 

  

Post-operative 
chemotherapy 
 
Surgery after 
partial or 
complete 
response 

 In case of limited OR time only 
consider surgery after a 
favourable response to 
chemotherapy, and if there are a 
max of 2 lesions and no 
unfavourable site.  

  

Follow-up 

Priority category Low Priority Intermediate Priority High priority Emergency 

Definition Clinical harm (progression, 
metastasis, loss of renal 
function) very unlikely if 
postponed 6 months 

Clinical harm (progression, 
metastasis, loss of renal function) 
possible if postponed 3-4 months 
but unlikely 

Clinical harm (progression, 
metastasis, anaemia- related 
complications) and (cancer 
related) deaths very likely if 
postponed > 6 weeks 

Life-threatening situation or 
opioid-dependent pain 

Level of  evidence 3 3 3 3 

COVID-
recommendation 

Defer by 6 months Follow-up before end of 3 
months 

Follow-up within < 6 weeks Follow-up within < 24 h 
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Routine checking 
after radical 
cystectomy 

Extend follow-up periods to 6 
months 

   

Abbreviations 

CT = computed tomography; GC = gemcitabine plus cisplatin; G-CSF = granulocyte colony-stimulating factor; HD-MVAC = high-dose 
methotrexate, vinblastine, adriamycin plus cisplatin; MIBC = muscle-invasive bladder cancer; NAC = neoadjuvant chemotherapy; PD-L1 = programmed death 
ligand 1; PCG = paclitaxel, cisplatin, gemcitabine; RC = radical cystectomy; RT = radiotherapy; TURB = transurethral resection of the bladder.  

 

 


