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Abstract

Background: The rapid spread of “Coronavirus Disease 2019’ (COVID-19) caused by Severe 
Acute Respiratory Syndrome Coronavirus-type 2 (SARS-CoV-2) signifi cantly impacted health care 
facilities all across the globe. To assess impact on urology practice in our country, we developed a 
questionnaire based on relevant questions in current scenario for information regarding challenges 
and changes urologists were facing in their practices. 

Material and methods: We conducted an online survey to fi nd out the impact of COVID-19 
on urology practice in Indian scenario. The questionnaire comprised of total 18 questions, which 
were relevant to day to day practice. 

Results: Total 310 urologists across the India participated and consented to being part of the 
study. The majority admits change in their practice due to the recent COVID-19 outbreak. The 
majority admitted to attend fi xed numbers of patients per day with prior appointment and to keep 
detailed records. The majority responded in positive that attendees will not be allowed, opted to 
wear N-95 mask in OPD, opted to take the relevant history, opted for thermal screening, opted for 
patients to wear a mask before entering OPD room, opted for using the new prescription at new 
visit and opted to avoid physical examination unless very necessary. The majority wanted to take 
consent from the patients that they may get infected by COVID-19 in the hospital and agreed on 
performing COVID-19 testing for every patient posted for surgery. The majority agreed to assign 
a separate operation theatre to operate patients with positive COVID-19 test and also preferred 
open surgery over minimal invasive surgery. 

Conclusion: Our survey revealed that the recent pandemic led to signifi cant impacts on 
urology practice in our country. The urologists working in diff erent setups are facing diff erent 
challenges in this diffi  cult condition. They have made certain changes in their practice to safely 
provide eff ective care to their patients. 
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Introduction
The rapid spread of “Coronavirus Disease 2019’ 

(COVID-19) caused by Severe Acute Respiratory Syndrome 
Coronavirus-type 2 (SARS-CoV-2) signi icantly impacted 
health care facilities all across the globe [1.2]. The disease 
was declared pandemic on 11 March, 2020 by the World 
Health Organization (WHO) [2]. In India, it has put a lot of 
strain to already stretched health care facilities and leads to 
changes in practice patterns of various specialties including 
urology [3]. Urology is one of the busiest branches in any 
hospital dealing with various benign diseases, oncological 
cases and life-threatening conditions such as renal trauma 
and obstructive uropathies [3,4]. Few surveys have been 
conducted on the impact of COVID-19 on urology practice 

in other countries [4,5]. In India, the practice pattern of 
urologist is quite different from developed countries with 
urologists working in different set-up such as government 
hospitals, corporate hospitals and private hospitals [6]. 
To assess impact on urology practice in our country, we 
developed a questionnaire based on relevant questions in 
current scenario for information regarding challenges and 
changes urologists were facing in their practices. Our aim 
was not an only collection and analysis of data, but also to 
ind out what a practicing urologist is facing and how he is 

managing the current situation.

Material and methods
We conducted an online survey to ind out the impact of 
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Two hundred and sixty two (85.1%) participants 
responded in positive that attendees will not be allowed with 
a patient unless necessary. The majority (290 {93.6%}) opted 
to take the relevant history of fever, respiratory symptoms, 
travel and contacts of patients before let them enter into OPD 
(Outpatient Department) room. Two hundred and forty two 
participants (78.1%) opted for thermal screening of patients 
before entering them in OPD room. To sanitize hands of 
patients before allowing them to OPD room, 262 participants 
(85.1%) were agreed. Barring 4 participants, all (306) were 
agreed that patients should wear a mask before entering 
OPD room. One hundred and sixty participants (51.7%) 
were agreed on using the new prescription at each visit to 
avoid touching old prescription. Two hundred and eighty 
participants (90.4%) responded with yes, that they will try 
to avoid physical examination unless very necessary. Only 90 
(29%) were agreed on sanitizing of the consultation room 
before attending next patient. Only118 participants (38.1%) 
agreed to maintain unidirectional low of OPD by maintaining 
separate entry and exit points.

Two hundred and thirty participants (74.2%) agreed that 
they will take consent from the patients that they may get 
infected by COVID-19 in the hospital or may cause infection 
to fellow patients if they are asymptomatic carriers. The 
majority (63.9%) agreed on performing COVID-19 testing 
for every patient posted for surgery, whereas the rest agreed 
to test only suspected cases. Approximately half of the 
participants (49.7%) wanted to perform HRCT chest in all 
patients with positive RT-PCR or antibody test. 

The majority (71.6%) agreed to assign a separate 
operation theatre to operate patients with positive COVID-19 
test. A signi icant proportion (63.9%) preferred open surgery 
over minimal invasive surgery (Laparoscopic/Robotic). 

COVID-19 on urology practice in Indian scenario. This study 
was started after taking approval from the Institutional 
Ethics Committee. The structured questionnaire was made 
after discussing with experts and reviewing the current 
literature available on the impact of COVID-19 on health care 
services. The questionnaire comprised of total 18 questions, 
which were relevant to day to day practice. The whole 
questionnaire is provided in the Supplementary material.

The online survey was primarily shared with various 
urology groups on social media platforms (WhatsApp, 
Messages, E-mails, Mobile). We personally contacted and 
requested our seniors, colleagues and juniors to ill the 
questionnaire and disseminate if further. After clicking on 
the shared survey link (PubMed: https://docs.google.com/
forms/d/e/1FAIpQLSeW49MBZoxxnpH5rPggsBZFCCtE7
WIFYmQxEdUprInRtv6e2w/viewform?vc=0&c=0&w=1), 
participants were able to access a webpage containing the 
questionnaire. Before providing a response, participants 
were questioned about giving consent for participation in the 
study. The responses to the survey were only accessible to 
the investigators. All the collected data were analyzed.

Results
Total 310 urologists across the India participated and 

consented to being part of the study. Overall responses 
to all questions are shown in table 1. A signi icant portion 
(292, {94.2%}) admits change in their practice due to the 
recent COVID-19 outbreak. Two hundred and thirty eight 
(76.8%) participants admitted that they are attending ixed 
numbers of patients per day with prior appointment. There 
was positive response from 234 (75.5%) participants to 
keep detailed records of all patients, attendants and hospital 
visitors in case contact tracing is required. 

Table 1: Overall responses.

Questions 
Yes No No response

Number % Number % Number %
Any change in your practice pattern? 292 94.2 16 5.1 2 0.7

Attend patients with prior appointment or will attend fi xed number of patients? 238 76.8 72 23.2 0 0
Maintain detailed record of all patients, attendants and hospital visitors? 234 75.5 74 23.9 2 0.6

Attendee will not be allowed with patients? 262 85.1 48 14.9 0 0
Going to take relevant history before entry in OPD room? 290 93.6 18 5.8 2 0.6
Thermal screening of patient before entry in OPD room? 242 78.1 66 21.3 2 0.6

Sanitizing hands of patients before allowing them to OPD room? 262 85.1 46 14.3 2 0.6
Patients should wear a mask before entering OPD room? 306 99.4 4 0.6 0 0

Using new prescription at each visit? 160 51.7 148 47.7 2 0.6
Avoid physical examination unless very necessary? 280 90.4 28 9 2 0.6

Sanitizing of consultation room before attending next patient? 90 29 218 70.4 2 0.6
Unidirectional fl ow of OPD by maintaining separate entry and exit point? 118 38.1 190 61.3 2 0.6

Consent will be taken from patient that he/she may get infected by COVID-19? 230 74.2 74 23.9 6 1.9
COVID -19 testing for every patient posted for surgery? 198 63.9 110 35.5 2 0.6

Perform HRCT chest in all patients with positive RT-PCR or Antibody test for COVID-19? 154 49.7 150 48.4 6 1.9
Separate operation theatre to operate patients with positive COVID-19 test? 222 71.6 78 25.2 10 3.2

Prefer open surgery over minimal invasive surgery for positive COVID-19 patients? 198 63.9 108 34.8 4 1.3
Easily getting good quality PPE? 190 61.3 118 38.1 2 0.6

Random sampling of healthcare workers involved in patient care? 178 57.5 128 41.3 4 1.2
Repeat RT-PCR test before discharging patients after surgery? 44 14.2 260 83.9 6 1.9
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Regarding availability of good quality PPE, 61.3% were 
satis ied. More than half (57.5%) preferred random sampling 
of healthcare workers involved in patient care. Only 14.2% 
wanted to repeat RT-PCR test before discharging patients 
after surgery. 

We further strati ied the responders in various subgroups 
on the basis of working setup (Table 2), years of experience 
(Table 3) and according to age group (Table 4). Among the 
participants, 140 (45.2%) were private practitioner, 88 
(28.4%) belonged to government set-up and 82 (26.5%) 
were working in corporate hospital. The majority of them 
(138, {44.5%}) have practiced urology for more than 11 
years, whereas 82 (26.5%) and 92 (29%) were in practice 
for 6-10 years and ≤ 5 years, respectively. The majority of 
participants (142, {45.8%}) were ≤ 40 years, whereas 134 
(43.2%) and 34 (11%) were in 41-60 years and ≥ 61 years 
age group, respectively. 

The majority of responders working in different setup 
gave almost similar responses to most of the questions 

barring few. One difference noted was that more urologists 
(59.1%) working in the government setup were agreed on 
maintaining the unidirectional low of OPD by maintaining 
separate entry and exit points in comparison to corporate 
(31.7%) and private setup (28.6%). Also, more urologists 
in government setup (86.3%) were agreed to do COVID-19 
testing for every patient posted for surgery in comparison 
to corporate (68.3%) and private setup (47.1%). One more 
difference noted that more urologists (36.4%) working in 
the government setup were in view of to repeat RT-PCR test 
before discharging patients after surgery in comparison to 
corporate (0%) and private setup (8.6%).

After sub-grouping of participants according to years 
of experience, the majority of responses to questions were 
similar except a few. Lesser participants (63.8%) with 
experience of more than 11 years agreed that they will take 
consent from the patients that they may get infected by 
COVID-19 in the hospital or may cause infection to fellow 
patients in comparison to participants in practice for 6-10 

Table 2: Response on basis of setup.
Questions Government (88) Corporate (82) Private (140)

yes  
n (%)

No
n (%)

No response 
(%)

Yes
n (%) 

No
n (%)

No response
n (%)

yes 
n (%)

No
n (%)

No response
n (%)

Any change in your practice pattern? 82
(93.2)

4
(4.5)

2
(2.3)

80
(97.6)

2
(2.4)

0
(0)

130
(92.9)

10
(7.1)

0
(0)

Attend patients with prior appointment or will attend fi xed number of patients? 66
(75)

22
(25)

0
(0)

70
(85.4)

12
(14.6)

0
(0)

102
(72.9)

38
(27.1)

0
(0)

Maintain detailed record of all patients, attendants and hospital visitors? 60
(68.2)

28
(31.8)

0
(0)

72
(87.8)

10
(12.2)

0
(0)

102
(72.8)

36
(25.8)

2
(1.4)

Attendee will not be allowed with patients? 78
(88.6)

10
(11.4)

0
(0)

70
(85.4)

12
(14.6)

0
(0)

114
(81.4)

26
(18.6)

0
(0)

Going to take relevant history before entry in OPD room? 76
(86.3)

10
(11.4)

2
(2.3)

76
(92.7)

6
(7.3)

0
(0)

138
(98.6)

2
(1.4)

0
(0)

Thermal screening of patient before entry in OPD room? 66
(75)

20
(22.7)

2
(2.3)

64
(78)

18
(22)

0
(0)

112
(80)

28
(20)

0
(0)

Sanitizing hands of patients before allowing them to OPD room? 66
(75)

20
(22.7)

2
(2.3)

68
(83)

14
(17)

0
(0)

128
(91.4)

12
(8.6)

0
(0)

Patients should wear a mask before entering OPD room? 84
(95.5)

4
(4.5)

0
(0)

82
(100)

0
(0)

0
(0)

140
(100)

0
(0)

0
(0)

Using new prescription at each visit? 48
(54.5)

38
(43.2))

2
(2.3)

52
(63.4)

30
(36.6)

0
(0)

60
(42.9)

80
(57.1)

0
(0)

Avoid physical examination unless very necessary? 82
(93.2)

4
(4.5)

2
(2.3)

80
(87.6)

2
(2.4)

0
(0)

118
(84.3)

22
(15.7)

0
(0)

Sanitizing of consultation room before attending next patient? 28
(31.8)

58
(65.9)

2
(2.3)

20
(24.4)

62
(75.6)

0
(0)

42
(30)

98
(70)

0
(0)

Unidirectional fl ow of OPD by maintaining separate entry and exit point? 52
(59.1)

34
(38.6)

2
(2.3)

26
(31.7)

56
(68.3)

0
(0)

40
(28.6)

100
(71.4)

0
(0)

Consent will be taken from patient that he/she may get infected by COVID-19? 72
(81.8)

12
(13.6)

4
(4.6)

62
(75.6)

18
(22)

2
(2.4)

96
(68.6)

44
(31.4)

0
(0)

COVID -19 testing for every patient posted for surgery? 76
(86.3)

10
(11.4)

2
(2.3)

56
(68.3)

26
(31.7)

0
(0)

66
(47.1)

74
(52.9)

0
(0)

Perform HRCT chest in all patients with positive RT-PCR or Antibody test for 
COVID-19?

38
(43.2)

50
(56.8)

0
(0)

56
(68.3)

26
(31.7)

0
(0)

60
(42.9)

74
(52.9)

6
(4.2)

Separate operation theatre to operate patients with positive COVID-19 test? 68
(77.3)

20
(22.7)

0
(0)

62
(75.6)

18
(22)

2
(2.4)

92
(65.7)

40
(28.6)

8
(5.7)

Prefer open surgery over minimal invasive surgery for positive COVID-19 
patients?

50
(56.8)

38
(43.2)

0
(0)

56
(68.3)

24
(29.3)

2
(2.4)

92
(65.7)

46
(32.9)

2
(1.4)

Easily getting good quality PPE? 48
(54.5)

38
(43.2)

2
(2.3)

50
(61)

32
(39)

0
(0)

92
(65.7)

48
(34.3)

0
(0)

Random sampling of healthcare workers involved in patient care? 46
(52.3)

42
(47.7)

0
(0)

50
(61)

30
(36.6)

2
(2.4)

82
(58.6)

56
(40)

2
(1.4)

Repeat RT-PCR test before discharging patients after surgery? 32
(36.4)

52
(59)

4
(4.6)

0
(0)

82
(100)

0
(0)

12
(8.6)

126
(90)

2
(1.4)
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years (80.5%) and ≤ 5 years (84.5%). The participants 
with ≤ 5 years experience (68.9%) and ≥ 11 years (68.1%) 
experience preferred open surgery over minimal invasive 
surgery in comparison to participants with 6-10 years 
experience (51.3%). Only, 35.6% with experience of ≤ 5 years 
were easily getting good quality PPE, whereas 68.3% and 
73.9% were getting them easily with 6-10 years experience 
and ≥ 11 years experience, respectively.

Assessment of responses after dividing participants 
according age group, most answers were not having too much 
of a difference. One difference we found that the majority 
(88.2%) in the age group of more than 61 years agreed on 
using the new prescription at each visit to avoid touching old 
prescription in comparison to 47.9% in ≤ 40 years and 46.3 
in 41-60 years age group. The senior most groups were more 

agreed with the sanitizing of the consultation room before 
attending next patient and also preferred open surgery over 
minimal invasive surgery. The senior most were also getting 
PPE easily in comparison to other and also more numbers 
in them opted for random sampling of healthcare workers 
involved in patient care, but lesser numbers of seniors 
agreed regarding obtaining a consent from the patients that 
they may get infected or may cause infection to others.

As shown in table 5, one hundred and ninety eight 
participants were using N-95 masks in out-patient 
departments (OPD) and 60 were using triple layer masks. 
Forty-eight participants were willing to use either triple 
layer or N-95 and don’t have any preference. There was not 
too much difference regarding use of the masks according to 
working setups, but participants with ≤ 5 years experience 

Table 3: Response according to years of practice.

Questions
< 5 YEARS (90) 6 to 10 years  (82) ≥11 years (138)

yes 
n (%)

No
n (%)

No response 
(%)

Yes
n (%) 

No
n (%)

No response
n (%)

yes 
n (%)

No
n (%)

No response
n (%)

Any change in your practice 
pattern?

86
(95.6)

4
(4.4)

0
(0%)

74
(90.3)

6
(7.3)

2
(2.4)

132
(95.7)

6
(4.3)

0
(0%)

Attend patients with prior 
appointment or will attend fi xed 

number of patients?

68
(75.6)

22
(24.4)

0
(0%)

56
(68.3)

26
(31.7)

0
(0%)

114
(82.6)

24
(17.4)

0
(0%)

Maintain detailed record of all 
patients, attendants and hospital 

visitors?

72
(80)

18
(20)

0
(0%)

64
(78.1)

18
(21.9)

0
(0%)

98
(71)

38
(27.5)

2
(1.5)

Attendee will not be allowed with 
patients?

80
(88.9)

10
(11.1)

0
(0%)

70
(85.4)

12
(14.6)

0
(0%)

112
(81.2)

26
(18.8)

0
(0%)

Going to take relevant history before 
entry in OPD room?

86
(95.6)

2
(2.2)

2
(2.2)

76
(92.7)

6
(7.3)

0
(0%)

128
(92.8)

10
(7.2)

0
(0%)

Thermal screening of patient before 
entry in OPD room?

70
(77.8)

18
(20)

2
(2.2)

72
(87.8)

10
(12.2)

0
(0%)

100
(72.5)

38
(27.5)

0
(0%)

Sanitizing hands of patients before 
allowing them to OPD room?

66
(73.4)

22
(24.4)

2
(2.2)

70
(85.4)

12
(14.6)

0
(0%)

126
(91.3)

12
(8.7)

0
(0%)

Patients should wear a mask before 
entering OPD room?

90
(100%)

0
(0%)

0
(0%)

78
(95.1)

4
(4.9)

0
(0%)

138
(100)

0
(0)

0
(0%)

Using new prescription at each 
visit?

46
(51.1%)

42
(46.7%)

2
(2.2)

38
(46.3)

44
(53.7)

0
(0%)

76
(55.1)

62
(44.9)

0
(0%)

Avoid physical examination unless 
very necessary?

86
(95.6)

2
(2.2)

2
(2.2)

74
(90.3)

8
(9.7)

0
(0%)

120
(87)

18
(13)

0
(0%)

Sanitizing of consultation room 
before attending next patient?

26
(28.9)

62
(68.9)

2
(2.2)

16
(19.5)

66
(80.5)

0
(0%)

48
(34.8)

90
(65.2)

0
(0%)

Unidirectional fl ow of OPD by 
maintaining separate entry and exit 

point?

40
(44.5)

48
(53.3%)

2
(2.2)

34
(41.5)

48
(58.5)

0
(0%)

44
(31.9)

94
(68.1)

0
(0%)

Consent will be taken from patient 
that he/she may get infected by 

COVID-19?

76
(84.5)

12
(13.3%)

2
(2.2)

66
(80.5)

16
(19.5)

0
(0%)

88
(63.8)

46
(33.3)

4
(2.9)

COVID -19 testing for every patient 
posted for surgery?

58
(64.5)

30 
(33.3)

2
(2.2)

54
(65.9)

28
(34.1)

0
(0%)

86
(62.3)

52
(37.7)

0
(0%)

Perform HRCT chest in all patients 
with positive RT-PCR or Antibody 

test for COVID-19?

42
(46.7)

48
(53.3)

0
(0%)

42
(51.3)

38
(46.3)

2
(2.4)

70
(50.7)

64
(46.4)

4
(2.9)

Separate operation theatre to 
operate patients with positive 

COVID-19 test?

62
(68.9)

26
(28.9)

2
(2.2)

68
(83)

12
(14.6)

2
(2.4)

92
(66.7)

40
(2.9)

6
(4.4)

Prefer open surgery over minimal 
invasive surgery for positive 

COVID-19 patients?

62
(68.9)

24
(26.7)

4
(4.4)

42
(51.3)

40
(48.7)

0
(0%)

94
(68.1)

44
(31.9)

0
(0%)

Easily getting good quality PPE? 32
(35.6)

56
(62.2)

2
(2.2)

56
(68.3)

26
(31.7)

0
(0%)

102
(73.9)

36
(26.1)

0
(0%)

Random sampling of healthcare 
workers involved in patient care?

54
(60)

32
(35.6)

4
(4.4)

36
(43.9)

46
(56.1)

0
(0%)

88
(63.8)

50
(36.2)

0
(0%)

Repeat RT-PCR test before 
discharging patients after surgery?

14
(15.6)

76
(84.4)

0
(0%)

16
(19.5)

66
(80.5)

0
(0%)

14
(10.2)

118
(85.5)

6
(4.3)
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Table 4: Response according to age groups.

Questions
≤ 40 years(142) 41-60 years(134) ≥ 61 years (34)

yes 
n (%)

No
n (%)

No response 
(%)

Yes
n (%) 

No
n (%)

No response
n (%)

yes 
n (%)

No
n (%)

No response
n (%)

Any change in your practice pattern? 134
(94.4)

6
(4.2)

2
(1.4)

126
(94.1)

8
(5.9)

0
(0)

32
(94.1)

2
(5.9)

0
(0)

Attend patients with prior appointment or will attend fi xed 
number of patients?

106
(74.7)

36
(25.3)

0
(0)

104
(77.6)

30
(22.4)

0
(0)

28
(82.4)

6
(17.6)

0
(0)

Maintain detailed record of all patients, attendants and 
hospital visitors?

112
(78.9)

30
(21.1)

0
(0)

96
(71.7)

38
(28,3)

0
(0)

28
(76.5)

6
(17.6)

2
(5.9)

Attendee will not be allowed with patients? 122
(85.9)

20
(14.1)

0
(0)

114
(85.1)

20
(14.9)

0
(0)

26
(76.5)

8
(23.5)

0
(0)

Going to take relevant history before entry in OPD room? 134
(94.4)

6
(4.2)

2
(1.4)

124
(92.5)

10
(7.5)

0
(0)

32
(94.1)

2
(5.9)

0
(0)

Thermal screening of patient before entry in OPD room? 118
(83.1)

22
(15.5)

2
(1.4)

96
(71.6)

38
(28.4)

0
(0)

28
(82.4)

6
(17.6)

0
(0)

Sanitizing hands of patients before allowing them to 
OPD room?

116
(81.7)

24
(16.9)

2
(1.4)

114
(85.1)

20
(14.9)

0
(0)

32
(94.1)

2
(5.9)

0
(0)

Patients should wear a mask before entering OPD room? 142
(100)

0
(0)

0
(0)

130
(97)

4
(3)

0
(0)

34
(100)

0
(0)

0
(0)

Using new prescription at each visit? 68
(47.9)

72
(50.7)

2
(1.4)

62
(46.3)

72
(53.7)

0
(0)

30
(88.2)

4
(11.8)

0
(0)

Avoid physical examination unless very necessary? 132
(93)

8
(5.6)

2
(1.4)

114
(85.1)

20
(14.9)

0
(0)

34
(100)

0
(0)

0
(0)

Sanitizing of consultation room before attending next 
patient?

36
(25.3)

104
(73.3)

2
(1.4)

34
(25.4)

100
(74.6)

0
(0)

20
(58.8)

14
(41.2)

0
(0)

Unidirectional fl ow of OPD by maintaining separate entry 
and exit point?

66
(46.5)

74
(52.1)

2
(1.4)

38
(28.4)

96
(71.6)

0
(0)

14
(41.2)

20
(58.8)

0
(0)

Consent will be taken from patient that he/she may get 
infected by COVID-19?

118
(83.1)

22
(15.5)

2
(1.4)

94
(70.1)

36
(26.9)

4
(3)

18
(53)

16
(47)

0
(0)

COVID -19 testing for every patient posted for surgery? 94
(66.2)

46
(32.4)

2
(1.4)

80
(59.7)

54
(40.3)

0
(0)

24
(70.6)

10
(29.4)

0
(0)

Perform HRCT chest in all patients with positive RT-PCR 
or Antibody test for COVID-19?

66     
(46.5)           

76
(53.5)

0
(0)

72
(53.7)

58
(43.3)

4
(3)

16
(50)

16
(50)

2
(5.9)

Separate operation theatre to operate patients with 
positive COVID-19 test?

106
(74.7)

34
(23.9)

2
(1.4)

94
(70.1)

34
(25.4)

6
(4.5)

22
(64.7)

10
(29.4)

2
(5.9)

Prefer open surgery over minimal invasive surgery for 
positive COVID-19 patients?

92
(64.8)

46
(32.4)

4
(2.8)

78
(58.2)

56
(41.8)

0
(0)

28
(82.4)

6
(17.6)

0
(0)

Easily getting good quality PPE? 72
(50.7)

68
(47.9)

2
(1.4)

88
(65.7)

46
(34.3)

0
(0)

30
(88.2)

4
(11.8)

0
(0)

Random sampling of healthcare workers involved in 
patient care?

82
(57.8)

56
(39.4)

4
(2.8)

68
(50.8)

66
(49.2)

0
(0)

28
(82.4)

6
(17.6)

0
(0)

Repeat RT-PCR test before discharging patients after 
surgery?

30
(21.1)

112
(78.9)

0
(0)

4
(3)

126
(94)

4
(3)

10
(29.4)

22
(64.7)

2
(5.9)

   

0 20 40 60 80 100

N- 95

Triple layer

Any one

No Response

Set Up

Private Corporate Government

0 20 40 60 80

N- 95

Triple layer

Any one

No Response

Years of Practice

11 Years 6 To 10 Years < 5 Years

0 20 40 60 80 100 120

N- 95

Triple layer

Any one

No Response

Age

61 Years 41-60 Years 40 Years

Table 5: Type of masks.
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and participants in the age group of ≤ 40 years were more 
comfortable with N-95 masks. 

As shown in table 6, majority (81.3%) participant admitted 
to changing surgical practice, whereas the rest (18.7%) was 
continuing their practice as before. The majority of them 
(59.4%) agreed on performing emergency surgeries and 
malignancy cases, whereas 21.9% wanted to perform only 
emergency surgeries till risk of COVID-19 is minimized to an 
acceptable level. None in government setup was continuing 
surgical practice as previous, whereas 32.1% in private setup 
and 17.1% in a corporate setup were continuing surgeries as 
previous. Also, only 11.8% of participants with age ≥ 61 years 
were continuing surgical practice as previous in comparison 
to 17.9% participants with age between 41-60 years and 
21.1% participants with age ≤ 40 years.

As shown in table 7, the majority (69%) agreed as RT-
PCR for virus plus saturation monitoring as preferred 
investigations for COVID-19 testing, whereas 9.7% agreed 
on above tests plus antibody test for viruses. 7.7% wanted 
to do a HRCT chest in addition to RT-PCR and saturation 
monitoring, whereas 7.1% concluded on utilizing all the 
options including RT-PCR, saturation monitoring, HRCT chest 
and antibody test for the virus. Only 1.9% opted for antibody 
test and saturation monitoring, whereas only 0.7% opted for 
RT-PCR only. The majority in private setup (75.7%) were 
happy with RT-PCR for virus plus saturation monitoring, 
whereas a signi icant percentage in government setup also 
wants to add an antibody test with above tests. 

Regarding hike in surgical charges in view of extra 

cost incurred due to COVID-19 testing and PPE, 53.7% 
participants in corporate setup and 58.6% in private setup 
responded with yes.

Discussion
This recent pandemic created lot of dilemma for 

urologists and their patients signi icantly affecting patient-
care. There are various reasons which changed the practice 
pattern of urologists working in different setups.3, 4 In many 
hospitals, elective surgeries have been postponed to prevent 
unnecessary exposure to these patients. Further, shunting 
of staff and resources has been done for better management 
of patients with coronavirus leading to scarcity of staff and 
resources for routine cases. Even, In lux of patients has been 
reduced due to government restrictions, decreased transport 
facilities and fear of getting infected [3-5]. The majority in 
every set-up in our survey admitted that their practice was 
affected due to the recent outbreak.

The majority admitted to attend patients with prior 
appointment or to attend a ixed number of patients and 
also to maintain detailed records of all patients, attendants 
and hospital visitors. The prior appointments reduce 
over-crowding in OPD and also decrease waiting period of 
patients in OPD area. The detailed records help to contact 
the required person if the need arises [7]. Also, the majority 
agreed on avoiding to enter attendees with patients in OPD 
unless necessary to avoid exposure to an extra person. 

Huang, et al. noticed that most common symptom in 
patients infected with coronavirus was fever (98%), followed 
by cough (76%) and myalgia (44%) [8]. The patients can be 
requested to ill a printed questionnaire before entering OPD, 
which includes all relevant questions such as history of fever 
or chills, cough, dif icult breathing, fatigue, headache, loss of 
smell or taste, sore throat, runny nose and gastrointestinal 
symptoms to know if we are dealing with any suspected 
cases. Other relevant history, such as recent travel, residence 
in containment zone or close contacts with any con irmed 
cases can also be elicited [9]. Thermal scanners can also be 
utilized to detect people with fever [7,9]. The majority agreed 
on eliciting a necessary history and thermal screening before 
attending patients in our survey.

Table 6: Change in surgical practice.
All surgeries as previous Only emergency surgeries Emergency surgeries and malignancy cases
N (58) % (18.7) N (68) % (21.9) N (184) % (59.4)

Set-up
Government (88) 0 0 26 29.5 62 70.5
Corporate (82) 14 17.1 10 12.2 58 70.7
Private (140) 46 32.8 32 22.9 62 44.3

Years of practice
< 5 Years (90) 14 15.5 16 17.8 60 66.7

6 To 10 Years  (82) 22 26.8 8 9.8 52 63.4
≥11 Years(138) 22 15.9 44 31.9 72 52.2

Age
≤ 40 Years(142) 30 21.1 16 11.3 96 67.6

41-60 Years(134) 24 17.9 38 28.4 72 53.7
≥ 61 Years (34) 4 11.8 14 41.2 16 47

0 25 50 75 100 125 150 175 200 225

RT-PCR for virus + Satura on monitoring:

An body Test for virus + Satur on monitoring

RT-PCR + An body Test for virus +Satur on monitoring

RT-PCR +  HRCT chest + Satura on monitoring

RT-PCR + An body Test for virus + HRCT chest +…

RT-PCR for virus

No response

Investigations preferred for COVID-19 testing

Total Private Corporate Government

Table 7: Investigations preferred for COVID-19 testing.
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One minute exposure time with ethanol at a concentration 
between 62% and 71% signi icantly reduces coronavirus 
infectivity [10]. Thus, alcohol-based hand sanitizer can be 
used at entry point for hand hygiene, which is a simple, cheap 
and effective way to prevent the spread of infections [10,11]. 
Another potential source of spread of infection in OPD is 
contamination of frequent touch surfaces such as loor, 
table, chairs and examination tables. The recommended 
disinfectants such as 70% - 90% ethanol or 0.1% sodium 
hypochlorite can be used on environmental surfaces to 
reduce infectivity [10-12]. Also, new prescription can be 
used at every visit to avoid touching old prescription with 
the patient, a probable potential source of infection as few 
studies suggested that the virus survives on papers for 4 to 
5 days [12]. The majority agreed to sanitize hands of patients 
before allowing them to OPD room and for using the new 
prescription at each visit but majority were not agreed on 
sanitizing of the consultation room before attending next 
patient as it may be a time-consuming and cumbersome 
procedure. The participants in the age group of more than 
61 years were more in favor of using the new prescription 
at each visit and sanitizing of the consultation room than 
others, probably due to their experience and safety concern.

Digital rectal examination (DRE) is an integral part of the 
physical examination in urology. The possible transmission 
of the virus by aerosolized feces through fecal–oral or fecal–
respiratory route after isolating the virus in feces has been 
mentioned, so DRE may be risky in the current situation [13]. 
The majority agreed on omitting physical examination unless 
necessary.

Unidirectional low of patients can be maintained by 
using separate entry and exit point to avoid overcrowding. At 
the entry point, relevant history can be elicited and thermal 
scanners can be deployed. But, this may not possible in each 
setup due to restricted space or limited staff members [7]. 
The majority (190/310) were not in view of maintaining 
unidirectional low.

Also in our survey, more participants from corporate and 
private setup in comparison to government setup were not 
agreed with maintaining the unidirectional low probably in 
view of limited space and inancial constraint. 

Although N95 masks were found to be superior to triple 
layered masks in aspect of ilter penetration and face-seal 
leakage, but de initive evidence are lacking to show decrease 
transmission rate of acute respiratory infections from 
patients to HCWs [14]. Doctors sitting in OPD must wear a 
mask at all times while attending patients at least a triple 
layered mask. Depending on availability and feasibility, an 
N95 mask should be used if practicing in a high risk zone 
[15]. The majority were in view of using N-95 masks during 
practice in our survey. Surprisingly, younger participant and 
less experienced were more in favor of using an N-95 mask, 
maybe they were more apprehensive or more cautious. 

In urology, signi icant portions of patients are elderly 
with various co-morbidities making them highly susceptible 
to complications of COVID-19 [4]. Patients getting infected 
during OPD visits, surgery or during hospital stay and later 
developing complications may lead to medico-legal issues 
[16]. The majority agreed on taking a consent that patients 
may get infected by COVID-19 during or after a procedure or 
hospital stay. Surprisingly, more the experience, lesser they 
worried about consent, probably participants with lesser 
experience were more vigilant or afraid of medico-legal 
issues. 

Various recommendations have been made to limit 
urological procedures to only emergency cases, such as high 
grade malignancies, obstructive uropathies and unstable 
trauma patients till risk of COVID-19 is minimized to an 
acceptable level [17]. The majority (184/310) in our survey 
were agreed with above made recommendations. The 
government setup was most affected and was performing 
only limited urological procedures, as many of them changed 
their priority to tackle this pandemic. Also, participants with 
age ≥ 61 years were doing only limited urological procedures, 
probably due to safety concern.

There is a high prevalence of asymptomatic carriers 
functioning as spreaders of disease, so it is better to assume 
each and every patient COVID positive encountered. 
Various institutes are routinely doing COVID-19 testing for 
every patient posted for surgery, but various issues we can 
encounter in our practice may be inancial concern, limited 
availability of testing kits and only a few centers performing 
this test [18]. A signi icant proportion (198/310) in our 
survey agreed on performing COVID -19 test For every patient 
posted for surgery. Also, more urologists in the government 
setup were willing for COVID-19 testing for every patient 
posted for surgery in comparison to other, probably due to 
availability. 

The patients posted for elective surgeries can be admitted 
2 to 3 days prior in a separate ward and at least an RT-PCR 
test should be done. Also, preoperatively oxygen saturation 
and temperature monitoring can be performed till the day 
of surgery [19]. Few studies suggested that CT-scan of lung 
is a good technique to detect COVID-19 patients [19,20]. 
Even, some patients with a negative COVID-RT-PCR test may 
show abnormalities on lung CT-scan in infected cases. The 
combination of RT-PCR and lung CT-scan can give higher 
diagnostic sensitivity (92%) in comparing to RT-PCR alone 
(78%) and lung CT-scan alone (67%), thus decreasing the 
risk of operating on an infected case [20,21]. The participants 
in a private setup were happy with RT-PCR plus saturation 
monitoring, whereas others want to add a few more tests 
also, the probable reason may be inancial issues in private 
setup.

Ideally, elective surgeries should be postponed in 
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COVID-19 positive patients until they turned negative for 
virus as there is higher morbidity and mortality in such 
patients after surgery. Also, a separate operation theatre 
should be dedicated to all positive or suspected COVID-19 
patients needing emergency intervention, preferably situated 
in the designated COVID Block [18]. The majority agreed to 
assign separate operation theatre to operate patients with 
positive COVID-19 test.

There is a signi icant decrease in the number of open 
urological procedures due to various advances in minimal 
invasive techniques. The recent COVID-19 pandemic has 
led to some theoretical concerns regarding safety of robotic 
and laparoscopic techniques due to aerosol generation. 
Aerosols may be generated during desuf lation of the 
pneumoperitoneum or during use of energy sources [22]. 
Some guidelines recommended for considering laparoscopy 
only in selected cases where clinical bene its outweigh 
the risk of potential viral transmission [23]. There are 
no conclusive evidences to demonstrate COVID-19 in the 
generated aerosol particles. Laparoscopy or robotic surgery 
is not absolutely contraindicated, but appropriate personal 
protective equipments (PPE) and smoke evacuation systems 
are recommended for safety [22,23]. There are some certain 
advantages of minimally invasive procedures. Advancement 
in ports used in robotic surgeries creates a more stable 
pneumoperitoneum and within the ports create a protective 
gas barrier preventing leaks [24]. Robotic surgery allows 
the chief surgeon to operate at an adequate distance from 
the patient and also allows comparatively better distancing 
between assistant surgeons. Even, laparoscopic surgery 
allows better social distancing between operating surgeons 
and assistants in comparison to open surgery [25]. A 
signi icant proportion in our survey (198/310) admitted 
to preferring open surgery over minimal invasive surgery 
(Laparoscopic/Robotic). 

The participants with lesser experience (≤ 5 years) and 
more experience (≥ 11 years) preferred open surgery in 
comparison to participants with 6-10 years of experience, 
probably younger were cautious, seniors were wiser and 
participants with 6-10 years of experience were courageous.

Initially there were hurdles to get a good quality PPE due 
to the shortage, but India moved at a quick pace to become 
the second largest manufacturer in world PPE within a short 
span of time [26]. In our survey, a signi icant proportion 
(190/310) responded positively about easily getting PPE kits. 
Participants with experience of ≤ 5 years were struggling with 
getting good quality PPE in comparison to more experienced, 
probably they were new in ield with relatively less contacts.

The viral load even in asymptomatic cases is similar to 
symptomatic cases, which indicates similar transmission 
potential of asymptomatic cases. Health care workers 
(HCWs) have a high risk for infection due to exposure and 

many of them may remain asymptomatic or have subtle 
symptoms. These asymptomatic HCWs may further spread 
disease to patients, co-workers, and family members. These 
asymptomatic cases should be identi ied early and isolated 
to avoid further spread of infection [27]. A good proportion 
(178/310) agreed on random sampling of healthcare workers 
involved in patient care. The senior most participants (≥ 61 
years) were more in favor of random sampling of healthcare 
workers involved in patient care.

Same as HCWs, patients stayed in hospital for surgery or 
any other reason may contract the infection and may remain 
asymptomatic leading to substantial risk to community 
after discharge. Also, the patients may claim to get infected 
during stay even if they got infected later on by some other 
source [28]. So, one question arose in our mind that should 
we conduct an RT-PCR test before discharging patients to 
safeguard the community and avoiding medico-legal issues, 
but the majority (260/310) were against it. We noticed that 
more urologists in the government setup were agreed to it 
in comparison to other, the probable reason may be limited 
resources or inancial restraints in other setups.

Use of PPE, changed infection control strategy and need of 
doing COVID-19 testing in elective cases have led to increased 
expenditure on private and corporate setup. Also, there is 
fall in patient visits leading to decline in revenue generated 
[29]. The majority (126/222) admitted to increase surgical 
charges in view of extra cost incurred due to COVID-19 
testing and PPE.

There are various limitations to this survey. We were not 
able to contact all of the urologists and many of the contacted 
urologists did not participate in this survey. 

The strength of this survey is that it involves participants 
working in different setup and also with varying experience. 
This is the irst survey based on Indian practice, which is a 
quite different kind of practice from other countries. 

Conclusion
Our survey revealed that the recent pandemic led to 

signi icant impacts on urology practice in our country. The 
urologists working in different setups are facing different 
challenges in this dif icult condition. They have made certain 
changes in their practice to safely provide effective care to 
their patients.
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