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Down in the District: Welcome to the 
AUA’s DC Office
Robert Bass, MD, MBA
Legislative Affairs Committee and AUAPAC Chair

When people think about the 
U.S. Government and Capitol Hill, 
it might be easy to imagine a House 
of Cards or West Wing-esque scenar-
io. These TV shows enthralled au-
diences with their nefarious charac-
ters, but reality is far less dramatic. 
Most of the time, life on Capitol 
Hill is just members of Congress 
trying their best to represent their 
constituents on a wide variety of is-
sues. The tricky part is that these is-
sues can divide not only their con-
stituents, but the whole country.

You might be wondering how 
anyone could keep their finger on 
the pulse of so many different is-
sues to make informed decisions, 
but that’s where associations like 
the AUA step in. Congressional 
staffers often handle a wide vari-
ety of issue areas, which makes it 
almost impossible for them to be 
experts on everything. Instead, 
they rely on lobbyists from differ-
ent sectors to help keep them ap-
prised of the issues. This is where 
the AUA’s Washington, DC, office 
comes into play by advocating for 
the AUA’s priorities. In fact, the 
AUA invests over $2 million each 
year to support our advocacy ef-
forts, which include supporting 
the DC office space. Not all other 
medical specialties have a pres-
ence in Washington, DC, so we 
are grateful to the AUA for their 
ongoing support of our presence 
near Capitol Hill.

The AUA’s Washington, DC, 
office is home to the Legislative 
and Political Affairs Department, 
which handles a wide variety of 
issues important to our member-
ship, including state advocacy, 

federal advocacy, and AUAPAC 
(see Figure). Our DC office pro-
vides us with the opportunity to 
have a boots-on-the-ground ap-
proach to working with coalition 
partners and directly engage leg-
islators on issues that matter most 
to AUA members. Being able to 
walk to Capitol Hill to meet with 
members of Congress and their 
staff in person, or to attend can-
didate fundraisers on behalf of 
AUAPAC, goes a long way in de-
veloping meaningful relationships 
on Capitol Hill. With Hill offices 
opening back up and meetings 
being held in person again, conve-
nient access in Washington, DC, is 
a must. The AUA’s state advocacy 
program also runs out of the DC 

office and is key to encouraging 
and supporting AUA members to 
become effective state-level advo-
cates for their patients and their 
profession.

While Capitol Hill is slightly 
more mundane than your favorite 
TV drama may suggest, the work 
happening out of the AUA’s DC of-
fice is exciting, dynamic, and vital 
for the specialty of urology. You can 
personally experience your own 
visit to Capitol Hill to meet with 
your legislators at the 2023 Annual 
Urology Advocacy Summit. Advo-
cate for your patients and special-
ty, network with advocacy leaders 
at the AUA, and meet all the AUA 
public policy staff who support the 
AUA’s advocacy mission. STOP

ADVOCACY COLUMN

Figure. From left to right: Jeremy Haines, MA, Legislative & Political Affairs Manager; Juliana Nicolini, 
MSW, Public Policy & Advocacy Project Coordinator; Catherine Hendricks, State Advocacy Manager; 
Brad Stine, Legislative & Political Affairs Vice President; Chase Clanahan, Legislative & Political Affairs 
Manager.
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Addressing the Gaps in Medical Education on  
Transgender and Gender Diverse Patient Care
Adam C. Schneider, BS
Sidney Kimmel Medical College, Thomas Jefferson 
University, Philadelphia, Pennsylvania

The first thing she heard after 
waking up from surgery was “Sir, 
I need you to remain calm.” She 
was there for a gender-affirming 
orchiectomy, and the person who 
uttered these words assumed her 
gender based on the name of the 
procedure. This situation could 
have been easily avoided by a more 
thorough look at the patient’s chart 
and history. While this act of mis-
gendering was made unintentional-
ly, it is not necessarily benign.

Similar experiences of misgen-
dering and gender dysphoria still 
frequently occur within the health 
care setting. Approximately 33% 
of trans individuals have reported 
at least 1 negative experience with 
their health care provider related 
to their gender identity, and 23% 
reportedly avoid seeking health 
care due to fear of mistreatment.1 
With more health care systems, 
providers, and insurance com-
panies now offering coverage for 
gender-affirming care, the number 
of transgender and gender diverse 
(TGD) people seeking to establish 
and undergo care is projected to 
increase.

As a result, the demand for health 
care providers and physicians who 
are competent, sensitive, and well-
trained in providing TGD-specific 
care in urology is also anticipat-
ed to increase. However, medical 

school and residency curriculums 
historically have provided limited 
training and education on TGD 
specific health. Available studies 
have reported that around 74% of 
medical students have received less 
than 2 hours of training on trans-
gender health throughout their ed-
ucation.2 It is imperative that we 
address these discrepancies, but 
where do we start? How do we 
close this educational gap?

What Standards Should 
Be Implemented in 
Medical Curriculums 
to Ensure the Future 
Progress and Safety for 
These Patients?

In the absence of formal edu-
cational guidelines, some recom-
mendations for learning objectives 
in medical student curriculums in-
clude:
1) Historical barriers to care for TGD 

patients. Experiences of preju-
dice, discrimination, and trau-
ma in health care and society, 
 socioeconomic barriers, inappro-
priate pathologizing of gender 
incongruence, and dysphoria are 
just some of the barriers TGD in-
dividuals continue to face. Under-
standing these experiences would 
help trainees provide culturally 
informed care that can decrease 
the risk of re- traumatization with-
in health care.

2) Gender identification terminology on 
sex, gender, and orientation. Termi-
nology is ever-changing, and it is 
important to stay up to date on 
proper and respective language 
to improve care.

3) Pronouns and name. Asking and 
addressing a patient by their 
name and pronouns is one of the 
most important ways for physi-
cians to first establish rapport 
and build trust with patients. It 
is crucial for trainees to have an 
understanding of the different 
pronouns used by persons to 

self-identify as well as the neg-
ative impact “dead- naming”—
when one refers to a TGD person 
by a name they did not ask you 
to use or by a name they used 
prior to transitioning, usually the 
name they were assigned at birth 
and with which they no longer 
identify.

4) Gender transition (social, medical, 
and/or surgical). Transitioning 
is not a single step nor a single 
experience. Understanding the 
various steps one may or may 
not go through to affirm their 
gender identity and/or expres-
sion helps ensure optimal care is 
being provided. While hormon-
al (medical) treatments are pri-
marily managed by a patient’s 
primary care physicians and/or 
endocrinologist, intended and 
unintended effects of feminiz-
ing and masculinizing hormon-
al therapies impact urological 
examinations and management. 
Every person’s transition pro-
cess is unique, and they should 
receive care tailored to their in-
dividual experience.

5) Current standards of care on crite-
ria for gender-affirming medical and 
surgical treatments for adults and 
adolescents. The guidelines pro-
vided by the WPATH (World 
Professional Association for 
Transgender Health)3 and the 
Endocrine Society4,5 are designed 
to promote optimal TGD patient 
care, not limit access to care.

6) Elements of establishing a gender- 
affirming environment. Knowl-
edge of how to promote safe 
and culturally informed care for 
TGD patients to avoid inducing 
gender dysphoria is an essential 
competency, as well as how to 
ask the important questions re-
spectfully.

7) Elements of a trauma-informed care 
approach in urology. A urology- 
focused history and examination 
can be particularly intrusive for 
TGD patients, especially during 
the vulnerable moments accom-
panying examination and dis-
cussion of genitourinary and re-

productive organs. It is therefore 
critical to understand how to 
perform a patient encounter and 
examination that avoids re-trau-
matization in a patient popula-
tion already at such a high risk.

What Should Training for 
Health Care Professionals 
Providing Care for TGD 
Patients Entail?

The WPATH has put forth 
recommendations on cultural- 
knowledge training focused on 
treating and caring for TGD pa-
tients with dignity. For health care 
institutions and professionals, rec-
ommendations include training 
during orientation and as part of 
annual or continuing education, 
as well as training within each 
of the competency areas for the 
health care professional’s special-
ty.3 Implementing these strategies 
to ensure that these competencies 
are being met requires more at-
tention and consideration. Should 
we incorporate standardized as-
sessments and certifications for 
learners? Should we also allot an 
increased proportion of curricular 

MEDICAL STUDENT COLUMN

“ Available studies 
have reported that 
around 74% of 
medical students 
have received 
less than 2 hours 
of training on 
transgender health 
throughout their 
education.”

“ Approximately 
33% of trans 
individuals have 
reported at 
least 1 negative 
experience with 
their health care 
provider related 
to their gender 
identity, and 23% 
reportedly avoid 
seeking health 
care due to fear of 
mistreatment.”
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resources and time to ensure ade-
quate training? Collectively, clear 
and consensual learning objectives 
need to be defined in order to pro-
mote the highest quality of care for 
our patients.

Where Can Health 
Care Professionals 
and Patients Find 
More Information and 
Resources for TGD Care?
1) The World Professional Asso-

ciation for Transgender Health 
(https://www.wpath.org/):3 In-
formation on clinical guidance 
for health professionals to as-
sist TGD people with safe and 

effective pathways for social, 
medical, and surgical treatment 
for those experiencing gender 
dysphoria or discordance is pro-
vided within their Standards of 
Care, Version 8.

2) The Endocrine Society Clini-
cal Practice Guidelines (https://
www.endocrine.org/advocacy/
position-statements/transgen-
der-health):5 Provides standards 
of care for supporting TGD 
individuals, including informa-
tion on pubertal suppression, 
hormones, and surgery and also 
standardizes terminology used 
by health care professionals.

3) The National Center for 
Transgender Equality (https://
transequality.org/):6 Provides 
information for health care pro-

viders and patients on resources 
for rights to health care, mental 
health and social support, safe 
housing, insurance coverage, 
transition-related financial sup-
port, and employment.

4) The Center for Excellence in 
Transgender Health (https:// 
prevention.ucsf.edu/transhealth):7 
Resources available include on-
line learning courses for health 
care professionals, manuals 
and clinical practice guide-
lines, and fact sheets and sum-
maries on providing optimal 
evidence-based care for TGD 
 patients. STOP
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Gaining Momentum
Diversity & Inclusion Committee

The strength of any workforce 
is rooted in diversity. The AUA 
recognizes that a culturally aware 
and diverse membership is integral 
to the evolution and growth of the 
organization, as well as to the spe-
cialty of urology.

The AUA has recently named 
the inaugural Diversity & Inclusion 
Committee. Led by Larissa Bresler, 
MD, DABMA, chair of the D&I 
Committee and chief diversity of-
ficer, the D&I Committee is tasked 
with advising the AUA Board of 
Directors on shaping and execut-
ing diversity initiatives in accord 
with the recommendations of the 
AUA’s Diversity & Inclusion Task 
Force. The committee will be re-
sponsible for identifying and advis-
ing the Board on potential solutions 
to meet diversity gaps within the 
AUA organizational programs and 

collaborating with AUA Program 
Councils on the implementation of 
diversity initiatives and methods to 
recruit, support, and retain diverse 
AUA leaders and volunteers.

The committee has representation 
from all eight Sections of the AUA 
as well as a diversity of gender, race, 
sexual orientation, practice type, and 
specialty which will provide the di-
versity of thought that is necessary to 
move D&I initiatives forward.

Read more about each commit-
tee member, including Dr Bresler, 
on the newly published Diversity, 
Equity and Inclusion webpage (au-
anet.org/diversity).

In addition to committee mem-
ber bios, the DEI webpage is 
where you can learn about all of 
the projects the D&I Committee 
will help support: the initiatives 
and opportunities offered by the 
AUA and the Urology Care Foun-

dation including research awards, 
publications, humanitarian grants, 
webinars and educational opportu-
nities, patient education, and more.

Stay tuned for future Voices col-
umns from the D&I Committee 
members introducing themselves 
and their work in the DEI space 

as well as AUA’s ongoing commit-
ment to diversity, equity, and inclu-
sion. You’ll hear from committee 
members on Black History Month 
and racial justice work, bridging 
the gap between the AUA D&I 
Task Force and the D&I Commit-
tee, exploring the resident experi-
ence, and understanding micro-ag-
gressions, to name a few.

The D&I Committee will also be 
producing a Voices podcast series 
on the AUANews Inside Tract pod-
cast (AUAnet.org/podcast). Check 
out the first episode—a conversa-
tion between AUA President Dr 
Edward Messing and Dr Bresler—
and then tune back in each month 
for discussions on the AUA Board 
structure, how the AUA works 
with the R. Frank Jones Society, 
diversity in peer review, pronouns 
and underrepresented groups, 
and more. STOP

VOICES

“ Read more about 
each committee 
member, including 
Dr Bresler, on the 
newly published 
Diversity, Equity 
and Inclusion 
webpage (auanet.
org/diversity).”
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The Upcoming Society of Academic Urology Winter 
Meeting: A Sneak Peek
Gina M. Badalato, MD
Program Chairperson, Society of Academic Urology 
Columbia University Irving Medical Center,  
New York, New York

Mitchell H. Sokoloff, MD, FACS
Program Chairperson, Society of Academic Urology 
University of Massachusetts Chan Medical School, 
Worcester 
UMass Memorial Health Care, Worcester,  
Massachusetts

Raj S. Pruthi, MD, MHA, FACS
Society of Academic Urology President 
The Janssen Pharmaceutical Companies of Johnson & 
Johnson, Raritan, New Jersey

The 2023 Society of Academic 
Urology (SAU) Winter Meeting is 
geared toward assisting clinician 
educators and program coordina-
tors in their efforts to mentor and 
train the next generation of urolo-
gists across the entire spectrum of 
medical education. As compared 
to the SAU meeting at the AUA, 
this meeting has traditionally rep-
resented a larger 2-day confer-
ence that expounds upon import-
ant topics in education and allows 
for professional networking 
within the academic community. 
The upcoming winter event will 
take place January 20-21, 2023, in 
 Dallas, Texas.

This year, the meeting will 
have a significant professional de-
velopment focus. These talks will 
span the gamut of faculty coach-
ing and team-building initiatives 
from seeking out leadership op-
portunities to coping with im-
poster syndrome and perceived 
barriers to advancement. Discus-
sions will feature practical advice 
for modern educators on contract 
negotiation and assigning value to 
nonclinical educational endeav-
ors. Also in this vein, the program 
will address departmental leader-
ship challenges, such as sustain-
ing institutional productivity and 
quality metrics without compro-
mising trainee education. The 
broad scope of topics in this cate-
gory is intended to provide mean-
ingful insights to academicians in 
various leadership positions and 
at differing stages of their career.

The conference will also have 2 
keynote speakers to reflect upon im-
portant topics framing contempo-
rary clinical practice. Dr Kelvin A. 
Moses, Associate Professor of Urol-
ogy at Vanderbilt University, will 
speak on promoting health equity 

and the responsible involvement 
of trainees in the care of vulnera-
ble populations. Dr Christopher 
Gonzalez, Professor of Urology at 
Loyola University, will discuss the 
impact of current health care pol-
icy on our profession and reflect 
upon the responsibility of urolo-
gists in this evolving political land-
scape. We anticipate these talks 
from thought leaders in our field 
will help set the stage for meaning-
ful reflection and dialogue.

Last, the meeting will continue 
to highlight state-of-the-art practic-
es pertaining to trainee education. 
These themes will include ongoing 
discussion of the medical student 
recruitment process. This section 
will review several topics, includ-
ing key insights on structuring vis-
iting rotations, holistic application 
review, critical interpretation of 
letters of recommendation, and 
the responsible use of social media 
when interfacing with candidates. 
We will also feature 2 panels on 
the virtual interview process, one 
involving program leadership and 
the other junior urology residents, 
as we continue to define the impact 

of residency interviews that are no 
longer carried out in person. Addi-
tionally, the meeting will continue 
to address important aspects of res-
ident education. Talks will focus on 
academic curricular design, opti-
mizing visiting professor programs, 
and teaching residents the “hidden” 
curriculum of core nonclinical top-
ics relevant to independent prac-
tice. Resident education seminars 
will also highlight critical facets of 
surgical training, including opti-
mizing resident preparedness and 
engagement in the operating room, 
and mechanisms of assessing sur-
gical competency. Overall, these 
sessions should provide a robust 
overview of current issues affecting 
the spectrum of medical education.

All in all, we anticipate the con-
tent and company of this meeting 
will be enriching, and we look for-
ward to participation from various 
members of our professional com-
munity. A full description of the 
meeting and registration informa-
tion can be accessed on the SAU 
website: https://sauweb.org/meet-
ings/upcoming-meetings.aspx. We 
hope to see you there! STOP

SECTION AND SPECIALTY MEETINGS

Transurethral Resection of Bladder Tumor vs  
Chemoablation for Nonmuscle-invasive Bladder Cancer
Taylor Parisse, BA*
University of North Carolina at Chapel Hill

Katy Reines, MD*
University of North Carolina at Chapel Hill

Ramsankar Basak, PhD
University of North Carolina at Chapel Hill

Dana Mueller, MS
University of North Carolina at Chapel Hill

Randall Teal, MA
Connected Health Applications & Interventions 
(CHAI) Core, University of North Carolina at 
Chapel Hill

Maihan B. Vu, DrPH, MPH
Connected Health Applications & Interventions 
(CHAI) Core, University of North Carolina at 
Chapel Hill 
Center for Health Promotion and Disease Prevention, 
UNC at Chapel Hill

Jessica Carda-Auten, MPH
Connected Health Applications & Interventions 
(CHAI) Core, University of North Carolina at 
Chapel Hill

Kathryn Stein
Connected Health Applications & Interventions 
(CHAI) Core, University of North Carolina at 
Chapel Hill

Kara Giannone, MPH
Connected Health Applications & Interventions 
(CHAI) Core, University of North Carolina at 
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Study Need and 
Importance

Given the need for ongoing 
surveillance with cystoscopy and 
the high likelihood of recurrence 
requiring transurethral resection 
of bladder tumor (TURBT), non-
muscle-invasive bladder cancer 
(NMIBC) can be burdensome for 
patients even when compared to 
other urological malignancies. As 
such, nonsurgical alternative treat-
ments for NMIBC such as intra-
vesical chemoablation are being 
explored with promising results. 
With the increasingly active role of 
patients in treatment decision mak-
ing, understanding patient percep-
tion of intravesical chemoablation 
as it relates to TURBT is impera-
tive to achieve value-based care. 

What We Found
In this mixed methods study, we 

elicited both patient and provid-
er perceptions of repeat TURBT 

as a treatment for NMIBC. Our 
study demonstrated a significant 
proportion of patients preferring 
intravesical chemoablation to 
conventional TURBT when pro-
vided with this alternative as a 

hypothetical treatment option for 
NMIBC. Furthermore, we iden-
tified differences between the 
way patients and urologists per-
ceive repeat TURBT for bladder 
cancer. Specifically, patients but 
not urologists emphasized the 
emotional toll of the procedure 
along with the need for improved 
counseling regarding recurrence, 
terminology, and  cancer-related 
signs and symptoms. 

Limitations
Identifying our patient sam-

ple through an advocacy net-
work and recruiting providers 
through snowball sampling may 
introduce selection bias given 
that respondents may not repre-
sent the general population and 
providers within a similar social 
network may likewise counsel 
patients similarly. Furthermore, 
our sample was homogeneous 
with a majority of White and 
male respondents. Other limita-

tions include recall bias inher-
ent to self-reported pathological 
data, missingness in health-relat-
ed quality of life data, and selec-
tive sampling, which may intro-
duce respondent bias. 

Interpretation for Patient 
Care

As alternative treatment options 
for NMIBC emerge, shared deci-
sion making becomes increasing-
ly important. Understanding the 
burden of NMIBC treatment on 
quality of life is critical when fram-
ing these shared decision-mak-
ing discussions. The discordance 
between patient and provider 
TURBT perception highlights the 
need to expand our understand-
ing to better improve the patient 
experience through relevant and 
patient- centered education. Our 
study provides specific areas of 
discordance and ways in which 
they can be addressed through pa-
tient educational resources. STOP

“ Our study 
demonstrated 
a significant 
proportion of 
patients preferring 
intravesical 
chemoablation 
to conventional 
TURBT when 
provided with 
this alternative 
as a hypothetical 
treatment option 
for NMIBC.”

TRANSURETHRAL RESECTION OF BLADDER TUMOR VS CHEMOABLATION
Arrow-right Continued from page 5
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Lai HH, Wiseman JB, Helmuth 
ME, et al. Phenotyping of uri-
nary urgency patients without 

urgency incontinence, and their 
comparison to urgency incon-
tinence patients: findings from 
the LURN study. J Urol. 2023; 
209(1):233-242.

Study Need and 
Importance

Despite its high prevalence, 
overactive bladder (OAB) patients 
with urinary urgency (UU) with-
out urgency urinary incontinence 
(UUI)—the so-called OAB-dry pa-
tients—are poorly characterized.  
The pathophysiology of OAB-
dry is poorly understood. Some 

hypothesize that UU is a milder 
manifestation of UUI, while oth-
ers suggest UU may be a sensory 
or afferent disorder without detru-
sor overactivity, implying that UU 
and UUI may be 2 distinct entities 
with different underlying mech-
anisms.  A third possibility is that 
UU represents an intermediate 
condition along a continuum of 
UUI and interstitial cystitis/blad-
der pain syndrome. To begin to 
answer this question, we character-
ized patients enrolled in the LURN 
(Symptoms of Lower Urinary Tract 
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 Dysfunction Research Network) 
study with UU with vs without 
UUI who presented to urology/ur-
ogynecology clinics seeking treat-
ment for their symptoms.

What We Found
Among participants with UU at 

baseline, two-thirds also had UUI 
(OAB-wet), and one-third had UU 

only (OAB-dry). Patients with UUI 
have more severe storage symptoms, 
more severe bowel symptoms, more 
psychosocial symptoms, poorer phys-
ical functioning, and worse quality 
of life than those with UU only (see 
Figure). No differences were detected 
in urological pain between UU only 
and UUI. Our data suggested UUI 
may be a more severe manifestation 
of UU, rather than UU and UUI be-
ing distinct entities.

Limitations
Limitations of this study were 

enrollment at large academic cen-
ters, which may reduce general-
izability of the results to patients 
seeking care at primary care or 
general urology sites, and that the 
cohort was predominantly White 
(>80%), which reflected our popu-
lation in clinics.

Interpretation for  
Patient Care

Data from the LURN study sug-
gest that UUI may be a more se-
vere manifestation of UU, rather 

than UU and UUI being distinct 
entities. This study emphasizes the 
need for additional studies exam-
ining whether OAB-wet and OAB-

dry are truly 2 distinct phenotypes 
within OAB, or rather if they rep-
resent a continuum of symptom 
severity. STOP

Figure. Associations between urological and nonurological measures and urgency urinary inconti-
nence (UUI) severity as measured by Lower Urinary Tract Symptoms (LUTS) Tool. Forest plot of mixed 
effect linear regression model results for urological and nonurological factors at baseline. Regression 
coefficients are displayed on the right. *P < .05. GI indicates gastrointestinal; GUPI, Genito-Urinary 
Pain Index; POPDI-6, Pelvic Organ Prolapse Distress Inventory; PROMIS, Patient Reported Outcomes 
Measurement Information System; PSS, Perceived Stress Scale; QOL, quality of life; UDI-6, Urinary 
Distress Inventory.

“ Patients with UUI 
have more severe 
storage symptoms, 
more severe bowel 
symptoms, more 
psychosocial 
symptoms, 
poorer physical 
functioning, and 
worse quality of 
life than those 
with UU only (see 
Figure).”

PHENOTYPING OF URINARY URGENCY PATIENTS WITHOUT URGENCY INCONTINENCE
Arrow-right Continued from page 6
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Huang Q, Zhao G, Chen Y, et 
al. Robotic level IV inferior 
vena cava thrombectomy using 

an intrapericardial control tech-
nique: is it safe without cardio-
pulmonary bypass?. J Urol. 2023; 
209(1):99-110.

Study Need and 
Importance

Level IV inferior vena cava 
(IVC) thrombectomy is one of 
the most challenging procedures 
that frequently requires cardiopul-
monary bypass (CPB) and deep 
hypothermic circulatory arrest 
(DHCA), which causes additional 
morbidities. In this study, we were 
to introduce an intrapericardi-
al control technique via  robotic 
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approach,  obviating CPB and 
DHCA for level IV IVC thrombus 
not entering the right atrium (level 
IVa; see Figure).

What We Found
The initial experience indicated 

that this technique is safe for level 
IVa thrombi with CPB backup. The 
median operation time and first 
porta hepatis occlusion time were 

shorter, and estimated blood loss 
was lower in the CPB-free group as 
compared to the CPB group. Severe 
complications (level IV-V) were 
also lower in the CPB-free group 
than in the CPB and CPB/DHCA 
groups. Oncologic outcomes were 
comparable among the 3 groups in 
short-term follow-up.

Limitations
Due to the small sample size and 

selection bias, we should be more 
tempered in this conclusion. A pro-
spective, randomized, controlled 
study with more cases is required 
to further validate this new tech-
nique.

Interpretation for Patient 
Care

If technically feasible, we en-
courage avoidance of CPB and 
DHCA for level IV IVC thrombus 
not entering the right atrium. STOP

Figure. A diagram illustrating transabdominal-transdiaphragmatic robot-assisted (RA) level IV inferi-
or vena cava (IVC) thrombectomy (intrapericardial control technique, right-sided) with cardiopulmo-
nary bypass backup. The key procedure was the incision of the central tendon of the diaphragm and 
the pericardium to achieve intrapericardial IVC control with cardiopulmonary bypass backup. The key 
steps were as follows: (1) after clamping the first porta hepatis (FPH) and (2) tightening the cephalic 
intrapericardial IVC, the suprahepatic IVC was incised and the thrombus was removed. Subsequently, 
nephrectomy and cavectomy were performed through the transection of the (3) caudal IVC, (4) right 
renal artery (RRA), and (5) left renal vein (LRV), in that order. RCC indicates renal cell carcinoma.

“ If technically 
feasible, we 
encourage 
avoidance of 
CPB and DHCA 
for level IV IVC 
thrombus not 
entering the right 
atrium.”

ROBOTIC LEVEL IV INFERIOR VENA CAVA THROMBECTOMY
Arrow-right Continued from page 7
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de la Calle CM, Mamawa-
la MM, Landis P, et al. Clini-
cal significance of perineural 
invasion in men with Grade 
Group 1 prostate cancer on ac-
tive surveillance. J Urol. 2023; 
209(1):180-186.

Study Need and 
Importance

It is widely accepted that most 
men with Gleason grade (GG) group 
1 prostate cancer can safely be mon-
itored using active surveillance (AS). 
Yet, perineural invasion (PNI), a 
known mechanism of extracapsular 
spread, can coexist with GG1 pros-
tate cancer. The clinical significance 
of finding PNI on biopsy in men 

with GG1 disease on AS is unclear. 
In this study we aimed to assess the 

association between PNI and grade 
reclassification (GR) during AS and 
its association with oncologic out-
comes after radical prostatectomy.

What We Found
We identified 198 men with GG1 

prostate cancer and  biopsy-detected 
PNI at any time point during AS. 
We found that men with PNI ex-
perienced earlier GR and that PNI 
was significantly associated with GR 
(see Table). The subset of men with 
PNI that ultimately underwent rad-
ical prostatectomy exhibited more 
extraprostatic extension. Yet, PNI 
detected on biopsy during AS was 
not associated with other features 
of adverse pathology, and these 
patients did not experience more 
biochemical recurrence (BCR).

JU INSIGHT

“ This study 
supports active 
surveillance for 
GG1 patients 
with PNI, as PNI 
did not confer 
a higher risk of 
adverse oncologic 
outcomes 
after radical 
prostatectomy in 
our cohort (other 
than extraprostatic 
extension).”
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Limitations
This is a retrospective study 

limited by heterogeneity in the 
patient cohort, reflective of the 
evolution of AS protocols over 
time at our institution. This is, for 
example, reflected in the absence 
of magnetic resonance imaging of 
the prostate in a large portion of 
the cohort. Similarly, there was 
not a set protocol to guide transi-
tion to active treatment. Finally,  
the event rate for BCR was overall 
very low so the clinical significance 
of the BCR findings is unclear.

Interpretation for Patient 
Care

This study supports active sur-
veillance for GG1 patients with 
PNI, as PNI did not confer a 
higher risk of adverse oncologic 
outcomes after radical prostatec-
tomy in our cohort (other than ex-
traprostatic extension). PNI was, 
however, associated with GR, 
suggesting that men with PNI 
on AS may benefit from closer  
surveillance. STOP

CLINICAL SIGNIFICANCE OF PERINEURAL INVASION IN MEN
Arrow-right Continued from page 8

Table. Multivariable Regression Model for Grade Reclassification in the Overall Cohort (N=1,969)

Covariate Hazard ratio 95% CI P value

Perineural invasion (present vs absent) 3.25 2.54-4.16 < .001

Year of diagnosis 1.09 1.07-1.11 < .001

Age (per year increase) 1.05 1.03-1.06 < .001

PSA density (per 0.1 unit increase) 1.30 1.14-1.47 < .001

No. positive cores 1.19 1.12-1.27 .03

Maximum percent core involvement 1.00 0.99-1.00 .70

Abbreviations: CI, confidence interval; PSA, prostate specific antigen.
Bold indicates statistical significance.
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Shoji S, Kaya T, Tanaka Y, et 
al. Usefulness of LacdiNAc- 
glycosylated prostate-specific 
antigen density for predicting 
pathological findings of magnet-
ic resonance imaging-transrectal 
ultrasound fusion image-guid-
ed prostate biopsy for the pa-
tients with highest Prostate 
Imaging Reporting and Data 
System category ≥3. J Urol. 2023; 
209(1):187-197. 

Study Need and 
Importance

LacdiNAc-glycosylated pros-
tate-specific antigen (LDN-PSA) 
is a PSA carrying a prostate 
cancer (PC)–associated disac-
charide LacdiNAc (GalNAcβ1 
→ 4GlcNAc) at the nonreduc-
ing termini of N-glycan. The 
present study evaluated the 

usefulness of the plasma LDN-
PSA for detecting clinically 
significant PC (csPC) and pre-
dicting pathological findings 
of mult iparametric magnet-
ic resonance imaging (mpM-
RI)-transrectal ultrasound fusion 
image-guided target biopsy. 

JU INSIGHT
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“ Data from the 
LURN study 
suggest that 
UUI may be 
a more severe 
manifestation of 
UU, rather than 
UU and UUI 
being distinct 
entities.”
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What We Found
On multivariable logistic regres-

sion analysis, PSA density (PSAD; 
odds ratio [OR] 1.61, P = .010), 
LDN-PSAD (OR 1.04, P = .012), 
highest Prostate Imaging–Report-
ing and Data System (PI-RADS) 
category (3 vs 4, 5; OR 14.5, P < 
.0001) and location of the lesion 
with highest PI-RADS category 
(transition zone vs peripheral zone; 
OR 0.34, P = .009) were signifi-
cant risk factors for detecting csPC 
in all patients (n=204). On multi-
variable logistic regression analysis 
to predict the detection of csPC 
in patients with highest PI-RADS 
category 3 (n=113), age (OR 1.10, 
P = .026) and LDN-PSAD (OR 
1.07, P < .0001) were significant risk 
factors for detecting csPC. LDN-
PSA and LDN-PSAD had positive 
correlations with highest PI-RADS 
category. There were positive cor-
relations between the highest Glea-
son score and LDN-PSA tumor 
density and PI-RADS category.

Limitations
This was a single-institution 

study. Second, the pathologi-
cal results were diagnosed with 
MRI-transrectal ultrasound fusion 
image-guided target biopsy for sus-
picious lesions on mpMRI and 12-
core systematic biopsy with a tran-

sperineal approach but not with 
whole-gland specimens. Third, the 
included patients were limited to 
those with PSA levels ≤20 ng/mL 
and cancer suspicious lesions with 
PI-RADS category ≥3.

Interpretation for Patient 
Care

The use of LDN-PSAD as an 
adjunct to the use of PSA levels 
would avoid unnecessary biop-
sies in patients with the highest 
PI-RADS category 3. Further, the 
various forms of LDN-PSA has the 
possibility to contribute to assess 
the effect and recurrence after the 
focal therapy for localized PC, be-
cause it would contribute to detect 
csPC (see Figure). STOP

Figure. Two types of plasma prostate-specific antigen (PSA) and the measurement of plasma  
LacdiNAc-glycosylated–PSA value. a, Aberrant N-glycosylation of PSA. Plasma PSA derived from 
prostate cancer is LacdiNAc (N-acetylgalactosamine β1-4 N-acetylglucosamine) glycans at the nonre-
ducing termini of N-glycan; this is not the case for plasma PSA derived from benign prostate tissue. b, 
Differences of LDN-PSA density (PSAD) between the patients who were detected with or without clin-
ically significant prostate cancer using the Mann–Whitney U test. LDN-PSAD was significantly higher 
in the patients who were detected with clinically significant prostate cancer (median 20.0×10−4  
U/mL/cc, range 1.73-95.6) than in the patients without clinically significant prostate cancer (median 
6.05×10−4 U/mL/cc, range 0.910-73.5; P < .0001).

USEFULNESS OF LACDINAC-GLYCOSYLATED PROSTATE-SPECIFIC ANTIGEN DENSITY
Arrow-right Continued from page 9

“ The use of LDN-
PSAD as an 
adjunct to the 
use of PSA levels 
would avoid 
unnecessary 
biopsies in 
patients with the 
highest PI-RADS 
category 3.”
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men with National Comprehen-
sive Cancer Network favorable 
intermediate-risk prostate can-
cer: the initial Michigan Uro-
logical Surgery Improvement 
Collaborative experience. J Urol. 
2023;209(1):170-179.

Study Need and 
Importance

There is a lack of real-world 
evidence on the use of active 
surveillance (AS) for favorable 
intermediate-risk prostate cancer 
(FIRPC) from diverse clinical 
practice settings. Further, little is 
known about the short-term on-
cologic outcomes for men with 
FIRPC who receive up-front 
treatment vs those who delay rad-
ical prostatectomy (RP). We retro-
spectively reviewed the Michigan 
Urological Surgery Improvement 
Collaborative data to assess the 
use of AS for men diagnosed with 
FIRPC and investigated short-
term outcomes including adverse 
pathology and time to biochemi-
cal recurrence for those who un-
derwent radical prostatectomy 
from 2012 to 2020.

What We Found
We found considerable variability 

in the use of AS for men with FIPRC 
by practice ranging from 8% to 65% 
(23% to 85% for Grade Group [GG] 
1 and 8% to 57% for GG2 disease). 
The 5-year treatment-free probabil-
ity for those managed with AS was 
63% overall and 73% for GG1 and 
57% for GG2 disease. In risk-ad-
justed models, men with delayed 
RP had a higher risk of adverse pa-
thology (46% vs 32%) but had sim-
ilar rates of biochemical recurrence 
(22% vs 14%) to those who received 
immediate treatment (see Figure).

Limitations
The present study has limitations 

that are inherent to observational 
designs, including selection bias. 
Since the Michigan Urological Sur-
gery Improvement Collaborative is 
a relatively new surgical registry, 
we were limited to reporting short-
term oncologic outcomes for surgi-
cal patients only. Other limitations 
include lack of standardization in 
AS follow-up care as well as the 
inconsistent criteria for transition 
from AS to treatment.

Interpretation for  
Patient Care

Our study shows that men who 
delayed RP had similar oncolog-
ic outcomes to men undergoing 

 up-front treatment, suggesting 
that many men with FIRPC can 
safely avoid radical treatment for 
years without compromising the 
survival benefit associated with 
radical treatment. STOP

THE USE AND SHORT-TERM OUTCOMES
Arrow-right Continued from page 10

Figure. Kaplan-Meier survival curves estimating biochemical recurrence-free survival for men with favor-
able intermediate-risk prostate cancer undergoing immediate and delayed radical prostatectomy (RP).
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Study Need and 
Importance

Very few clinical trials exist to 
guide recommendations about vi-
tamin D supplementation for over-
active bladder (OAB) and urinary 
incontinence (UI), especially in 
men. To further evaluate the prev-
alence, incidence, and progression 
of OAB and UI symptoms among 
men taking vitamin D supplemen-
tation compared to placebo, we 
conducted an ancillary study of 
OAB and UI symptoms among 
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men enrolled in a nationwide vi-
tamin D and omega-3 prevention 
trial for cancer and cardiovascular 
disease, the VITamin D and Ome-
gA-3 TriaL (VITAL).

What We Found
In this ancillary analysis of 

VITAL, a randomized trial in-
cluding 11,486 older men, daily 
vitamin D3 supplementation did 
not reduce OAB and UI preva-
lence, incidence, or progression 
relative to placebo over 2 to 5 
years (see Figure). In the planned 

subgroup analysis of men with 
low pre-randomization serum 
25-hydroxyvitamin D levels, we 
found inconsistent findings with 
reduced OAB at year 5 and in-
creased UI when associated with 
sleep or other reasons. Our sub-
group findings were paradoxical 
for the use of vitamin D supple-
mentation in older men with low 
serum 25-hydroxyvitamin D. 

Limitations
This ancillary clinical trial analy-

sis has several strengths, including 
the large sample size, high reten-
tion rate, and follow-up for 5 years, 
including a subgroup of men with 
serum levels of 25-hydroxyvitamin 
D. However, we did not have base-
line UI or OAB data, and thus could 
not formally consider UI incidence 
or progression throughout the full 
study period and could only assess 
OAB at year 5. We only assessed 
OAB and UI symptoms through 
self-reported questionnaires. 

Interpretation for  
Patient Care

Our study provides evidence 
that vitamin D supplementation 
does not broadly treat or prevent 
UI in older men. Our findings also 

indicate that long-term vitamin D 
supplements reduced the potential 
for OAB in men with low serum 
25-hydroxy vitamin D levels, al-
though inconsistent findings in-
cluded possible increases in UI in 
this subgroup. STOP

Figure. Odds and 95% confidence intervals of overactive bladder (OAB) and prevalence of any urinary 
incontinence (UI), incident UI, and UI progression at year 5 for men on vitamin D supplementation 
compared to placebo.
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EFFECT OF VITAMIN D SUPPLEMENTATION
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“ Our study 
provides evidence 
that vitamin D 
supplementation 
does not broadly 
treat or prevent  
UI in older men.”

Gleason Grade 1 Prostate Cancer Volume at Biopsy  
Is Associated With Upgrading but Not Adverse  
Pathology or Recurrence After Radical Prostatectomy: 
Results From a Large Institutional Cohort
Kevin Shee, MD, PhD
University of California, San Francisco

Samuel L. Washington III, MD, MAS
University of California, San Francisco

Janet E. Cowan, MA
University of California, San Francisco

Claire M. de la Calle, MD
University of California, San Francisco

Avi S. Baskin, MD, MPhil
University of California, San Francisco

Meera R. Chappidi, MD, MPH
University of California, San Francisco

Domenique Escobar, MD
University of California, San Francisco

Hao G. Nguyen, MD, PhD
University of California, San Francisco

Matthew R. Cooperberg, MD, MPH
University of California, San Francisco

Peter R. Carroll, MD, MPH
University of California, San Francisco

Shee K, Washington SL III, 
Cowan JE, et al. Gleason grade 
1 prostate cancer volume at bi-
opsy is associated with upgrad-
ing but not adverse patholo-
gy or recurrence after radical 
prostatectomy: results from a 
large institutional cohort. J Urol. 
2023;209(1):198-207.

Study Need and 
Importance

Active surveillance has been 
widely accepted as the standard 
management for low-risk pros-

tate cancer (PCa), which is typi-
cally defined as low-grade (Glea-
son grade group 1 [GG1]), stage 
T1c or T2a, and PSA <10 ng/mL.  
However, there is controver-
sy surrounding the appropriate 
clinical management of patients 
with high-volume, low-grade 
PCa. Risk stratification guide-
lines such as the National Com-
prehensive Cancer Network 
Guidelines suggest that patients 
with high-volume disease (>3 
positive cores on biopsy) may 
benefit from definitive treatment 
such as radical prostatectomy 
(RP) or radiation therapy, al-
though evidence for this state-
ment is inconclusive.

What We Found
Inclusion criteria were T1/T2 

PCa, PSA at diagnosis <10 ng/mL, 
GG1, and management with prima-
ry RP. A total of 1,029 patients met 
inclusion criteria. Volume of PCa 
was defined by percentage of pos-
itive cores (PPC). Outcomes were 
pathological upgrade (≥GG2), UCSF 
(University of California, San Fran-
cisco) adverse pathology (≥GG3, 
pT3/4 or pN1), alternate adverse 
pathology (≥GG3, ≥pT3b, or pN1), 
and recurrence (biochemical failure 
with 2 PSA ≥0.2 ng/mL or salvage 
treatment) after RP.  Multivariable  
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logistic regression models demon-
strated significant associations be-
tween PPC and pathological upgrade 
(OR 1.31, 95% CI 1.1-1.57, P < .01), 
but not UCSF adverse pathology 
at RP (P = .84); PPC was negative-
ly associated with alternate adverse 
pathology (OR 0.67, 95% CI 0.48-
0.93, P = .02). Multivariable Cox 
regression models demonstrated no 
association between PPC and haz-
ard of recurrence after RP (P = .11). 
Multivariable regression analyses are 
summarized in the Figure.

Limitations
Retrospective study, absence of uni-

form diagnostic or treatment protocol, 
low percentage of patients receiving 
prostate MRI, single institution.

Interpretation for  
Patient Care

Although increased volume of 
PCa was associated with patholog-

ical upgrade, it was not associated 
with adverse pathology or recur-
rence after RP in patients with low-

risk PCa. Our findings question the 
influence of increased PCa volume 
on risk stratification and the deci-

sion to pursue definitive treatment 
over active surveillance in patients 
with high-volume, low-grade PCa. STOP

GLEASON GRADE 1 PROSTATE CANCER VOLUME
Arrow-right Continued from page 12

Figure. Multivariable regression model results for pathological upgrade or adverse pathology and recurrence after radical prostatectomy for 1,029 men at 
University of California, San Francisco.
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Study Need and 
Importance

Priapism is a debilitating, often id-
iopathic condition that may be relat-
ed to undiagnosed coagulopathy or 
vascular dysfunction in some cases. 
While the urological manifestations 
following priapism are well known, 
less is known about whether pria-
pism may be a harbinger for future 
vascular or thromboembolic events. 
This would emphasize the need for 
continued follow-up of men with 
priapism beyond their acute pria-
pism event.

What We Found
Our study compared 10,459 

healthy men with priapism to men 

with other urological genital ail-
ments (ie, 10,438 men with erec-
tile dysfunction, 8,549 men with 
Peyronie’s disease, and 7,971 
men with premature ejacula-
tion). We determined incident 
cardiovascular and thromboem-
bolic disease in the years fol-
lowing a priapism episode. Men 
with priapism had a 24% higher 
risk of ischemic heart disease, 
31% higher risk of cerebrovascu-
lar disease, and 15% higher risk 
of arterial disease compared to 
men with erectile dysfunction 
in the years following their pri-
apism episode. Similar findings 
were noted comparing priapism 
men to Peyronie’s disease and 
premature ejaculation controls. 
Additionally, men with recur-
rent priapism episodes showed 
increasingly higher rates of vas-
cular diseases.

Limitations
All men in the study were com-

mercially insured and the definitive 
etiology of priapism was not avail-
able, which are limitations of the 
study. 

Interpretation for  
Patient Care

Men with priapism demonstrat-
ed higher incidence of cardiovas-
cular and cerebrovascular diseases. 
Thus, priapism may be an indicator 
of a broader underlying cardiovas-
cular or coagulopathic condition in 
some patients. These patients may 
benefit from additional adjuvant 
testing and monitoring after the 
priapism event that extend beyond 
that of sexual health. STOP

JU INSIGHT
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Study Need and 
Importance

Interstitial cystitis/bladder 
pain syndrome (IC/BPS) causes 
significantly reduced health-re-
lated quality of life. Furthermore, 
a subset of IC/BPS patients suf-

fer from nonurological associat-
ed syndromes (NUAS), such as 
chronic fatigue syndrome, mi-
graines, and fibromyalgia, result-
ing in worse quality of life. Pri-
or qualitative studies of women 
recruited from specialty centers 
identified effects of IC/BPS on 
sleep, mental health, and physi-
cal and sexual health. However, 
these studies have focused on 
patients with access to care. This 
study aimed to capture women’s 
experience with IC/BPS using 
digital ethnography, a novel 
method of analyzing anonymous 
online discussions. 

What We Found
The data mining process iden-

tified 6,842 posts by 3,902 online 
users. Analysis using inductive 
coding and a Latent Dirichlet Al-
location topic modeling process 
identified 6 thematic categories 
represented in the conceptual 
model (see Figure). The Latent 
Dirichlet Allocation findings val-
idated the debilitating nature of 
concomitant NUAS, which has 
not been captured in prior qual-
itative studies. Online forums 
allowed patients to share infor-
mation such as homeopathy use 
despite the low supporting clini-
cal evidence. There were signifi-
cant knowledge gaps identified. 
For example, the diagnostic cri-
teria for IC/BPS was frequently 
debated. 

Limitations
Due to the analysis of anonymous 

posts, online users’ demographic 
information was unavailable, and 
the accuracy of IC/BPS diagnoses 
was not certain. The findings are 

limited by the level of engagement 
of forum participants, and the posts 
reviewed may be more represen-
tative of patients with more severe 
symptoms or those dissatisfied with 
their medical care. 

Interpretation for Patient 
Care

Despite the available IC/BPS 
AUA guideline, diagnosis and treat-
ment options are confusing for pa-
tients with IC/BPS. Online forums 
are widely utilized by women with 
IC/BPS to supplement their knowl-
edge gaps and provide emotional 
support. Identifying patients with 
concomitant NUAS may help us to 
take a more systemic approach to 
managing symptoms and flares. STOP

JU INSIGHT

Figure. Relationships between thematic categories. HRQOL indicates health-related quality of life; 
IC/BPS, interstitial cystitis/bladder pain syndrome.

“ Despite the 
available IC/BPS 
AUA guideline, 
diagnosis and 
treatment options 
are confusing  
for patients with 
IC/BPS.”
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Study Need and 
Importance

Surgical morbidity after radical 
cystectomy (RC) is significant, and 
obesity is associated with increased 
complication risk. However, it is 
unknown if a BMI threshold ex-
ists above which complication risk 
is considerably increased. Such a 
threshold could be helpful in pre-
operative counseling for RC-asso-
ciated complication risk. A BMI 
threshold could also inform weight 
loss strategies during prehabilita-
tion to potentially reduce complica-
tion risk. 

What We Found
We found that obesity was inde-

pendently associated with the risk of 
developing any complications after 
RC, and the risk increased as the 
BMI value increased (OR 1.04 95% 
CI 1.01, 10.7).We also identified a 
BMI threshold of 34 kg/m2 as the 
predicted complication risk began 
to rise consistently above this level 
(see Figure). 

Limitations
This retrospective study was 

limited to the 90-day follow-up 
of registry data from academic 
centres and may not fully reflect 
real-world practice. It included 
a higher than average number 
of patients operated on for non-
muscle-invasive bladder cancer, 
with a high proportion of smok-

ers in the overweight and obese 
patient categories. These factors 
have associated unmeasurable 
confounders that could impact 
complication risk. Furthermore, 
although we suggest a BMI 
threshold below which compli-
cation risk may be reduced, this 
was not an intervention study. 

The impact of individual change 
in BMI on outcomes is specula-
tive based on our data. 

Interpretation for Patient 
Care

The results from this study 
will aid in preoperative counsel-
ing about the increased risk of 
complications in obese patients. 
Furthermore, this study hypoth-
esizes that complication risk 
may be reduced by lowering 
the preoperative BMI of obese 
pat ients  below a threshold 
of  34 kg/m2. This BMI target 
could inform weight loss strate-
gies undertaken as part of a mul-
timodal prehabilitation program 
before RC. STOP

JU INSIGHT

Figure. Restricted cubic spline plot demonstrating the association between body mass index and 
complications. Predicted risk estimates (y-axis) with associated 95% confidence intervals (shaded 
gray area) are plotted. Restricted cubic splines were produced with 4 knots at 21, 26, 30, and 38, 
corresponding with the 5th, 35th, 65th, and 95th percentile BMI values. The data have been restricted 
to BMI of 18.5-45 kg/m2 (n = 576). Analyses were adjusted for age, sex, smoking status, blood loss, 
Charlson score, clinical T and N stage, and previous abdominal or pelvic surgery or radiotherapy.

“ The results from 
this study will aid 
in preoperative 
counseling about 
the increased risk 
of compli cations in 
obese patients.”
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2023;209(1):161-169.

Study Need and 
Importance

Immigrants constitute 14% of 
the U.S. population, and this group 
is especially vulnerable to poor 
health care access. Prior research 
demonstrates U.S. immigrants have  
low rates of guideline-concordant 
breast and colorectal screening, but 
prostate cancer screening has not 
previously been evaluated. Further-
more, patients with limited English 
proficiency are more likely to be di-

agnosed with advanced stage can-
cers, especially male genitourinary 
cancers. We sought to characterize 
screening behaviors among U.S. 
immigrants and to consider possi-
ble mechanisms to enhance PSA-
based screening for this population.

What We Found
We found that rates of PSA test-

ing were much lower among the 
foreign-born population compared 
to the U.S.-born population (43% vs 
60%). Markers of acculturation such 
as citizenship status, length of resi-
dence in the U.S. for more than 15 
years, and English proficiency were 
directly linked to increased rates of 
PSA testing. There was significant 
variability in PSA testing among 

immigrant subgroups and Asian im-
migrants had the lowest rate of PSA 
testing (see Figure). Annual physician 
visits and English language proficien-
cy were associated with increased 
PSA testing among the U.S. immi-
grant population.

Limitations
We used data from the National 

Health Interview Survey (NHIS) 
for our analysis. One limitation 
of this study is that self-report-
ed testing in the NHIS has been 
found to be significantly lower 
compared to PSA testing con-
firmed via medical record ex-
traction, leading to a potential 

underestimation of true screen-
ing behaviors. An additional 
limitation is that data on oncologic  
outcomes and survival are not 
available in the NHIS, so the ulti-
mate impact of the observed dis-
parity in PSA testing is unknown. 

Interpretation for Patient 
Care

Immigrants have relatively low 
rates of PSA testing. Improving 
health care utilization and use 
of language services may help to 
narrow the gap in guideline-con-
cordant prostate cancer screen-
ing between immigrants and  
nonimmigrants. STOP

JU INSIGHT

“ Annual physician 
visits and English 
language proficiency 
were associated 
with increased PSA 
testing among the 
U.S. immigrant 
population.”

Figure. Map depicting variability in PSA testing rates among men by region of origin.
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Neoadjuvant intravesical 
mitomycin-C before transure-
thral resection of bladder tumor.  
J Urol. 2023;209(1):131-139.

Study Need and 
Importance

A single dose of intravesical mi-
tomycin-C instillation (IMMC) im-
mediately after transurethral resec-
tion of bladder tumors (TURBTs) is 
a cornerstone in the earliest pro-
phylaxis of tumor recurrence in 
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nonmuscle-invasive bladder cancer. 
However, mitomycin-C is a rep-
resentative vesicant agent; hence, 
there is a compliance failure world-
wide, particularly in the situations 
of a deep resection, or suspected 
bladder perforation during TURBT 
due to serious complications related 
to extra-vesical leakage. We evalu-
ated a short-schedule neoadjuvant 
IMMC to expect anti-tumor effects 
from the start of TURBT with min-
imal toxicity, which can be applied 
to potentially all patients regardless 
of the extension and depth of the 
TURBT. 

What We Found
In this single-center, random-

ized phase II trial, 2 pre-TURBT 
IMMCs were performed on 1 day 
and 4 hours before TURBT (the 
intervention group) or not (the 
control group). In the per-protocol 
analysis, 71 patients (33, interven-
tion; 38, control) were well bal-
anced for baseline characteristics. 
The duration of enrollment was 

52.4 months, and 3 and 8 patients 
showed recurrence in the interven-
tion and control groups, respective-
ly. Neoadjuvant IMMC resulted in 
a 63% reduction in the relative re-
currence risk (see Figure). Disease 
progression did not occur in the in-
tervention group, but it occurred in 
3 patients in the control group. No-
tably, only 5 patients experienced 
IMMC- related adverse events, 
which were local and classified as 
either grade 1 or 2.

Limitations
The main weaknesses of this trial 

are a single-center study with a small 
cohort, the rates of tumor recur-
rence/progression events lower than 
expected, and the design without a 
group treated with a single, immedi-
ate early IMMC after TURBT.

Interpretation for Patient 
Care

Neoadjuvant IMMC is well toler-
ated and beneficial in reducing non-
muscle-invasive bladder cancer recur-

rence and progression after TURBT. 
Future phase III, multicenter trials are 
warranted to introduce this regimen 
in routine clinical practice. STOP

Arrow-right Continued on page 18

NEOADJUVANT INTRAVESICAL MITOMYCIN-C BEFORE TRANSURETHRAL RESECTION
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Figure. Kaplan-Meier curve for recurrence-free survival of all the patients treated with neoadjuvant 
mitomycin-C intravesical instillation or transurethral resection of bladder tumor (TURBT) alone.
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“ Neoadjuvant 
IMMC resulted in 
a 63% reduction 
in the relative 
recurrence risk 
(see Figure).”

“ Neoadjuvant 
IMMC is well 
tolerated and 
beneficial 
in reducing 
nonmuscle-
invasive bladder 
cancer recurrence 
and progression 
after TURBT.”
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Study Need and 
Importance

Both cryoablation (CA) and 
heat-based thermal ablation 
(hTA) represent alternative man-
agement options for frail and/or 
comorbid T1a renal cell carcino-
ma patients when curative intent 
is sought, according to the current 
National Comprehensive Cancer 

Network guidelines. Conversely, 
the European Association of Urol-
ogy guidelines recommend CA 
over hTA in patients with tumor  
size 3.1-4 cm, while either tech-
nique is recommended for those 
with tumor size ≤3 cm. The dis-
tinction between National Com-
prehensive Cancer Network vs 
European Association of Urol-
ogy recommendations for pa-
tients with tumor size 3.1-4 cm is 
based on a very limited amount 
of data, mostly originating from 
case series. Our analyses distin-
guished themselves from previ-
ous reports by propensity score 
matching (PSM) and competing 
risks regression (CRR) adjusted 
for other-cause mortality, which 
accounts for most mortalities in 
T1a patients who are candidates 
for tumor ablation.

What We Found
In patients with tumor size 3.1-

4 cm, after up to 2:1 PSM that 
resulted in 757 CAs vs 388 hTAs, 
the 8-year cancer-specific mortali-
ty (CSM) rate was 8.5% vs 12.9% 
(see Figure). In multivariable CRR 
models, hTA was associated with 
higher CSM (HR:2.02, P < .001) 
relative to CA. In patients with 
tumor size ≤3 cm, after up to 2:1 
PSM that resulted in 2,217 CAs vs 
1,114 hTAs, the 8-year CSM rate 
was 6.8% vs 6.1%. In multivariable 
CRR models, hTA was not associ-
ated with higher CSM (HR:1.13,  
P = .5) relative to CA.

Limitations
The retrospective nature and 

lack of data on earlier cancer con-
trol endpoints, such as local recur-
rence and/or disease-free survival, 
are limitations. Moreover, lack of 
information about retreatment, 
comorbidities, number of tumors, 
tumor location within the kidney, 
and type of ablation approach (per-
cutaneous or laparoscopic) were 

missing but nondifferentially influ-
enced both groups. 

Interpretation for Patient 
Care

In patients with tumor size 3.1-4 
cm, hTA was associated with a two-
fold CSM disadvantage, relative to 
CA. Conversely, in patients with 
tumor size ≤3 cm, either ablation 
technique was equally valid. STOP

Figure. Cumulative incidence plots depicting cancer-specific mortality (CSM), after adjustment for 
other-cause mortality, after up to 2:1 propensity score matching in patient with clinical T1a renal 
cell carcinoma, according to cryoablation (CA) vs heat-based thermal ablation (hTA) in patients with 
tumor size 3.1-4 cm (A) and patients with tumor size ≤3 cm (B).

CANCER-SPECIFIC MORTALITY AFTER CRYOABLATION
Arrow-right Continued from page 17

“ In patients with 
tumor size 3.1-
4 cm, hTA was 
associated with 
a two fold CSM 
disadvantage, 
relative to CA.”
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Study Need and 
Importance

As many as 25% of near-el-
derly adults have gaps in health 
care coverage prior to becom-

ing eligible for Medicare at age 
65. Previous studies have shown 
that lung, prostate, breast, and 
colon cancer diagnosis and sur-
vival increase at this age, which 
has been hypothesized to arise 
from increased health care utili-
zation. The purpose of this study 
was to utilize Surveillance, Epi-
demiology, and End Results can-
cer registry data to determine if 
there was a similar “Medicare 
effect” for bladder and kidney 
cancers. 

What We Found
The diagnosis of both bladder 

and kidney cancers spiked at age 
65, a finding that was most ap-
parent for locally staged cancers 
when stratifying by cancer stage. 
As shown in the Table, bladder 
cancer patients diagnosed at age 65 
had greater cancer-specific survival 
compared to patients diagnosed at 
66 and 69. Kidney cancer patients 
diagnosed at 65 had greater can-
cer-specific survival compared to 
patients diagnosed at 64, 66, 67, 
68, and 69. 

Limitations
While our data came from a large 

and nationally representative popula-
tion, we lacked information regarding 
insurance status, which prevented di-
rect comparisons between Medicare- 
eligible patients and uninsured 
 Medicare-ineligible patients. This 
analysis lacked American Joint 
Committee on Cancer staging data, 
only providing the broader sum-
mary staging as classified by the 
Surveillance, Epidemiology, and 
End Results program, and relied on 
incomplete staging data, with more 
than 7% of bladder cancer patients 
and 9% of kidney cancer patients 
having unknown cancer stage.

Interpretation for Patient 
Care

We demonstrated an increase in 
diagnosis and survival for bladder 
and kidney cancer patients at age 

65. Patients could be waiting until 
they become eligible for Medicare 
to utilize health care screenings, a 
delay that prevents earlier cancer 
diagnosis. The implication of this 
analysis is that expansion of Medi-
care eligibility may lead to signifi-
cant improvements in bladder and 
kidney cancer outcomes, although 
such policy changes need further 
scrutiny. STOP

UPJ INSIGHT

Table. 5-Year Cancer-Specific Mortality of Bladder and Kidney Cancer Patients Diagnosed From 2000 
to 2013 From the Surveillance, Epidemiology, and End Results Database Stratified by Age at Diagnosis 

  Bladder cancer Kidney cancer

Age at  
diagnosis, y

Total  
diagnosed

Hazard 
ratio

P 
value

Total  
diagnosed

Hazard 
ratio

P  
value

60 3,685 0.97 .61 3,570 1.04 .42

61 4,006 1.01 .87 3,518 1.05 .35

62 4,166 0.96 .51 3,451 1.09 .1

63 4,184 1.04 .49 3,451 1.1 .07

64 4,353 1.02 .8 3,396 1.18 < .01

65 4,830 Reference – 3,598 Reference –

66 4,937 1.17 .01 3,342 1.14 .01

67 4,725 1.08 .16 3,283 1.16 .01

68 5,027 1.09 .11 3,193 1.23 < .01

69 4,932 1.18 .01 3,070 1.23 < .01

“ The diagnosis of 
both bladder and 
kidney cancers 
spiked at age 65, 
a finding that was 
most apparent 
for locally staged 
cancers when 
stratifying by 
cancer stage.”

“ Patients could be 
waiting until they 
become eligible 
for Medicare to 
utilize health care 
screenings, a delay 
that prevents 
earlier cancer 
diagnosis.”
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Study Need and 
Importance

The ability to provide genet-
ic testing in the management of 
cancer has allowed for the identi-
fication of high-risk patients who 

would benefit from early counsel-
ing, screening, and diagnosis. The 
importance of genetic testing in 
breast and ovarian cancer has been 
known for many years. More re-
cently, genetic evaluation has also 
had an increasing role in prostate 
cancer management and care. 
Given the relatively new focus on 
genetic testing in prostate cancer, 
it remains unclear how frequently 
men with prostate cancer are un-
dergoing genetic testing, how in-
formation on testing is disseminat-
ed, and what patient perceptions 
are towards the role of genetics 
in prostate cancer. Therefore, our 
goal was to examine perceptions 
and uptake of genetic testing in pa-
tients with breast/ovarian cancer, 
compared to patients with prostate 
cancer, and the general public. 

What We Found
In a nationally representative 

sample of 231.7 million (M) adults, 
3.7 M adults reported a history of 
breast/ovarian cancer while 1.5 M 
patients reported a history of pros-
tate cancer. 52.3% of patients with 

breast/ovarian cancer vs 1.0% with 
prostate cancer reported undergo-
ing cancer-specific genetic testing  
(P   = .001). Patients with prostate 
cancer were less aware of can-
cer-specific genetic testing than 
either individuals with breast/
ovarian cancer or adults without 
a cancer history (19.7% vs 64.7% 
vs 35.8%, respectively; P = .003). 
Health care professionals were the 
most common source of genet-
ic testing information for patients 
with breast/ovarian cancer where-
as the Internet was the most com-
mon source for patients with pros-
tate cancer. 

Limitations
While the nationally represen-

tative survey lacked the granular 
oncologic data needed to assess 
the percentage of respondents 
who would have met criteria for 
prostate cancer genetic testing, an 
overall testing rate of ~1% in the 
setting of low provider and patient 
awareness still suggests that there is 
a discrepancy between the number 
of eligible patients vs those who  

receive genetic testing. In addition, 
we excluded individuals with mul-
tiple cancers, who may be more 
likely to undergo genetic testing. 
However, the goal of this analysis 
was to compare relative frequen-
cies of testing between specific can-
cer types. 

Interpretation for Patient 
Care

Our study provides evidence of 
gaps in awareness and differenc-
es in the perceptions of genetic 
testing among men with prostate 
cancer compared to individu-
als with breast/ovarian cancer or 
those without cancer. Our results 
highlight the need for increased 
awareness and education about the 
importance of germline genetic fac-
tors, including health care settings 
as well as digital and social plat-
forms. Additionally, increased pro-
vider counseling on genetic testing 
at time of initial diagnosis/workup 
may translate to a higher percent-
age of patients undergoing genetic 
evaluation.STOP
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Study Need and 
Importance

This study analyzes the dif-
ferences between urological 
consulting service utilization in 
an academic compared to a pri-
vate setting. Increased consul-
tations can increase health care 
costs without necessarily affect-
ing patient outcomes. A deep-

er understanding of urological 
consult patterns is necessary to 
identify areas of improvement 
in physician education to re-

duce excessive consultations. 

What We Found
We demonstrated that significant 

differences exist between inpatient 
urological consult use in private and 
academic medical centers. Consults 
are ordered more frequently in 
an academic than a private setting 
(P < .00001). The consult rate in 

UPJ INSIGHT

Consults are ordered 
more frequently in 
an academic than a 
private setting  
(P < .00001).

Arrow-right Continued on page 21
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the private setting remained steady 
throughout the year, while the ac-
ademic rate fluctuated in accor-
dance with the academic calendar, 
until statistically equaling the pri-
vate rate at the end of the academ-
ic year (see Figure). Urgent con-
sults and urolithiasis consults were 
more common in the academic 
setting, while retention consults 
were more common in the private 
setting (P < .001).

Limitations
Limitations of this study include 

the data set being restricted to  
5 years and a higher number of 
average patient-days in the latter 
half of the data set, which rep-
resents a potentially confounding 
factor for the increased rate of 
consultations. Additionally, we 
were unable to identify whether 
increased complexity of patients 

seen in an academic medical cen-
ter could have influenced the rise 
in consultation rates in the aca-
demic setting. 

Interpretation for Patient 
Care

Our data suggest there is likely 
a “learning curve” for the man-

agement of inpatient urological 
problems in an academic setting. 
Recognizing and understanding 
these practice patterns identifies a 
potential opportunity to improve 
medical education by incorporat-
ing more urological education in 

medical school and residency cur-
riculums. Furthermore, improved 
utilization of inpatient urological 
consults in academic institutions 
could play a role in decreasing 
health care costs and reducing 
physician burnout. STOP

Figure. Monthly comparison of private (P) vs academic (A) consult rates arranged from July to June, 
reflecting the academic year. Solid lines are observed consults. Dashed lines represent piecewise 
linear regression models with first-order autoregressive residual covariance structure. Error bars 
represent 95% CI.

“ Our data suggest 
there is likely 
a “learning 
curve” for the 
management 
of inpatient 
urological 
problems in an 
academic setting.”

A COMPARISON OF UROLOGICAL CONSULTATIONS IN A PRIVATE VS ACADEMIC SETTING
Arrow-right Continued from page 20
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Study Need and 
Importance

Vascular disease is a leading 
cause of morbidity, resulting in 
increasing numbers of patients on 
chronic anticoagulation. Bleeding 
after transrectal prostate needle bi-
opsy (PNB) is common, with 90% 
experiencing hematuria and 50% 
blood per rectum. We report our 
experiences after 2,402 PNB pro-
cedures to help delineate the inci-
dence of significant bleeding com-
plications. 

What We Found
Seven hundred fifty-five (31%) 

procedures were performed on 
men on chronic anticoagulation 
therapy comprised of aspirin 81 
mg (570; 75%), aspirin >81 mg (78; 
10%), warfarin (57, 8%), clopidogrel 
(44, 6%), enoxaparin (3, 0.3%), and 
dipyramidole (3, 0.3%). One hun-
dred eighty-five (7.7%) procedures 
were performed without cessation 
of these medications. 

Significant bleeding regardless 
of anticoagulation status was re-
ported in 65 (2.7%) of cases, and 54 
of these were self-limiting and did 
not require a visit. The remaining 
11 cases had bleeding requiring an 
emergency department visit and/
or inpatient hospitalization. Nine 
cases resolved through conserva-
tive measures, while 2 required 
additional procedures. One case 

UPJ INSIGHT

“ Procedures 
performed 
on chronic 
anticoagulation 
were not 
associated with 
increased bleeding 
complications 
(3.3% vs 2.4%, 
OR 1.38, 95% 
CI 0.83-2.28, 
P = .22).”

Arrow-right Continued on page 22
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required endoscopic clipping for 
rectal bleeding, while the other re-
quired cystoscopy and clot evacua-
tion for hematuria. 

Procedures performed on chron-
ic anticoagulation were not associ-
ated with increased bleeding com-
plications (3.3% vs 2.4%, OR 1.38, 
95% CI 0.83-2.28, P = .22). How-
ever, PNB procedures performed 
without cessation of blood thinners 
were associated with significantly 
increased likelihood of bleeding 
complications (5.9% vs 2.4%, OR 
2.56, 95% 91 CI 1.31-4.99, P = .014; 
see Figure)

Limitations
One limitation is this is a 

 single-institution, retrospective 

study. Secondly, we may not have 
captured all events, and the num-
ber of significant bleeding compli-
cations may be underreported in 
our data. 

Interpretation for Patient 
Care

Transrectal PNB has a low risk 
of bleeding complications. Those 
on chronic anticoagulation who 
hold medication appropriate-
ly prior to biopsy do not have 
an increased risk of significant 
bleeding complications. If pa-
tients need to continue or did not 
appropriately hold anticoagula-
tion, they are at increased risk of 
complications requiring medical 
attention. STOP

Figure. Incidence of bleeding following prostate needle biopsy (PNB) by anticoagulation status.  
pts indicates patients.

SIGNIFICANT BLEEDING COMPLICATIONS FOLLOWING TRANSRECTAL PROSTATE NEEDLE BIOPSY
Arrow-right Continued from page 21
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Study Need and 
Importance

Urinalysis (UA) is common-
ly performed, and microhema-
turia is frequently detected. A 
small  percentage of patients 
with microhematuria will have 
a serious underlying condition, 
so urological evaluation with 
CT urogram and cystoscopy is 
indicated.

What We Found
Our data show that UA is fre-

quently performed without an ap-
propriate indication (see Table).

Limitations
Our study has limitations. It is 

retrospective and limited by our 
data sources. It did not account 

for smoking status and did not ex-
amine “pseudohematuria,” ie, dip-
stick-positive UA only.

Interpretation for Patient 
Care

Routine UA screening is not sup-
ported by specialty guidelines, yet is 
commonly performed. Selective UA 
testing could help patients avoid in-
vasive testing, lost time from work, 
and reduce health care costs. STOP

UPJ INSIGHT

“ Routine UA 
screening is 
not supported 
by specialty 
guidelines, yet 
is commonly 
performed.”

Table. International Classification of Diseases, 10th Edition Diagnoses Associated With Urinalysis

ICD-10 Code Diagnosis Frequency, %

Z000 Encounter for General Adult Examination 15.8

N390 Urinary Tract Infection 5.5

I10 Essential Hypertension 3.7

R300 Dysuria 2.2

R109 Unspecified Abdominal Pain 1.9

Z0001 Encounter for General Adult Medical Examination 
With Abnormal Findings

1.6

E119 Type 2 DM Without Complications 1.6

E785 Hyperlipidemia, Unspecified 1.3

Z01818 Encounter for Preprocedural Examination 1.3

R319 Hematuria, Unspecified 1

Abbreviations: DM, diabetes mellitus; ICD-10, International Classification of Diseases, 10th edition.
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Study Need and 
Importance 

Most patients with spinal cord 
injury (SCI) progressively devel-
op neurogenic lower urinary dys-
function, which not only impairs 
health-related quality of life, for 
example, due to urinary inconti-
nence, but also represents a signif-
icant risk for deterioration of renal 
function. Urodynamic investiga-
tion is considered the gold standard 
to objectively assess lower urinary 
tract function. The first year after 
SCI is of special interest due to the 
potential for neurological changes, 
implying that lower urinary tract 
function is also not stable during 
this time period. It also represents 
a window of opportunity as early 
diagnosis and treatment based on 
urodynamic findings could play a 

pivotal role in long-term urological 
outcomes. Nevertheless, guidelines 
and recommendations on evalu-
ation and diagnosis of neurogenic 
lower urinary dysfunction do not 
provide a predefined follow-up 
schedule for the first year after SCI.

What We Found 
In our cohort of 97 patients we 

observed 1 or more unfavorable 

urodynamic parameters in 87 pa-
tients (90%) within the first year af-
ter SCI (see Table). 

Limitations
Our department is part of a 

specialized university SCI center, 
and thus selection toward more 
severe cases cannot be ruled out, 
and transportation of the findings 
to other settings should be under-
taken with caution. Furthermore, 
our study population received 
 neuro-urological treatment guid-
ed by urodynamic findings, so it 
reflects the outcomes that are ob-
served in routine clinical practice.

Interpretation for Patient 
Care 

We found that almost all of the 
patients showed at least 1 unfavor-
able urodynamic parameter within 
the first year after acute SCI. As 
early treatment based on urody-
namic findings might decrease the 
risk of deterioration of the upper 
urinary tract, an early urodynam-
ic investigation and standardized 
follow-up schedule seem to be of 
utmost importance. STOP

*Co-first authors.

JU INSIGHT

Table. Unfavorable Urodynamic Parameters

Parameter
Within the first 

year of SCI
1-Mo 

follow-up
3-Mo

follow-up
6-Mo 

follow-up
12-Mo 

follow-up

Urodynamics performed, No. (%) 97 (100) 90 (93) 85 (88) 75 (77) 73 (75)

DO and DSD, No. (%) 85 (88) 61 (68) 63 (74) 55 (73) 52 (71)

Maximum storage detrusor pressure 

 ≥40 cm H2O, No. (%) 38 (39) 21 (23) 18 (21) 24 (32) 11 (15)

 Filling volume when pDet = 40 mL, median (Q1-Q3) – 505 (215-610) 525 (278-753) 398 (258-663) 300 (195-500)

Bladder compliance <20 mL/cm H2O, No. (%) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Videourodynamics performed, No. (%) 96 (99) 88 (98) 76 (89) 67 (89) 68 (93)

Vesicoureteral reflux, No. (%)a 7 (7) 4 (5) 5 (7) 2 (3) 2 (3)

At least 1 unfavorable parameter, No. (%) 87 (90) 65 (72) 67 (79) 61 (81) 55 (75)

Abbreviations: DO, detrusor overactivity; DSD, detrusor sphincter dyssynergia; pDET, detrusor pressure; Q, quartile; SCI, spinal cord injury.
aVesicoureteral reflux grade: 1 month, 4 grade I; 3 months, 1 grade I, 3 grade II, 1 grade III; 6 months, 1 grade II, 1 grade III; 12 months: 2 grade I.

“ As early 
treatment based 
on urodynamic 
findings might 
decrease the risk 
of deterioration 
of the upper 
urinary tract, an 
early urodynamic 
investigation 
and standardized 
follow-up 
schedule seem 
to be of utmost 
importance.”
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Study Need and 
Importance

Focal therapy (FT) for prostate 
cancer (Pca) is a therapeutic ap-
proach aiming for tumor control 
while minimizing the side effects 
that can be associated with radi-
cal treatments. Irreversible elec-
troporation (IRE) is a nonthermal 
tissue ablation technology based 
on the emission of short electrical 
pulses that allows treatment on 
any part of the prostate with a se-
curity margin. 

The widespread use of multi-
parametric MRI (mpMRI) and the 
development of ultrasound-MRI 
fusion systems for targeting biop-

sies allow the implementation of 
FT programs. However, long-term 
results on its ability to achieve can-
cer control and preserve functional 
outcomes, especially using IRE, 
are still lacking.

To our knowledge this is the 
first prospective study published 
with all patients selected based on 
a combination of mpMRI and a 
transperineal systematic and target-
ed systematic transperineal biopsy 
using an MRI-ultrasound fusion 
system (Koelis System) without loss 
of patients to follow-up. 

Patients were selected if they 
had a biopsy-proven low- to inter-
mediate-risk Pca concordant with 
lesions visible on mpMRI. All 
procedures were performed by the 
same surgeon.

What We Found
FT using IRE is a reliable, safe, 

and effective procedure for treat-
ing Pca with 85% probability of 
achieving tumor control in the 

treated volume at 3 years. There 
seems to be a risk of recurrence 
over time in untreated areas (see 
Figure).

Continence was preserved in 
all patients and potency in 94% of 
those previously potent.

Limitations
Limitations included: single 

center; small sample (41 patients); 
80% underwent control biopsy and 
most patients had low risk-Pca (In-
ternational Society of Urological 
Pathology grade 1-2).

Interpretation for Patient 
Care

FT using IRE is a minimally in-
vasive therapeutic option for pa-
tients with visible lesions on mp-
MRI with minimal side effects. 
At least, it could delay radical 
treatments in patients on active 
surveillance. A close follow-up is 
needed. STOP

JU INSIGHT

Figure. Kaplan-Meier curves showing  in-field and out-of-field recurrence-free survival.

“ FT using IRE is 
a reliable, safe, 
and effective 
procedure for 
treating Pca with 
85% probability of 
achieving tumor 
control in the 
treated volume at 
3 years.”



25AUANEWS   JANUARY 2023

Repeat Transurethral Resection of Muscle-invasive  
Bladder Cancer Prior to Radical Cystectomy is  
Prognostic but Not Therapeutic
Kelly K. Bree, MD 
University of Texas MD Anderson Cancer Center, 
Houston

Andrea Kokorovic, MD 
University of Texas MD Anderson Cancer Center, 
Houston 
Centre Hospitalier de l’Universite de Montreal, 
Quebec, Canada

Mary E. Westerman, MD 
University of Texas MD Anderson Cancer Center, 
Houston 
Louisiana State University Health Science  
Center-New Orleans

Patrick J. Hensley, MD 
University of Texas MD Anderson Cancer Center, 
Houston 
University of Kentucky, Lexington

Nathan A. Brooks, MD 
University of Texas MD Anderson Cancer Center, 
Houston 
University of Pittsburgh Medical Center Central 
Pennsylvania, Harrisburg

Wei Qiao, PhD
University of Texas MD Anderson Cancer Center, 
Houston

Yu Shen, PhD
University of Texas MD Anderson Cancer Center, 
Houston

Ashish M. Kamat, MD 
University of Texas MD Anderson Cancer Center, 
Houston

Colin P. Dinney, MD 
University of Texas MD Anderson Cancer Center, 
Houston

Neema Navai, MD 
University of Texas MD Anderson Cancer Center, 
Houston

Bree KK, Kokorovic A, Wes-
terman ME, et al. Repeat trans-
urethral resection of muscle-in-
vasive bladder cancer prior to 
radical cystectomy is prognos-
tic but not therapeutic. J Urol. 
2023;209(1):140-149.

Study Need and 
Importance

The gold standard for diagnosis 
of bladder cancer is transurethral re-
section of bladder tumor (TURBT), 
which provides information regard-

ing tumor type, grade, and stage. 
While TURBT can be therapeutic in 
nonmuscle-invasive bladder cancer, 
the role of tumor debulking with re-
peat TURBT (reTURBT) in patients 
with muscle-invasive bladder cancer 
(MIBC) undergoing radical cystecto-
my (RC) remains unclear. Given the 
paucity of data addressing the role of 
reTURBT in patients with MIBC, 
we sought to evaluate the impact of 
reTURBT prior to RC on oncologic 
outcomes in a contemporary cohort 
at a tertiary care center.

What We Found
An Institutional Review Board 

approved (IRB No. RCR03-0631) 
review of patients with cT2N0 
MIBC who underwent RC at our 
institution between 2005 and 2017 
was performed. Patients with and 
without reTURBT were matched 
1-to-1 by propensity score. Match-
ing was done by age, gender, re-
ceipt of neoadjuvant chemothera-
py, preoperative hydronephrosis, 
variant histology, lymphovascular 
invasion, or carcinoma in situ on 
index TURBT. A total of 548 pa-
tients were included after match-

ing. Despite the routine perfor-
mance of exam under anesthesia 
and staging imaging, 37.5% of pa-
tients with presumed cT2 disease 
were found to have extravesical 
disease on RC pathology. Recur-
rence-free survival and overall 
survival demonstrated no signifi-
cant difference based upon perfor-
mance of reTURBT (P = 1.0 and P 
= .3, respectively). However, when 
outcomes were stratified by pa-
thology on reTURBT, those with 
pT0 had superior outcomes com-
pared to those with residual mus-
cle-invasive disease, irrespective 
of receipt of neoadjuvant chemo-
therapy. Although pT0 pathology 
on reTURBT was associated with 
improved outcomes, it is notable 
that >60% of patients with pT0 pa-
thology had residual viable disease 
at the time of RC (see Table). 

Limitations
This study was a retrospective 

review from a single institution. 
Additionally, there was inherent 
selection bias in patient selection 
for reTURBT based upon the dis-
cretion of the operating surgeon. 

Interpretation for Patient 
Care

In this large analysis of patients 

with cT2N0 MIBC from a tertia-
ry referral center, there is no ev-
idence that tumor restaging with 
reTURBT prior to RC improved 
outcomes. Pathology of reTURBT 
was prognostic, and absence of 
residual disease at reTURBT is a 
surrogate for less extensive disease 
burden, which portends improved 
survival outcomes. Additionally, 
this study highlights that current 
clinical staging for bladder cancer 
is an unreliable indicator of the ex-
tent of true residual disease with 
more than one-third of cT2 pa-
tients having extravesical disease 
at RC. STOP
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Table. Concordance Between Clinical Stage Following Repeat Transurethral Resection of Bladder 
Tumor With Pathological Stage at Radical Cystectomy

Clinical staging 
following reTURBT

Pathological stage at radical cystectomy 
No. (%)

pT0 ≤pT1a pT2 pT3 pT4

cT0 (n = 94) 37 (39) 28 (30) 12 (13) 14 (15) 3 (3.2)

≤cT1 (n = 113) 24 (21) 43 (38) 16 (14) 21 (19) 9 (8.0)

cT2 (n = 170) 24 (14) 19 (11) 35 (21) 81 (48) 11 (6.5)

Abbreviation: reTURBT, repeat transurethral resection of bladder tumor. 
a≤T1 = Ta, Tis, T1.

“ Although pT0 
pathology on 
reTURBT 
was associated 
with improved 
outcomes, it is 
notable that >60% 
of patients with 
pT0 pathology 
had residual viable 
disease at the time 
of RC (see Table).”

“ In this large 
analysis 
of patients 
with cT2N0 
MIBC from a 
tertiary referral 
center, there 
is no evidence 
that tumor 
restaging with 
reTURBT prior 
to RC improved 
outcomes.”
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Study Need and 
Importance

The KEYNOTE-564 trial de -
monstrated that adjuvant pem-
brolizumab after nephrectomy 
for clear cell renal cell carcinoma 
(ccRCC) decreased the risk of dis-
ease progression and potentially 
overall mortality as well. However, 
pembrolizumab comes at a signif-
icant cost and is associated with 
significant toxicity, so it is unclear 
if the risks of pembrolizumab out-
weigh the benefits for all patients 
included in the trial.

What We Found
Decision-analytic Markov model-

ing was used to conduct a cost-utility 
analysis of adjuvant pembrolizumab 
vs observation after nephrectomy for 
high-risk ccRCC, using data from 
KEYNOTE-564 to inform mod-
el probabilities. Primary outcomes 

were quality-adjusted life years (QA-
LYs), Medicare costs, and incremen-
tal cost-effectiveness ratios. The will-
ingness-to-pay threshold utilized was 
$100,000/QALY (see Figure).

At 5 years, adjuvant treatment 
with pembrolizumab resulted in 
0.3 additional QALYs at an ad-
ditional cost of $99,484 relative 
to observation. Pembrolizumab 
was found not to be cost-effec-
tive at a 5-year time horizon (in-
cremental cost-effectiveness ratio  
= $326,534). On sensitivity analy-
sis, pembrolizumab became cost- 
effective if its per-cycle cost was 
<$5,064 (base = $10,278) or its 
5-year progression benefit was 
>18.8% (base = 9%). Upon simula-
tion, we found that pembrolizumab 
would be cost-effective at 5 years 
for patients with at least a 59% 
5-year risk of progression, which 
corresponds to a Mayo Progres-
sion-free Survival Score ≥10 and to 
an ASSURE disease-free survival 
score of 8.5 or more. The follow-

ing 3 criteria may be used to easily 
identify patients with at least a 59% 
5-year risk of progression: patients 
undergoing complete metastasec-
tomy, pN1, and >7 cm pT3 tumors 
with sarcomatoid features.

Limitations
Given that this is a modeling 

study, our data are limited by the 

accuracy of model probabilities, 
utility values, assumptions, and ex-
trapolations. Specifically, the 2-year 
KEYNOTE-564 data were used 
to extrapolate progression rates to 
5 years and beyond. Thus, 5-year data 
from KEYNOTE-564 are necessary 
to confirm our findings. In addition, 
we recognize that individual patients 
with the ability to pay for higher cost 
treatments or with insurance benefit 
designs that have fixed maximum 
out-of-pocket costs may have higher 
willingness-to-pay thresholds.

Interpretation for Patient 
Care

Our modeling study demon-
strates that adjuvant pembrolizum-
ab is likely only cost-effective at  
5 years for the subset of ccRCC pa-
tients who have at least a 59% risk 
of 5-year progression. For patients 
with a lower risk, the limited bene-
fits of pembrolizumab likely do not 
justify its costs and side effects. STOP
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Figure. Tornado diagram for 1-way sensitivity analyses demonstrates the 4 variables out of over 100 model inputs that when modified converted pem-
brolizumab to be cost-effective in our model. The x-axis is reported using the incremental net monetary benefit instead of incremental cost-effectiveness 
ratios to avoid appearance of asymptotes. The baseline variable values and their corresponding threshold value to convert pembrolizumab to be cost- 
effective are reported in the embedded table. Red bars correspond to increases in the variable, while blue bars correspond to decreases in the variable. 
Changes that move the bar to the right of the “0” incremental net monetary benefit line render pembrolizumab cost-effective.

“ At 5 years, 
adjuvant 
treatment with 
pembrolizumab 
resulted in 0.3 
additional QALYs 
at an additional 
cost of $99,484 
relative to 
observation.”
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Study Need and 
Importance

Interstitial cystitis/bladder pain 
syndrome (IC/BPS) is often un-
derdiagnosed or misdiagnosed due 
to the overlap of symptoms with 
other pelvic pain (OPP) conditions 
such as chronic prostatitis, urinary 
tract infections, endometriosis, and 
vulvodynia. IC/BPS symptoms 
are incredibly burdensome, and 
prior research shows that certain 
foods and beverages can worsen 
symptoms in select patients. We 
sought to analyze the magnitude 
by which comestibles affect IC/
BPS when compared to OPP and 

healthy control cohorts. We add-
ed novelty to our assessment by 
including a nearly 50:50 ratio of 
men and women and a larger pro-
portion of racial minorities than 
any prior IC/BPS dietary research 
study to date. 

What We Found
IC/BPS patients are significant-

ly more sensitive to comestibles 
than those with other pelvic pain 
conditions and healthy people (see 
Table), including greater symptom 
severity and a higher number of 
sensitivities present. There were no 
differences by gender, and we only 
saw a slight trend toward Blacks 

being more sensitive to comestibles 
than Whites. 

Limitations
One limitation is the reporting 

of symptoms in healthy controls. 
Bias may be present given that the 
questionnaire is intended for pa-
tients experiencing bladder pain 
symptoms, which healthy controls 
are presumably not experiencing. 
Another limitation of this question-
naire is that it captures participant 
responses on a Likert scale, as op-
posed to a sliding scale of symptom 
severity. We also lacked statistical 
power to show potential race-relat-
ed differences in food sensitivity. It 

is possible that, with larger sample 
sizes, some of the effects observed 
here may have reached statistical 
significance. 

Interpretation for Patient 
Care

IC/BPS patients experienced 
significant diet-related bladder 
symptoms compared to OPP and 
healthy control cohorts. We suggest 
that the presence of sensitivities 
could be indicative of IC/BPS. The 
food sensitivity assessment used in 
this study is an easy implementable 
tool that could be included in the 
initial clinical evaluation of patients 
suspected of having IC/BPS. STOP
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Table. Food Sensitivity Outcomes Stratified by Cohort

IC/BPS cohort 
(N=266)

Other pelvic pain 
cohort (N=68)

Healthy control 
(N=91) P value

Reported that certain foods and/or beverages worsen  
bladder symptoms, No. (%)

   < .001a

 No 41 (15) 27 (40) 37 (41)  

 Yes 160 (60) 16 (24) 19 (21)  

 Unknown/missing 65 (24) 25 (37) 35 (38)  

If foods do worsen bladder symptoms, they…, No. (%)

 Make urine frequency worse 122 (46) 12 (18) 15 (16) < .001a

 Make urine urgency worse 107 (40) 9 (13) 9 (10) < .001a

 Make bladder pain worse 120 (45) 3 (4) 3 (3) < .001a

Has at least 1 food sensitivity, No. (%) 185 (70) 25 (37) 29 (32) < .001a

No. sensitivities    < .001b

 Mean (SD) 7.2 (8.1) 1.9 (3.3) 2.1 (4.2)  

 Median 5.0 0.0 0.0  

 Q1, Q3 0.0, 12.0 0.0, 3.0 0.0, 2.0  

Sensitive to (food groups)…, No. (%)

 Acidic food (fruits and juices) 110 (41) 7 (10) 8 (9) < .001a

 Spicy food or ethnic food 94 (35) 6 (9) 6 (7) < .001a

 Alcohol 103 (39) 12 (18) 18 (20) < .001a

 Caffeinated beverages 143 (54) 19 (28) 25 (27) < .001a

 Noncaffeinated beverages 94 (35) 11 (16) 19 (21) .001a

Abbreviations: IC/BPS, interstitial cystitis/bladder pain syndrome; Q, quartile; SD, standard deviation.
aχ2test.
bKruskal-Wallis test.


