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Multimodal Therapy for Patients With High-grade, 
High-risk Prostate Cancer With Long-term Follow-up
Jason Robert Gee, MD
Yeatts Urology Center, Emerson Hospital,  
Tufts University School of Medicine, Concord, 
Massachusetts

John André Libertino, MD
Yeatts Urology Center, Emerson Hospital, Tufts 
University School of Medicine, Concord, Massachusetts

The management of high-risk 
prostate cancer remains challeng-
ing. Up to 50% of patients experi-
enced recurrent disease following 
radical surgery, underscoring a 
great need for better therapies in 
treating this disease. It is for this 
reason that we embarked on a new 
method of treatment for high-risk 
prostate cancer.

Multimodal therapy (MMT), a 
concept and term coined by the se-
nior author ( J.A.L.) in originating 
a novel, prospective, nonrandom-
ized clinical trial of neoadjuvant 
androgen deprivation therapy, fol-
lowed by radical surgery and post-
operative radiation, was first used 
in 1990 to treat our initial patient 
with high-risk prostate cancer. This 
introduced MMT as a new treat-
ment paradigm for high-risk pros-
tate cancer management. High-risk 
prostate cancer has been associ-
ated with prostate cancer related 
death in 80%-90% of patients.1-3 As 
a result of renewed interest in neo-
adjuvant therapy prior to radical 

surgery with short-term follow-up 
(3-4 years), we felt obligated to re-
port our long-term experience with 
MMT (20 years).

From 1990-2012, 82 patients 
with clinically organ-confined pros-
tate cancer and 10 years median 
follow-up underwent MMT con-
sisting of neoadjuvant hormonal 
deprivation followed by radical 
retropubic prostatectomy and 
postoperative radiation. High-
risk prostate cancer was defined 
preoperatively as Gleason Score 
8-10 or PSA > 20. Patients with 
negative surgical margins were 
observed initially and treated with 
salvage radiation therapy in the 
instance of recurrence. The MMT 
protocol was well tolerated in all 
82 patients with no treatment-re-
lated discontinuation of therapy. 
Final surgical pathology revealed 
stage pT3-T4 in 58/82 (71%) and 
nodal involvement in 7/82 (9%). 
Distant metastatic disease was 
identified in 10/82 patients (12%). 
For patients undergoing MMT at 
10, 15, and 20 years, cancer-spe-
cific survival was 78/82 (95%), 
77/82 (94%), and 77/82 (94%; Fig-
ure 1), overall survival was 68/82 
(83%), 66/82 (80%), and 60/82 
(73%; Figure 2), and biochemical 
recurrence was 61/82 (74%), 51/82 

(62%), and 35/82 (43%; Figure 3).
These findings establish the 

MMT protocol as an effective 
treatment strategy for high-risk 
prostate cancer with excellent 
long-term cancer-specific survival. 
Recurrence occurring primari-
ly as a rising PSA as opposed to 
distant metastatic disease sug-

gests limited morbidity, as well, 
among patients treated with this 
protocol.

Cure remains the goal in cancer 
treatment. However, with high-
risk prostate cancer, the risk of 
biochemical recurrence remains 

Figure 2. Overall survival. Reprinted with permission from Gee et al, Int J Clin Oncol. 2021;6(3): 
125-129.4

Figure 3. Biochemical-free survival. Reprinted with permission from Gee et al, Int J Clin Oncol. 
2021;6(3):125-129.4

Figure 1. Cancer-specific survival. Reprinted with permission from Gee et al, Int J Clin Oncol. 
2021;6(3):125-129.4

Arrow-right Continued on page 5



JANUARY 2023   AUANEWS4
AUANews
January 2023, Volume 28 | Issue 1
EDITOR IN CHIEF 
John D. Denstedt, MD, FRCSC, FACS, FCAHS 
Western University

ASSOCIATE EDITORS  
Endourology
Amy E. Krambeck, MD, Northwestern University School 
of Medicine
Genitourinary Reconstruction
Jeremy B. Myers, MD, University of Utah
Outcomes
David F. Penson, MD, MPH, Vanderbilt University  
Medical Center
Female Urology
David Rapp, MD, University of Virginia Health
Men’s Health
Hossein Sadeghi-Nejad, MD, CM, FACS, Rutgers NJMS, 
Hackensack University Medical Center
Pediatrics
Aseem R. Shukla, MD, Children’s Hospital of Philadelphia
Oncology
Kelly L. Stratton, MD, University of Oklahoma

SECTION EDITORS
Practice Tips & Tricks
Neil Baum, MD, Tulane Medical School
Medicolegal Connection
Glenn W. Dopf, JD, LLM and Martin B. Adams, JD, DOPF, P.C.
Office & Surgical Technologies
Bodo Knudsen, MD, FRCSC, The Ohio State University, 
Wexler Medical Center
Medical Ethics
Raj Pruthi, MD, MHA, FACS, University of California,  
San Francisco
From the History Committee: Taking a History
Ronald Rabinowitz, MD, University of Rochester  
Medical Center
Radiology Corner
Ardeshir R. Rastinehad, DO, Smith Institute for Urology 
at Northwell Health
Coding Tips & Tricks
Jonathan Rubenstein, MD, Chair, AUA Coding and 
Reimbursement Committee
Have You Read?
Craig Niederberger, MD, FACS, UIC College of Medicine 
and UIC College of Engineering

SPANISH EDITION EDITOR
Alejandro Remigio Rodriguez, MD
Wake Forest University School of Medicine

PORTUGUESE EDITION EDITOR
Fernando J. Kim, MD, MBA, FACS
Denver Health Medical Center

EXECUTIVE EDITORS
Patricia Banks, Executive Vice President and Chief 
Marketing and Development Officer 
Jennifer Regala, Director of Publications

MANAGING EDITORS
Irene Connor
James Fallon
Martha Keyes
Scott Morrow
Kathleen Warshawsky

PUBLICATIONS DEPARTMENT
American Urological Association
publications@AUAnet.org

PRODUCTION
KnowledgeWorks Global Ltd.
2905 Byrdhill Road, Richmond, VA 23228

ADVERTISING SALES
The Walchli Tauber Group
(443) 512-8899
stephen.tauber@wt-group.com

AMERICAN UROLOGICAL ASSOCIATION
2022–2023 AUA Officers
President
Edward M. Messing, MD, FACS
President-elect
Randall B. Meacham, MD
Immediate Past President
Raju Thomas, MD, FACS, FRCS, MHA
Secretary
John D. Denstedt, MD, FRCSC, FACS, FCAHS
Secretary-elect
David F. Penson, MD, MPH
Treasurer
Thomas F. Stringer, MD, FACS

AUANews is the official newsmagazine of the American Urological Association, located at 1000 Corporate Blvd., 
Linthicum, MD 21090, and is a function of the AUA Education and Research, Inc.  AUANews is published 24 times a 
year by the American Urological Association. Copyright © 2023 by American Urological Association Education and 
Research, Inc.. No part of this publication may be reproduced in any form or language without written permission 
from the publisher. Published free of charge for AUA membership. Annual non-member subscription rates: individual 
$110 ($155 foreign); institution $135 ($180 foreign); industry $65 ($135 foreign). U.S. POSTMASTER: Send address 
changes to AUANews, American Urological Association, 1000 Corporate Blvd., Linthicum, MD 21090. Library of Con-
gress ISSN: 1088-7350. All correspondence on editorial matters should be addressed to: Executive Editor, American 
Urological Association, 1000 Corporate Boulevard, Linthicum, MD 21090.

Disclaimer: The statements and opinions contained in the articles in AUANews are solely those of the individual 
authors and contributors and not of the American Urological Association. The appearance of advertisements in AUAN-
ews is not a warranty, endorsement or approval of the products or services advertised or of their effectiveness, quality 
or safety. The content of this publication may contain discussion of off-label uses of some of the agents mentioned. 
Please consult the prescribing information for full disclosures of approved uses. The American Urological Association 
disclaims responsibility for any injury to persons or property resulting from any ideas or products referred to in the 
articles or advertisements.

THE TOP 5 AUA HAPPENINGS THIS MONTH!

The AUA is looking for the next Editor-in-Chief of its official member 
newsmagazine, AUANews! Learn more about this exciting leadership
opportunity.

AUAnet.org/AUANewsEditor  

We’re accepting AUA2023 Late-breaking Abstracts through Monday, February 
13, 2023. Submit your ground-breaking science and register for AUA2023 
today!

AUAnet.org/AUA2023/abstracts

Attend the 2023 Annual Urology Advocacy Summit! Join the urology 
community in Washington, DC from February 27-March 1, 2023 for the 6th Annual 
Urology Advocacy Summit, an event designed to expand and strengthen 
the voice of urology on policy matters impacting our practices and patients. 
Register today!

AUASummit.org

Don’t forget to nominate an exceptional urology advanced practice provider 
(APP) for the 2023 APP of the Year Award! Submission deadline is January 31. 

AUAnet.org/APPAward

Apply today to be the next AUA Historian! The primary focus of the Historian 
is to collect and document the history of the AUA, as well as the specialty of 
urology. 

UrologicHistory.Museum/Apply

AUA TAKE 5

1

2

3

4

5



5AUANEWS   JANUARY 2023

significant, even with the present 
multimodal treatment strategy. Nev-
ertheless, cancer-specific survival 
and overall survival remain high 

with this strategy, and across studies  
appear to be higher at given inter-
vals of follow-up than conventional 
treatment with androgen depriva-
tion therapy and radiation therapy 
alone.

A secondary goal of our mul-
timodal approach is to achieve 
lower local recurrence rates and 
as such fewer disease-related com-
plications. Indeed, it appears that 
the incidence of local recurrence 
or symptomatic sequelae of can-
cer recurrence remains relatively 
low in our series. And now that 
we can utilize MRI for more ac-
curate diagnosis and staging, we 
might expect our outcomes to be 
even better. For instance, we are 
now able to diagnose smaller vol-

ume cancers with MRI fusion bi-
opsy which are more amenable to 
surgical removal. Another import-
ant difference with contemporary 
management is that prostate para-
metric MRI and PSMA PET-CT 
staging preoperatively enables 
more accurate staging of the local 
extent of disease, thereby afford-
ing better patient selection for sur-
gical removal of the prostate, and 
better determination of duration 
of therapy and surgical timing fol-
lowing neoadjuvant treatment to 
optimize surgical outcomes.

For these reasons, with ad-
vancing therapies and more so-
phisticated tools in diagnosing 
and stratifying prostate cancers 
translating to earlier detection 

and longer lead time lending to 
longer overall survival with pros-
tate cancer, it appears that the 
principles of treatment we have 
established with MMT will lead 
to even more successful future 
treatment strategies for high-risk 
prostate cancer. STOP

1. Freedland SJ, Humphries EB, Mangold LA, et al. 
Risk of prostate cancer-specific mortality follow-
ing biochemical recurrence after radical prosta-
tectomy. JAMA. 2005;294(4):433-439.

2. Meeks JJ, Eastham JA. Radical prostatectomy: 
positive surgical margins matter. Urol Oncol. 
2013;31(7):974-979.

3. Chalfin HJ, Dinizo M, Trock BJ, et al. Impact 
of surgical margin status on prostate-cancer-spe-
cific mortality. BJU Int. 2012;110(11):1684-1689.

4. Gee JR, Libertino JA. Multimodal therapy for 
patients with high-grade, high-risk prostate can-
cer with long-term follow-up. Int J Clin Oncol. 
2021;6(3):125-129.

MULTIMODAL THERAPY FOR PATIENTS WITH HIGH-GRADE, HIGH-RISK PROSTATE CANCER
Arrow-right Continued from page 3

“�These�findings�
establish�the�
MMT protocol 
as�an�effective�
treatment�strategy�
for�high-risk�
prostate�cancer�
with�excellent�
long-term�cancer-
specific�survival.”

Neuromodulation for Neurogenic Lower Urinary Tract 
Dysfunction: Reviewing the Latest Evidence
Marcio A. Averbeck, MD, MSc, PhD, 
TiSBU
Moinhos de Vento Hospital, Porto Alegre, Brazil 

Sacral neuromodulation (SNM) 
is an established third-line treat-
ment for idiopathic lower urinary 
tract dysfunction in patients who 
failed conservative therapies, such 
as behavioral and pharmacological 
strategies.1 Most studies on SNM 
have focused on the role of this 
minimally invasive treatment in 
patients presenting with idiopathic 
overactive bladder (OAB), chronic 
nonobstructive urinary retention, 
and chronic pelvic pain. However, 
there is increasing evidence sup-
porting the use of SNM for patients 
with adult neurogenic lower uri-
nary tract dysfunction (NLUTD). 
According to the International 
Continence Society, neurogenic 
OAB is characterized by “urgency, 
with or without urgency urinary in-
continence, usually with increased 
daytime frequency and nocturia in 
the setting of a clinically relevant 
neurological disorder with at least 
partially preserved sensation.”2 
Neurogenic OAB is a common pre-
sentation of several neurological 
diseases, including central nervous 
system lesions (stroke, Parkinson’s 

disease, tumors, etc) and spinal 
cord lesions. Studies on SNM for 
patients with neurological diseas-
es tend to follow the same criteria 
used for patients with idiopathic 
lower urinary tract dysfunction.3 
This article critically discusses 2 
recently published studies, which 
focused on the role of SNM in neu-
rourological patients.

van Ophoven et al have per-
formed a systematic literature 
review and meta-analysis of stud-
ies reporting the safety and effec-

tiveness of SNM in patients with 
NLUTD (neurogenic detrusor 
overactivity, nonobstructive uri-
nary retention, or a combination 
of both).4 Forty-seven studies were 
included in the systematic litera-
ture review. Twenty-one studies 
comprised of a total of 887 patients 
were included in the meta-analysis 
of test SNM. The pooled success 
rate of SNM test stimulation was 
66.2% (95% CI 56.9-74.4). De-
pending on neurogenic conditions 
test success rates varied greatly. 
Twenty-four studies with a total of 
428 patients were included in the 
meta-analysis of permanent SNM. 
The success rate of pooled per-
manent SNM was 84.2% (95% CI 
77.8-89.0). Among the identified 
studies, the most common adverse 
events were loss of effectiveness, 
infection, pain at the implant site, 
and lead migration, with adverse 
event rates of 4.7%, 3.6%, 3.2%, 
and 3.2%, respectively. These 
outcomes are consistent with the 
 meta-analysis published by Kessler 
et al in 2010,5 which demonstrated 
a pooled success rate of 68% for 
the test phase and 92% for perma-
nent SNM implant, with a mean 
follow-up of 26 months.

More recently, Liechti et al 

published a sham-controlled, 
 double-blind, multicenter trial, 
which included patients with re-
fractory NLUTD at four Swiss re-
ferral centers.6 Patients underwent 
SNM test phase with lead place-
ment into the sacral foramina S3 
(rarely S4). A neurostimulator was 
implanted for permanent stimu-
lation only in patients presenting 
with $50% improvement in key 
bladder diary variables (successful 
test phase). For 2 months, neuro-
modulation was optimized using 
subsensory stimulation with in-
dividually adjusted parameters. 
Thereafter, the neurostimulator 
remained on (SNM ON) or was 
switched off (SNM OFF; 1:1 ran-
dom allocation to group SNM ON 
or SNM OFF) for 2 months, fol-
lowed by a neurourological reeval-
uation. Of 124 patients undergoing 
SNM test phase, 65 (52%) were 
classified as therapy responders. Of 
these, 60 patients were randomly 
assigned to the intervention. After 
2 months of intervention, the SNM 
ON group demonstrated a suc-
cess rate of 76%. In the SNM OFF 
group, 42% of patients showed sus-
tained SNM effects despite their 

“�Neurogenic�OAB�
is�a�common�
presentation�
of�several�
neurological�
diseases,�
including�central�
nervous�system�
lesions�(stroke,�
Parkinson’s�
disease,�tumors,�
etc)�and�spinal�
cord�lesions.”

Arrow-right Continued on page 6
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 neurostimulator being switched 
off during the last 2 months (odds 
ratio, 4.35; 95% confidence inter-
val, 1.43 to 13.21; P = .009). This 
may be seen as the first well-de-
signed randomized controlled trial 
demonstrating that SNM effective-
ly corrected refractory NLUTD in 
the short term in well-selected neu-
rourological patients. Subsensory 
stimulation allowed switching off 
the implantable neurostimulator in 
the control group without jeopar-
dizing blinding. Additionally, this 
study did not detect notable carry-
over effects (>2 months), therefore 

supporting a need for continuous 
stimulation in neurourological pa-
tients. The heterogeneity of the 
neurological patient population, 
which precluded a disease-specific 
analysis, was the main limitation of 
this trial.

Although SNM is a promising 
treatment for neurourological pa-
tients, most studies on SNM for 
NLUTD are based on small sam-
ple sizes and heterogeneous pop-
ulations, which are incompletely 
characterized in terms of severity 
of neurological impairment, lack-
ing standardized definitions of suc-

cess and follow-up.3 On the other 
hand, the need for serial imaging 
of the central nervous system in 
selected neurourological patients 
has represented a major barrier 
to the dissemination of SNM. The 
latest technological developments, 
such as rechargeable and full-body 
MRI-compatible devices, may 
help increase the level of evidence 
in the near future. STOP

1. Rios LA, Averbeck MA, Franca W, Sacomani 
CA, Almeida FG, Gomes CM. Initial experience 
with sacral neuromodulation for the treatment of 
lower urinary tract dysfunction in Brazil. Int Braz 
J Urol. 2016;42(2):312-320.

2. Gajewski JB, Schurch B, Hamid R, et al. An 
International Continence Society (ICS) report 
on the terminology for adult neurogenic lower 
urinary tract dysfunction (ANLUTD). Neurourol 
Urodyn. 2018;37(3):1152-1161. 

3. Averbeck MA, Moreno-Palacios J, Aparicio A. 
Is there a role for sacral neuromodulation in pa-
tients with neurogenic lower urinary tract dys-
function? Int Braz J Urol. 2020;46(6):891-901. 

4. van Ophoven A, Engelberg S, Lilley H, Sievert 
KD. Systematic literature review and meta-anal-
ysis of sacral neuromodulation (SNM) in patients 
with neurogenic lower urinary tract dysfunction 
(nLUTD): over 20 years’ experience and future 
directions. Adv Ther. 2021;38(4):1987-2006.  

5. Kessler TM, La Framboise D, Trelle S, et al. 
Sacral neuromodulation for neurogenic lower 
urinary tract dysfunction: systematic review and 
meta-analysis. Eur Urol. 2010;58(6):865-874. 

6. Liechti MD, van der Lely S, Knüpfer SC, et al. Sacral 
neuromodulation for neurogenic lower urinary 
tract dysfunction. NEJM Evid. 2022;1(11):https://
doi.org/10.1056/EVIDoa2200071.

NEUROMODULATION FOR NEUROGENIC LOWER URINARY TRACT DYSFUNCTION
Arrow-right Continued from page 5

Reducing Treatment-related Morbidity in Early-stage 
Testicular Cancer
Aditya Bagrodia, MD
University of California San Diego Health, La Jolla 
University of Texas Southwestern Medical Center, 
Dallas

Luke L. Wang, MD
University of California San Diego Health, La Jolla

The blessing and curse of testic-
ular cancer is near-uniform curabil-
ity juxtaposed with the long-term 
adverse effects of any intervention 
that these young cancer survivors 
must contend with for the rest of 
their lives. While it is “straightfor-
ward” to perform an orchiectomy, 
obtain staging, and then offer ob-
servation, adjuvant therapy, lo-
coregional therapy (retroperitoneal 
lymph node dissection [RPLND] 
or radiotherapy), or systemic plat-
inum-based therapy, there are 
many potential opportunities to 
optimize patient care and reduce 
treatment-related morbidity. We 
highlight moments across the tes-
ticular cancer treatment journey 
and disease spectrum that may be 
underappreciated. These nuanced 
considerations ensure that we ad-
dress the concerns of our patients 
and also minimize overtreatment 
and undertreatment.

The socioeconomic and psycho-
logical impact of a cancer diagno-
sis and orchiectomy in a young 
man cannot be overstated.1 These 
young men experience significant 
rates of anxiety, depression, and 

financial toxicity that come with a 
cancer diagnosis and cancer care. 
It is incumbent upon us to perform 
a comprehensive psychosocial in-
take and provide relevant support 
services. Additionally, history and 
physical should screen for symp-
toms and signs of hypogonadism, 
anxiety, and depression.2 Prior to 
orchiectomy, sperm banking and 
testicular prosthesis should be dis-
cussed, which may mitigate down-
stream fertility concerns and body 
image changes.2

In patients with stage I disease, 
it is critical to follow serum tumor 
markers to the nadir for accurate 
staging. Failure to do so can mis-
classify a patient as having occult 
systemic disease and lead to un-
necessary chemotherapy. Further, 
low/stable levels of alpha-fetopro-
tein and human chorionic gonado-
tropin can be seen from noncancer 
causes and should be confirmed to 
be rising prior to initiation of sys-
temic therapy. While all options 
should be discussed as part of the 
shared decision-making process, 
the overwhelmingly preferred man-
agement option for stage I disease 
is observation for both seminoma 
and nonseminoma. Since 1981, the 
Princess Margaret Hospital recom-
mended active surveillance for all 
stage I tumors.3 Based on this ex-
perience, the relapse rate is 28% 
with median time to relapse of 7 

months.3 The estimated 5-year can-
cer-specific survival is 98%-99%.3 
An important exception is for pa-
tients with stage I secondary so-
matic malignancy, who should be 
directed toward primary RPLND. 
In seminoma patients, surveillance 
with MRI should be considered to 
minimize ionizing radiation expo-
sure. The recent phase III TRISST 
(TE24 Trial of Imaging and Sched-
ule in Seminomas Testis) trial ran-
domized patients with stage I sem-
inoma to surveillance with CT or 
MRI. MRI was noninferior to CT 
at detecting relapse at 72-month 
median follow-up.4 Ostensibly 
these same principles are applica-
ble to patients with nonseminoma 
histology.

In stage II disease, there are 
multiple opportunities to optimize 
treatment. Patients presenting with 
de novo stage II disease may be-
have differently from patients who 
develop metastases confined to the 
retroperitoneum during surveil-
lance for stage I disease. Patients 
who develop metastases during 
surveillance may be ideal candi-
dates for RPLND since their nat-
ural history indicates they are less 
likely to have systemic relapse.

Providers should also recognize 
that the rate of pN0 in patients with 
clinical stage II disease approaches 
20%-30%. First and foremost, the 
unequivocal presence of metastases 

should be confirmed in small-vol-
ume (stage IIA) retroperitoneal 
metastases to avoid overtreating pa-
tients who do not harbor metastases. 
Our practice is to perform short-in-
terval (6-8 weeks) restaging with ax-
ial imaging of the chest, abdomen, 
and pelvis along with serum tumor 
markers; if the node involutes, sur-
veillance is preferred; if metastases 
develop, systemic therapy is pur-
sued. For persistent/slightly enlarg-
ing nodes, high-quality nerve-spar-
ing RPLND is our preferred option 
to avoid the long-term side effects of 
systemic chemotherapy.

Historically, patients with patho-
logical pN1 disease were observed, 
while those with pN2/N3 disease 
received adjuvant or full-dose che-
motherapy. More recently, there is 
evidence to support surveillance in 
lieu of adjuvant therapy in patho-
logical node-positive stage II dis-
ease. Based on a recent series from 
Indiana University, pathological 
stage II patients who underwent 
surveillance experienced 5-year re-
currence-free survival of 79%, with 
no significant differences in relapse 
rates between pN1, pN2, and pN3 
patients.5 All patients who recurred 
were successfully treated with che-
motherapy at median follow-up of 
52 months.5 These data suggest that 
most pathological stage II patients 

Arrow-right Continued on page 7
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may be safely observed.
There is renewed interest 

in RPLND for patients with 
low-volume stage II seminoma. 
Emerging evidence from the 
phase II SEMS (Surgery in Early 
Metastatic Seminoma) trial sug-
gests that RPLND for stage II 
seminoma could achieve onco-
logic outcomes similar to those 
of nonseminomas.6 In this multi- 
institutional single-arm trial, pa-
tients with seminoma and lymph-
adenopathy 1-3 cm underwent 
RPLND.6 Recurrence rate was 
18% with median follow-up of 24 
months.6 As these data and others 
mature, RPLND may very well 
become a standard option for ap-
propriately selected patients with 
low-volume stage II seminoma.

Fortunately, we are in the midst 
of a revolution in testicular cancer 
diagnosis and management as nov-
el sensitive and specific biomarkers 
enter our armamentarium. Cir-
culating microRNA miR-371a-3p 
has emerged as such a biomarker, 
which holds the promise of inform-
ing treatment decisions across the 
testicular cancer spectrum.7 The 
reported sensitivity, specificity, and 
area under the curve for seminoma 
and nonseminoma are consistently  
>90%.7 Notably, miR-371a-3p is 
unable to detect residual terato-
ma.6,8 The diagnostic potential of 
microRNA is currently being vali-
dated in several clinical trials prior 
to clinical use.

In summary, we draw attention 
to nuanced considerations that 
can impact the way we manage 
testicular cancer patients in an 
effort to limit treatment-related 
morbidity. Volume, expertise, and 
treatment at high-volume centers 
are important to confirm optimal 
outcomes.9 

STOP

1. Schepisi G, De Padova S, De Lisi D, et al. Psycho-
social issues in long-term survivors of testicular 
cancer. Front Endocrinol (Lausanne). 2019;10:113.

2. Stephenson A, Eggener SE, Bass EB, et al. Diag-
nosis and treatment of early stage testicular can-
cer: AUA guideline. J Urol. 2019;202(2):272-281. 

3. Sturgeon JF, Moore MJ, Kakiashvili DM, et al. 
Non-risk-adapted surveillance in clinical stage 
I nonseminomatous germ cell tumors: the Prin-
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be�overstated.1”
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Defining Success After Anterior Urethroplasty:  
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There is not consensus on how 
to define a successful urethroplasty. 
The goal of academic, reconstruc-
tive urologists is to be objective and 
data-driven in our approach to ure-
thral stricture disease. However, 
this push for more objectivity may 
be contrary to patient- centered 
care. In the past, urethroplasty had 
been considered a success if a pa-
tient never needed retreatment of 
their stricture.1 The limitations of 
this definition include (1) not ac-
counting for patients who cannot 
afford further care or seek follow-up 
care elsewhere, and (2) surgeons 
having different thresholds to reop-
erate. Due to a desire to increase 
the academic rigor of our definition 
of success after urethroplasty, there 
has been a move toward using al-
ternative, objective definitions of 
success. These include the presence 
of a strong force of stream, lack of 
recurrence on cystoscopy, and lack 
of voiding symptoms on validat-
ed questionnaires.2 Unfortunately, 
this variety of outcomes reported 
in the literature makes it challeng-
ing to compare success rates across 
 studies.

Therefore, we need to come 
to universal agreement regarding 
which outcomes to use to define 
success after urethroplasty. Until 
we do, we will struggle to progress 
the field of stricture management. 
In our study, we sought to evaluate 
the success of anterior urethroplas-
ty based on different definitions of 
success in a single cohort. Using the 
Trauma and Urologic Reconstruc-
tive Network of Surgeons multi- 
institutional database, we evaluated 
success based on 5 separate defini-
tions of urethroplasty failure. These 
included: (1) receipt of stricture 
retreatment, (2) anatomical recur-
rence on flexible cystoscopy, (3) 
uroflow maximum flow rate <15 
mL/s, (4) symptomatic recurrence 
using validated questionnaires, and 

(5) failure by any of the above defi-
nitions. These groups are referred 
to as “retreatment,” “cystoscopy,” 
“uroflow,” “questionnaire,” and 
“any failure.” We included 712 
men in our analysis who had un-
dergone a first-time, single-stage, 
anterior urethroplasty and com-
pleted all recommended follow-up. 
We found that success after urethro-
plasty changed drastically simply 
by changing the way success is de-
fined. Specifically, the 1- and 5-year 
estimated probabilities of success, 
from highest to lowest, were 94% 
and 75% for retreatment, 88% and 
71% for cystoscopy, 84% and 58% 
for uroflow, 67% and 37% for ques-
tionnaire, and 57% and 23% for any 
failure (P  < .001; see Figure).

Our data show marked variabil-
ity in success rates based on the 
outcome measure used, and this 
represents the problem we face in 
comparing outcomes across stud-
ies in the literature. This begs the 
question of whether there is mer-
it to developing a research-based 
definition of success after urethro-
plasty. This could be likened to the 
American Society for Radiation 
Oncology definition for biochem-
ical recurrence after radiotherapy 
for prostate cancer, which is not 
intended to be a threshold value 
for initiation of treatment. Rather, 
it is meant as a research definition 
to standardize clinical trials.3 Sim-
ilarly, a research-based definition 
of urethroplasty success may be 
different than clinical success but 
is essential for clinical trials and 
multi-institutional comparisons.

Using the “retreatment” defini-
tion after urethroplasty would be a 
patient-centered outcome because 
it requires no invasive tests or bur-
densome follow-up. However, this 
definition’s limitations (as previ-
ously stated) and lack of objectiv-
ity make it a less-than-ideal out-
come measure as a research-based 
definition of success. Conversely, 
“cystoscopy” is an excellent op-
tion for an objective, reproducible, 
 research-based definition of suc-
cess. However, it is not a good tool 
for measuring clinical success be-
cause it is costly, invasive, and only 
50%-65% of men comply with post-

operative cystoscopy.4,5 Further, 
cystoscopy tends to overestimate 
failures since 35%-42% of men with 
an anatomical recurrence on cys-
toscopy are asymptomatic.4,6,7 As 
such, cystoscopy may not be ide-
al for a clinical or research-based 
definition of success. “Uroflow” is 
fast, cheap, and noninvasive while 
also providing objective data post-
operatively. This test can, how-
ever, be confounded by bladder 
dysfunction, prostatic enlarge-
ment, urethral inflammation, and 
bladder volume.8,9 Lastly, “ques-
tionnaires” represent the most pa-
tient-centered measure to define a 
successful urethroplasty. However, 
as previously mentioned, men can 
develop an asymptomatic recur-
rence that would go undetected us-
ing symptom-based questionnaires. 
In addition, men may report weak 
stream not attributable to a stric-
ture recurrence, which is suggested 
by our data showing success rates 
by questionnaires were lower than 
cystoscopy at both 1 and 5 years.

This study was not intended to 
dictate what the definition of success 
after urethroplasty should be. Our 
goal was to provide a fair compari-
son of success rates in a single group 
of men using currently available 
definitions. As a group, urologists 
could choose 1 or several of these 
outcomes to be the universal clinical 
and/or research-based definition of 
successful urethroplasty moving for-
ward. This common language would 
surely foster multi-institutional com-
parisons and meta-analyses with the 

goal of optimizing urethral stricture 
management.
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Citrate Alkali Content of Common Over-the-Counter  
and Medical Food Supplements
Brett A. Johnson, MD
University of Texas Southwestern Medical Center, 
Dallas

Nephrolithiasis is a growing dis-
ease, affecting about 1 in 11 people 
in the United States each year.1 Oral 
alkalinizing agents such as potassi-
um citrate and sodium bicarbonate 
are commonly prescribed medi-
cations for patients with recurrent 
calcium stones, hypocitraturia, uric 
acid stones, or cystine stones. How-
ever, despite efficacy, long-term 
adherence with such therapy is as 
low as 13%.2 Many insurance for-
mularies may not cover commonly 
prescribed formulations, and the 
average monthly cost of medica-
tion may be a barrier to adherence 
for some patients.

This has led to the develop-
ment of many over-the-counter 
(OTC) supplements and medical 
food products, which claim to help 
prevent stone recurrence, primari-
ly through delivery of alkali salts. 
Based on the United States Or-
phan Drug Act, the U.S. Food and 
Drug Administration (FDA) does 
not approve or regulate the con-
tent, strength, quality, and purity of 
medical foods. Similarly, in the era 
of social media and targeted mar-
keting, modern patients are more 
likely to seek medical informa-
tion and advice from nonprovider 
sources. The medical food space 
has exploded in popularity in the 
social media era and was valued 
at $12.3 billion in 2015 (expected 
to surpass $24 billion by 2025).3 
Therefore, manufacturers’ claims 
must be carefully considered by 
the consumer and provider alike.

One may note that many OTC 
supplements contain 99 mg or less 
of potassium (2% of recommend-
ed daily allowance). There is a 
common misconception that this 
is due to a regulated limit by the 
FDA. However, this is not the case. 
Many manufacturers set this limit 
due to the fact that the FDA con-
sidered requiring a warning label 
for products that contained 100 mg 
or greater of potassium per serv-
ing.4 Ultimately, the FDA has not 
ruled on a limit for potassium in 
supplements. More modern med-

ical foods and supplements have 
not perpetuated to this limit.5

In an effort to evaluate the con-
tent of common OTC alkali prod-
ucts, Dai et al purchased 9 com-
mon OTC products in 2 batches 6 
months apart. Using a single serv-
ing of each product, the actual con-
tent of citrate was measured with 
spectrophotometry. Total citrate as 
alkali and cost per 10 mEq of alkali 
was also calculated.6 Results can be 
seen in the Table.

Total citrate per serving and ci-
trate as alkali can vary greatly, and 
that variance largely depends on 
the pH of the product. The cations 
accompanying citrate in alkali sup-
plements are important in the ci-
traturic response; citrate salts con-
tribute to a systemic alkalinization 

effect, whereas the protonated form 
of citrate (citric acid) does not re-
sult in a significant alkali load.7 The 
more acidic the solution, the great-
er percentage of citrate exists in the 
form of citric acid as hydrogen ions 
replace the positively charged cat-
ions. However, compared to oth-
er beverages that have been pro-

posed as dietary alkali alternatives, 
overall these supplements contain 
higher alkali concentrations than 
lemonade (6.1-8 mEq/L), but low-
er concentrations than orange juice 
(47.9-63.5 mEq/L).8

Alkali citrate per serving varied 
from 2.3 mEq (Horbäach potas-
sium citrate) to 16.2 mEq (Moon-
stone powder). Moonstone adver-
tised 60 mEq of citrate, which was 
accurate if all species of citrate and 
citric acid were counted, but due 
to the acidic pH of the solution, 
the amount of alkali is much low-
er. Moonstone has since changed 
the promotional materials to better 
reflect this. LithoLyte (coffee and 
powder) delivered 6.4-8.4 mEq of 

“�Total�citrate�per�
serving�and�citrate�
as�alkali�can�vary�
greatly,�and�that�
variance�largely�
depends�on�the�pH�
of�the�product.”

Table. pH, Measured Citrate, Citrate as Alkali, and Cost per Unit of Citrate Alkali for Common Over-the-Counter Food Products and Supplements

Product Type Serving Lot pH

Advertised 
citrate (mEq/

serving)
Total citrate  

(mEq/serving)
Alkali citrate  
(mEq/serving)

Cost per 10 
mEq citrate 

alkali, $

Moonstone powder Powder 1 Pkg (26 g)/16 oz 1 3.48 60.0 64.1 16.2 1.23 

 2 3.40 60.0 63.8 15.1 1.33 

LithoLyte powder Powder 1 Pkg (1.2 g)/16 oz 1 9.13 10.0a 7.1 7.1 0.71 

2 9.44 10.0a 6.4 6.4 0.78 

LithoLyte coffee Coffee pod 1 Cup coffee (8 oz) 1 6.34 10.0 8.4 6.9 1.46 

2 6.38 10.0 6.7 5.6 1.80 

Kidney COP Capsule 2 Capsules 1 5.44 5.4b 5.4 3.5 0.71 

2 5.26 5.4b 5.6 3.4 0.73 

KSPtabs Effervescent 1 Tablet/16 oz 1 4.89 4.5b 26.8 14.5 0.57 

Tab 2 4.74 4.5b 26.9 13.7 0.61 

Litho Balance Powder 1 Scoop (4.6 g)/16 oz 1 3.98 4.4b 28.0 9.7 0.57 

2 4.02 4.4b 39.0 13.9 0.40 

NOW potassium Powder 1/4 Tsp (1.4 g)/8 oz 1 8.30 4.15b 12.9 12.8 0.04 

Citrate 2 8.42 4.15b 12.2 12.1 0.04 

Horbäach potassium 
citrate

Capsule 1 Capsule 1 7.30 2.75b 2.5 2.4 0.16

2 7.32 2.75b 2.4 2.3 0.17 

TheraLith XR Tablet 2 Tablets 1 10.78 2.12b 7.2 7.2 0.52 

2 10.76 2.12b 7.5 7.5 0.49 

Reprinted with permission from Mary Ann Liebert Inc., J Endourol. 2022;10.1089/end.2022.0274.6

aOr bicarbonate as a citrate equivalent.
bCalculated based on ingredient list and nutrition facts.

Arrow-right Continued on page 10
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alkali citrate per serving, which was 
very close to the total citrate calcu-
lation owing to the alkaline nature 
of the solution. This did fall short 
of the advertised citrate content of 
10 mEq. However, LithoLyte ad-
vertises that their product contains 
“10 mEq of Total Citrate” but adds 
in fine print: “or bicarbonate as a 
citrate equivalent.” This makes 
our analysis consistent with their 
reporting. Horbäach potassium ci-
trate was found to have the lowest 
amount of citrate alkali. This is due 
to the fact they limited their prod-
uct to 99 mg of potassium (2.5 mEq) 
for reasons noted above. NOW po-
tassium citrate had the lowest cost 
per alkali ($0.04/10 mEq).

A major limitation of the Dai 
et al study was lack of a measured 
citraturic response. Canvasser et 
al performed a prospective cross-
over study measuring pH and 
citrate exertion in healthy adults 
given LithoLyte and KSPtabs.9 
Patients were randomized to 
which was taken first and were 

given a 3-day washout between 
supplements. Dosage dispensed 
was 2 packets twice daily (daily 
total of 40 mEq of alkali) for 
LithoLyte and 1 tablet KSPtabs 
twice daily (daily total 30 mEq 
of alkali). Based on measured 
amount of citrate alkali from Dai 
et al, the estimated daily dose of 
alkali citrate would be 28 mEq for 
the LithoLyte group and 56 mEq 
for the KSPtabs group. However, 
there may be additional alkali in 
the form of bicarbonate.

What Canvasser et al discov-
ered in this study was a statistically 
significant rise in urine pH for both 
LithoLyte (6.46-6.66, P   =  .028) 
and KSPtabs (6.46-6.86, P   =  .037). 
Urinary citrate increased for both 
groups but was only significant for 
the KSPtabs group (597-797 mg/
day, P   =  0.037). The greater rise 
in urinary citrate is likely due to 
the greater daily dose of alkali ci-
trate in the KSPtabs group. Inter-
estingly, there was no change from 
baseline in the urinary potassium 

or sodium levels for either prod-
uct. It is important to note that this 
cohort was made up of healthy 
volunteers with normal baseline 
urinary citrate. The results for hy-
pocitraturic stone formers may 
differ. Likewise, this study was not 
powered to demonstrate superior-
ity of one supplement to another. 
Side effects were noted with both 
supplements and mild-to-mod-
erate gastrointestinal side effects 
noted in about 50% of participants. 
No participants felt the need to 
stop the supplements early.

While not regulated by the FDA, 
some OTC alkali products do con-
tain sufficient alkali to generate a 
clinically citraturic response. How-
ever, alkali content of various OTC 
supplements and food products 
varies and may differ from adver-
tised values. Further studies are 
warranted to determine the clinical 
effectiveness compared to a stan-
dard of care pharmacotherapy for 
the prevention of recurrent stone 
disease. STOP
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How Pixel Segmentation Can Be the Future of  
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Washington, Seattle

Lauren Erdman, MSc
SickKids Hospital, Center for Computational 
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Congenital anomalies are de-
scribed as a variation from a func-
tional and normal phenotype. 
Hypospadias is no exception. The 
evolution of hypospadiology has 
been centered around restoring 
the anatomy into a more natural 
and functional phenotype. As such, 
all efforts made have been on de-
veloping and improving technical 
surgical principles and concepts to 
master the reconstruction of indi-
viduals born with this birth defect. 
Despite multiple technical advanc-
es, there is no single procedure 
which results in a reproducible 
and predictable outcome. Prolific 
surgeons develop an unconscious 
artistic ability to interpret the phe-
notype and perform successful re-
constructions. This subjectivity has 
been recognized as a major limita-
tion in hypospadias phenotyping, 
and for decades surgeons have 
attempted to overcome this issue 
by incorporating anthropometric 
measurements into their assess-
ment of the phenotype. In general, 
variables such as glans and urethral 
plate width, ventral curvature, and 
meatal location have been accept-
ed as predictive variables. None-
theless, these attempts at increas-
ing objectivity have not resulted 
in consistently good prediction of 
surgical outcomes, with the current 
classifications still having a signif-
icant subjective component, par-
ticularly when the urethral plate is 
described. Maybe it is time to stop 
and redefine how we see the hy-
pospadias phenotype and evaluate 
how the urethral plate can be de-
scribed using novel technologies.

A major step in the evolution of 
surgical reconstruction has been 
the concept of preserving the ure-
thral plate and incorporating it as 
part of the reconstruction. Widely 
accepted surgical techniques such 
as the meatal advancement glans-

plasty, Matheiu, tubularized in-
cised plate, and Thiersch Duplay 
include the urethral plate as the 
main structure for reconstruction. 
As an artistic process, surgeons use 
their skills and knowledge subjec-
tively to evaluate the urethral plate 
and make a decision about the 
most suitable technique for the pa-
tient. They also define the bound-
aries and how to use the plate for 
the reconstruction. Nonetheless, 
there is a lack of understanding 
of how an experienced surgeon 
makes that decision and how that 
translates to selected tissue quality 
and wound healing. Histological 
architecture of the urethral plate 
and surrounding tissues has been 
previously explored but it has nev-
er been correlated to a standard-
ized phenotyping with subsequent 
postoperative follow-up.

Reports of urethral plates with 
abnormal or pathological histolo-
gy have been described and iden-
tified by ongoing research in our 
group. Patients with abnormal 

pathological urethral plate archi-
tecture might not have adequate 
healing, which can impact wound 
healing independent of the surgi-
cal technique. A preliminary on-
going study using histology tissue 
mapping has demonstrated a 20% 
proportion of abnormal histology 
findings confined within the ure-
thral plate. The most relevant find-
ing has been chronic inflammatory 
lymphocyte infiltration in the sub-
epithelial region. Recognizing the 
limitation of not being able to have 
a priori preoperative information 
before histology analysis is made, 
we have decided to explore the 
use of novel pixel analysis technol-
ogies to characterize the urethral 
plate, trying to reduce subjectivity 
and explore its predictive potential 
to identify abnormal histological 
findings.

Based on prior experience using 
computer vision methods to re-
duce subjective hypospadias phe-
notyping, we are currently using 
pixel cluster analysis to describe 
and predict the correlation to his-
tological findings (see Figure).1,2 
The current pilot analysis has 
proven that pixel clustering can 
discriminate between different 
urethral plates when compared 
to the Glans, Meatus, Shaft score. 
Using principles demonstrated 
in dermatology and dermoscopy 
research for digital image analy-
sis, we plan to extrapolate these 
concepts to our methodology.3,4 
Superpixel segmentation using 
linear iterative clustering can help 
identify pathological skin lesions 
subsequently confirmed on histo-
logical analysis. Other image fea-
tures such as entropy or texture 

analysis are approaches that may 
be informative and will help with 
urethral plate phenotype descrip-
tion and classification.4

Even the more traditional com-
puter vision techniques described 
above represent a dramatic step  
forward for objective hypospadias 
phenotyping. Therefore, we are 
hopeful that newer, more flexible 
machine learning methods for com-
puter vision, such as convolutional 
neural networks (CNNs), will make 
reliable hypospadias phenotyping 
easier. These methods haven’t been 
used up to this point due to the re-
quirement for very large samples of 
images (10K-100K); however, trans-
fer learning has more recently been 
shown to produce high performing 
CNNs with far fewer samples need-
ed. CNNs have also been criticized 
for their lack of interpretability; how-
ever, vision transformers have been 
proposed as a special case of CNNs 
which learn attention maps and 
focus on specific areas of the image. 
These attention maps are interpre-
table as they produce a heat map 
over the image, enabling a human 
to identify which part of the image is 
most important for the downstream 
prediction. Importantly, transform-
ers are not data-type specific and in-
deed were first developed for speech. 
Therefore, transformer models can 
also be used to encode other data 
types such as clinical notes, sequenc-
ing data, and more.

Although we see a promising 
future for machine learning in the 

Figure. Heat map output for pixel cluster k-mean analysis.
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field of hypospadias, we cautiously 
recognize some limitations.2 The 
prevalence of the condition makes 
it difficult to build a database that 
is large enough to create and test 
a neural network algorithm. The 
complexity and variability of the 
surgical reconstruction generates 
a challenging confounding factor 
that needs to be considered when 
analyzing data. To mitigate and 

overcome this barrier, we plan to 
collect additional variables that can 
be informative for the algorithm 
and create a more comprehensive 
patient-centered phenotype, which 
will provide a more stable target 
or input to any models built. This 
will include epidemiological, an-
thropometric, histological, and 
genetic variables. This will only 
be possible if standardized clinical 

and surgical approaches are imple-
mented for hypospadias repair. Ef-
forts at Seattle Children’s Hospital 
have allowed our group to develop 
a standardized practice amongst 
providers. Current ongoing data 
collection and follow-up are under-
way. STOP
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Bilateral renal masses can be 
challenging for the urologist to 
manage: identifying the cause of 
the masses, determining best man-
agement strategies, and then ed-
ucating the patient on the options 
and decision making process.

Bilateral renal masses can be ei-
ther benign or malignant.1 When 
faced with management of bilater-
al renal masses, there are multiple 
diagnoses a urologist must consider 
to guide appropriate management. 
Renal metastases are often bilat-
eral small hypoattenuating renal 
masses most commonly from lung 
cancer followed by breast cancer, 
gastric cancer, and melanoma.1 
These masses are often asymptom-
atic and rarely present with hema-
turia, and should be suspected in a 
patient with a known malignancy. 
Treatment is driven by the prima-
ry malignancy.1 Patients with lym-
phoma may develop extra-nodal 
spread to the genitourinary system 
manifesting as multiple poorly en-
hancing bilateral renal masses or 
nephromegaly. Given that primary 
renal lymphoma is rare, patients 
often have lymphomatous disease 
identified elsewhere. Patients with 
findings suspicious for lymphoma 
should undergo percutaneous biop-
sy and be referred to medical oncol-
ogy for appropriate chemotherapy.1

Angiomyolipomas can present 
as bilateral renal masses, especial-
ly in patients with tuberous sclero-
sis.1 Asymptomatic masses <4 cm 

can be surveilled, while lesions $4 
cm should be surgically resected 
or embolized due to risk of hem-
orrhage.2 While oncocytomas, be-
nign renal masses, are usually soli-
tary unilateral masses, patients may 
develop bilateral oncocytomas, 
especially in those with Birt-Hogg-
Dubé syndrome. Oncocytomas are 
indistinguishable from renal cell 
carcinoma (RCC) on imaging.1

While most sporadic RCCs are 
unilateral, bilateral synchronous 
sporadic RCC has been report-
ed in up to 4% of cases.3 Patients 
with bilateral synchronous tumors 
are also more likely to have mul-
tifocal tumors.4 In a review of the 
Surveillance, Epidemiology, and 
End Results database of 274 pa-
tients with bilateral synchronous 
renal masses, 99% of patients were 
found to have bilateral RCC, with 
1 patient having a unilateral onco-
cytoma. Histological and nuclear 
grade concordance between renal 
masses was reportedly high at 93% 
and 85%, respectively.5 A single-in-
stitution study of bilateral synchro-
nous tumors also reports a high 
concordance rate between tumors 
at 87%.6 Thus, the pathology of one 
mass is strongly predictive of the 
other. More recent studies demon-
strate similar survival outcomes 
to patients with unilateral disease, 
although there was an insignificant 
increase in local recurrence.7

Management considerations of 
bilateral renal masses concerning 
for RCC include when to biopsy; 
whether or not to perform neph-
ron sparing surgery if feasible vs 
ablation or active surveillance; in 
the case of surgical removal, which 

mass to remove first—the more or 
less complex tumor; and whether 
or not to perform simultaneous vs 
staged excisions. Maximal renal 
preservation with nephron spar-
ing surgery is of the utmost impor-
tance if feasible given the higher 
incidence of multifocal tumors with 
bilateral synchronous masses and 
the increase in all-cause mortali-
ty associated with decreased renal 
function.8 Our approach to the sur-
gical management of bilateral RCC 
stems from experience with patients 
with genetic renal tumor syndromes 
such as von Hippel-Lindau Disease, 
in which metastasis has not oc-
curred in patients whose masses are 
observed until the largest reaches 3 
cm in size.9 Bratslavsky and Line-
han discuss their approach at the 
National Cancer Institute in which 
they obtain a percutaneous biopsy 
for patients presenting with bilat-
eral renal masses without a known 
genetic syndrome.9 They use this 
biopsy to drive the need for further 
genetic workup, and the type and 
timing of surgical intervention. Pa-
tients with familial syndromes, clear 
cell RCC, papillary type 1 RCC, 

chromophobe RCC, and oncocyt-
ic neoplasms are observed until the 
largest mass is 3 cm in size.9 Tumors 
concerning for papillary type 2 RCC 
and hereditary leiomyomatosis and 
renal cell cancer-associated tumors 
are more aggressive and managed 
with early resection with wide 
margins.9 Intraoperatively, they 
describe their retroperitoneal ap-
proach with minimal dissection of 
the hilum, clamping the artery and 
vein en bloc to preserve the peri-
vascular adventitia, and performing 
enucleations off clamp as able.9

The impact of staged vs simul-
taneous partial nephrectomy (PN) 
has been evaluated in several sin-
gle-institution studies. Packiam et 
al retrospectively reviewed 107 
patients undergoing bilateral vs 
staged PNs from 1980-2015 and 
found the simultaneous PN group 
had improved pooled length of 
stay (median 6 vs 8 days, P < .001), 
rate of urine leak (3% vs 17%,  
P = .018), rate of Clavien grade 3-4 
complications (8% vs 23%, P = .44), 
and lower reduction in estimated 

Figure. Axial and coronal view of CT imaging of bilateral renal masses (biopsy confirmed oncocytoma) 
in Birt-Hogg-Dubé syndrome. 
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glomerular filtration rate at 3 and 
12 months postoperatively (−6% 
vs −24% decrease, P = .015, and 
−4% vs −22% decrease, P < .001).10 
However, this observed difference 
may be due to significant selection 
and technical bias, though the only 
recorded significant differences 
between the 2 groups were BMI 
at first surgery (29 vs 32 kg/m2  
for simultaneous vs staged, re-
spectively, P = .022), and number 
of female patients in the cohort.10 
Contrary to this finding, Di Maida 
et al reviewed 41 patients with syn-
chronous bilateral renal masses 
between 2008 and 2019 and found 
no difference in the reduction of 
estimated glomerular filtration rate 
at 3 months and last follow-up be-
tween simultaneous vs staged sur-
gery (−7.3 vs −7.8, P = .31), but did 
find that staged procedures had a 
significantly higher cumulative op-
erative time and length of stay.11 

Disease-free survival was also sim-
ilar between the 2 approaches.11 
The literature demonstrates that 
1- and 2-stage options are feasible 
and the surgeon should take into 
account tumor complexity and pa-
tient comorbidities to help decide 
the optimal management.

Whether to resect the more com-
plex or less complex tumor first re-
mains debatable. Surgeons who favor 
resection of the more complex tumor 
first argue it is important to optimize 
oncologic control in case the contra-
lateral resection needs to be delayed 
due to complications.10 Those who 
resect the less complex tumor first 
prefer to ensure one side can be re-
moved off-clamp prior to resecting 
the more complex tumor on-clamp 
if necessary to minimize the risk of 
acute kidney injury.11 The latter group 
does not perform a 1-stage approach 
if bilateral renal artery clamping is 
necessary for resection.11

Bilateral renal masses most al-
ways require a very active discus-
sion with the patient about risks, 
benefits, treatment options, impli-
cations, complications, and con-
cordance. Appropriate diagnosis, 
hereditary syndromes, maximal 
renal preservation, the complexity 
of the tumor, and patient comor-
bidities are all important aspects 
to consider. Just like many aspects 
of oncological urology, there is no 
one answer for all renal masses as 
they must be considered on a case-
by-case basis. STOP
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Current Practice Patterns in Female Urology
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The subspecialty of female pel-
vic medicine and reconstructive 
surgery (FPMRS) obtained recog-
nition by the American Board of 
Medical Specialties with an official 
accreditation in 2011.1 Subsequent-
ly, the American Board of Urology 
(ABU) subspecialty board certifi-
cation for FPMRS began in 2013.2 
The subspecialty field incorporates 
issues such as male and female uri-
nary incontinence, neurogenic low-
er urinary tract dysfunction, pelvic 
organ prolapse (POP), recurrent 
urinary tract infection, painful 
bladder syndrome, genitourinary 
fistula, and voiding dysfunction.

Case log data submitted to the 
ABU are a rich source of data 
that previously have been used 
to assess the surgical practice pat-
terns of general and subspecialist 
urologists.3,4 As the initial year of 
subspecialty certification by the 
ABU, 2013 was the first year that 
FPMRS practice logs could be 
submitted, and as such, criteria 
for FPMRS designation that year 
were not based on any specific lev-
el of prior FPMRS training, but 
rather having an FPMRS-focused 
practice with case logs that met 
a minimum level of FPMRS-re-
lated care, as determined by the 
ABU. These same urologists who 
took the initial FPMRS certifying 
examination in 2013 were eligi-
ble for FPMRS recertification in 
2020. These 2 time points provid-
ed unique insight. Case logs from 
2013 provided information on 
those individuals “grandfathered” 
into the subspecialty;5 2020 pro-
vided information both on urolo-
gists undergoing recertification as 
well as those who were ready for 
initial certification after comple-
tion of their ACGME-approved 
FPMRS fellowship. 

We identified a total of 229 unique 
self-designated FPMRS providers 
in the case log data from 2013 and 
2020—131 FPMRS urologists in 2013 

and 98 FPMRS urologists in 2020. 
Of those 229 individual surgeons, 
57.2% submitted case logs in 2013, 
for a total of 41,456 cases between 
the 2013 and 2020 log years. We 
stratified cases based on procedure 
type and whether they were tradi-
tionally FPMRS-specific procedures, 
which included anti-incontinence 
procedures, abdominal and vaginal 
approaches for prolapse repair, vesi-
covaginal fistula repair, and mesh 
excision/removal. In 2013, of a to-
tal of 19,309 cases, 6,882 were FP-
MRS cases and 12,427 were non-FP-
MRS cases. There were 22,237 
cases in 2020, of which 7,790 were 
FPMRS-specific and 14,447 were 
non-FPMRS cases. Overall, non-FP-
MRS-specific cases were less likely 
among surgeons who performed a 
high volume of FPMRS-specific pro-
cedures (P   < .01). 

Anti-incontinence procedures 
consistently constituted 46% of the 
subspecialty-specific cases in cer-
tification logs from both 2013 and 
2020. The overwhelming majority 
(>90%) of procedures performed 
for management of stress urinary 
incontinence were sling proce-
dures with either synthetic mesh 
or autologous fascia. There was a 
slight increase in sling placement 
as a proportion of anti-inconti-
nence procedures from 2013 to 
2020 (95.6% vs 98.2%), similarly 
observed as a proportion of over-
all cases (44% vs 45%). However, 
based on the case rate adjusted for 
the number of surgeons per certi-
fication year, the number of sling 
cases per surgeon decreased be-
tween the 2 case log years (31.3 
in 2013 vs 26.8 in 2020). The re-

mainder of anti-incontinence pro-
cedures included transvaginal ure-
thropexy, abdominal/laparoscopic 
urethropexy, and laparoscopic 
sling placement. 

Mid-urethral sling placement 
has previously been shown to be 
the most commonly performed 
 anti-incontinence procedure amongst 
certifying urologists, regardless 
of specialty type.6 The relative 
increase in the share of sling pro-
cedures as a proportion of anti- 
incontinence procedures without 
an overall change in total anti-in-
continence procedures during the 2 
case certification years suggests that 
factors specific to sling placement 
may be influencing the sling place-
ment rates, such as a balance be-
tween concerns about mesh use and 
data supporting the higher efficacy 
of sling placement as compared to 
other anti-incontinence procedures. 
Additionally, there may be changes 
in the proportion of autologous fas-
cia vs synthetic mesh use which is 
not captured by case logs. 

Surgical management of POP 
similarly changed between the 
2013 and 2020 case logs, perhaps 
another indication of attitudes to-
ward mesh use. Prolapse repair 
procedures were one of the most 
common procedure types per-
formed by FPMRS-certifying urol-
ogists comprising 45% of submitted 
cases in 2013 and 2020. The total 
number of transvaginal mesh/pros-
thetic graft placement cases in 2013 
(741 cases) vs 2020 (338 cases) rep-
resents 11% and 4% of total cases 
performed by FPMRS urologists 
in 2013 and 2020, respectively. 
The share of transvaginal mesh/
prosthetic graft placement cases for 
POP as a proportion of transvagi-
nal prolapse repair decreased by 
half, from 30% to 15%, from 2013 
to 2020. Over this same time peri-
od, there was an increase in the use 
of abdominal mesh for prolapse re-
pair, as abdominal mesh increased 
as both a proportion of total FP-
MRS cases (from 9% to 15%) and 
overall prolapse repair procedures 
(from 24% to 30%). These trends 
were similar for non-FPMRS pro-
viders, likely related to the uptake 
of robot-assisted laparoscopic sac-
rocolpopexy among all urologists. 
Interestingly, the rates of mesh 

excision did not change between 
2013 and 2020, staying at 8% of all 
procedures.

The identified CPT (Current 
Procedural Terminology) codes for 
transvaginal mesh/prothesis place-
ment bundle transvaginal mesh 
and prosthetic graft (xenografts, bi-
ologic graft) use, limiting the ability 
to distinguish between the 2 case 
types. However, as the 2013 case 
logs included cases from as early as 
2011, it is reasonable to assume that 
transvaginal mesh kits were used in 
a significant proportion of these cas-
es, and the subsequent decrease in 
these cases was at least partially in 
response to consecutive U.S. Food 
and Drug Administration (FDA) 
statements about transvaginal mesh 
use. In 2019, the FDA banned the 
distribution of transvaginal mesh 
kits for POP repair, a follow-up to 
earlier FDA communications ques-
tioning the use of transvaginal mesh 
for the surgical management of 
POP, reducing the likelihood that 
transvaginal mesh was used in these 
repairs, especially in the case logs 
submitted for certification in 2020.

As the practice of urology con-
tinues to become more subspecial-
ized, it is important to appreciate 
the impact of subspecialty certifi-
cation on practice patterns for cas-
es that are considered specific to a 
certain subspecialty. While high-
lighting the diversity of FPMRS 
practice, the data also demonstrate 
the impact of external factors—
FDA communications on trans-
vaginal mesh and training experi-
ence—on practice patterns among 
subspecialists. STOP
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Overactive bladder (OAB) 
symptoms of urinary urgency/fre-
quency/incontinence have many 
influences including age-related de-
generation, neural/cerebral pathol-
ogy, hormonal changes, infection, 
and anatomical alterations (eg, 
urethral obstruction). OAB’s multi-
factorial nature precludes a single 
treatment cure; in fact, one could 
argue there is no cure. While treat-
ments exist, unfortunately, they are 
not always successful. In general, 
the achievable management goal 
is symptom improvement. What 
degree of improvement justifies 
continued treatment? How durable 
is the success? These crucial issues 
need to be considered when coun-
seling patients about various OAB 
treatment options.

Initial management of OAB is 
conservative and involves educa-
tion, behavior modification, and 
pelvic floor rehabilitation. Compli-
ance and, therefore, success with 
first-line treatments is limited. As a 
result, many individuals move on 
to second-line therapy (anticholin-
ergic and beta-adrenergic medica-
tions). While many achieve some 
degree of symptomatic improve-
ment with these measures, cost, side 
effects, and inadequate efficacy lead 
to poor patient satisfaction.1 Third-
line OAB treatment options include 
neuromodulation (sacral neuro-
modulation [SNM], posterior tib-
ial nerve stimulation [PTNS]) and 
botulinum toxin (BTX) injections. 
Historically, a >50% symptomatic 
improvement has been required 
to justify continuation of third-line 
therapies. To our knowledge, the 
rationale of choosing a 50% thresh-
old is unknown. It seems somewhat 
arbitrary and is indicative of our 
failure to truly “cure” the problem.2

Over time, reductions in third-line 
OAB treatment efficacy may lead to 
patient dissatisfaction, progression 
to alternate forms of therapy, and 
additional costs. Ideally one would 

be able to identify patients at risk for 
long-term failure in order to avoid 
unnecessary costs and frustration. 
Five-year loss of efficacy was re-
ported in about one-third of patients 
managed with SNM.3 Long-term loss 
of efficacy has also been reported for 
both PTNS and BTX injections.4-7

Intuitively, one would think a pa-
tient with an initially higher degree 
of symptomatic improvement with 
third-line OAB therapy might fare 
better in the long term compared 
to one with a lesser degree of im-
provement. While this has not been 
formally studied in a prospective 
trial, there are suggestions it is true. 
Foster et al observed that the degree 
of pad weight reduction and pad us-
age during SNM was predictive of 
a patient’s willingness to “do it all 
over again” (P = .005) and long-term 
satisfaction (P = .005) with satisfied 
patients experiencing an 85% reduc-
tion in pad weights, whereas dissat-
isfied patients only experienced a 
61% reduction.8 In a recent study, we 
reported significantly more patients 
continued to benefit from SNM over 
time (mean followup of 46 months) if 
they experienced a >75% overall im-
provement compared to those only 
experiencing a 50%-75% improve-
ment during the initial test phase 
(68% vs 44%); a >75% improvement 
in symptoms during testing was a 
predictor of long-term success.9

This begs the question: is a 50% 

improvement in OAB symptoms 
good enough? If a greater thresh-
old is used to determine treatment 
efficacy justifying continued treat-
ment, then fewer patients will quali-
fy and receive this treatment. Based 
on our results, if the improvement 
threshold to justify SNM implant 
were increased to >75%, then 44% 
of our implanted patients who were 
still benefiting from the stimulation 
would not have been eligible for 
the implant. Considering that pa-
tients undergoing third-line OAB 
therapies have failed the more 
conservative therapies, one could 
argue that any improvement is 
better than nothing at all. But one 
needs to be circumspect given that 
there can be significant cost asso-
ciated with the treatment, and the 
treatment could require frequent 
visits that might be a burden to the 
patient (eg, PTNS) and even carry 
some small risks (eg, device infec-
tion with SNM, urinary retention, 
and UTI with BTX injections). 
While no study has conclusively 
shown one third-line OAB option 

to be superior to the another, there 
may be cost differences between 
them. In fact, a recent treatment 
cost analysis using the data from 
the ROSETTA trial comparing 
SNM to BTX injections (granted 
200 units of BTX was used rather 
than the standard 100 units) showed 
that SNM, despite similar efficacy 
with respect to urge incontinence 
improvement, had significantly 
higher costs at 2 and 5 years.10 Giv-
en that options beyond third-line 
OAB therapies may involve major 
surgery with significant associated 
risks both in the short and long 
term (eg, bladder augmentation, 
urinary diversion), the use of a 50% 
improvement threshold to deter-
mine eligibility for ongoing treat-
ment for the time being is probably 
reasonable. However, we need to 
be honest with patients and set re-
alistic expectations regarding their 
prognosis with these treatments. STOP
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Introduction
Management of male urethral 

stricture disease involves a wide 
range of treatment options. Cur-
rent knowledge is well summarized 
in the AUA and European Associ-
ation of Urology guidelines. Unfor-
tunately, many of the recommen-
dations are weak and based on low 
level of evidence or expert opin-
ion. In the area of open surgery for 
bulbar strictures, there are several 
controversies and there is a need 
for good clinical studies, preferably 
multicenter randomized controlled 
trials (RCTs). The good news is that 
there are some well-designed stud-
ies to guide us. A PubMed search 
for the Medical Subject Headings 
(MeSH) term “anterior urethral 
strictures” with the filters “random-
ized controlled trial” and publica-
tion date within the last 10 years 
yields 49 results. We present the 
most relevant studies concerning 
male urethral strictures and ure-
throplasty techniques.

Does type of graft or flap 
matter?

Augmentation urethroplasty can 
be done with skin flaps, skin grafts, 
and mucosal grafts.

In 1 study, 37 long segment bul-
bo-penile strictures were operated 
on with either ventral onlay penile 
skin graft or a penile skin flap. In 
this high recurrence risk popula-
tion, the recurrence rate was 28% 
after penile skin graft and 21% after 
penile skin flap (not significant) af-
ter a mean follow-up of 3 years.1

The “Pee”BuSt trial compared 
penile skin graft to buccal mucosa 
graft (BMG) in 100 patients with 
18 months of follow-up.2 It showed 

no difference between the 2 groups 
in surgical outcome or sexual dys-
function.

A study with 30 patients com-
pared lingual mucosa graft vs 
BMG. The short-term surgical out-
comes were similar after a mean 
follow-up of 14.5 months, but more 
long-term speech morbidity was 
seen after long lingual grafts (>7 
cm).3 Hence, lingual grafts are a 
second choice only for cases where 
BMG is unavailable.

Does graft placement 
matter?

For augmentation techniques 
with BMG, placement of the graft 
ventrally or dorsally, and as inlay 
or onlay, is still debated.

BMG placements were com-
pared in a study of 47 patients 
with long strictures (26 penile, 17 
bulbar, 4 panurethral) where the 
graft was placed with dorsal on-
lay or inlay fashion. The authors 
found no difference in success rates 
concerning surgical failure (redo 
operations) between the groups 
after mean follow-up of 22 and 24 
months, respectively. However, the 
authors regarded the dorsal inlay 
technique as easier, with shorter 
operation time and less blood loss.4 
An Egyptian study with 37 patients 
and follow-up of 6 months showed 
similar results.5

A study of 80 patients with bul-
bar stricture length more than 2 cm 
compared dorsal and ventral place-
ment of BMG. The success rate, 
complication rate, and recurrence 
rate were similar in both groups af-
ter 12-month follow-up.6

Close or not close buccal 
mucosal graft bed?

As buccal mucosal grafting is 
common in several urethroplasty 
techniques, it is also relevant to 
consider the harvesting method. 
Another source of debate is wheth-
er closing the wound after BMG 
harvesting is necessary. One study 
with 34 participants showed less 

short-term pain after wound clo-
sure, but there was no long-term 
difference (from 3 weeks to 1 year 
of follow-up).7

Another study with 135 patients 
showed noninferiority for nonclo-
sure vs closure in intensity for oral 
pain at any time after urethroplasty 
(6-month follow-up). However, the 
length of the graft had a significant 
effect on oral pain.8

Effect of tissue-sparing 
techniques

In the last decade, there has 
been more focus on tissue-sparing 
techniques in many surgical fields, 
including urethroplasty. A study 
exploring the effect of sparing the 
bulbospongiosus muscle showed 
improved Male Sexual Health 
Questionnaire Ejaculatory Dys-
function Short-Form scores and 
less post-void dribbling.9

Another study compared dorsal 
onlay with circumferential dissec-
tion of corpus spongiosum to dor-
solateral onlay with dissection on 
only 1 side. The study included 136 
patients and had a mean follow-up 
of 28 months. It found less erec-
tile dysfunction measured by Brief 
Male Sexual Function Inventory 
after dorsolateral onlay.10

Our own study, the Scandinavian 
Urethroplasty Study, compared 
transecting excision and primary 
anastomosis to BMG procedure in 
short bulbar strictures with regard 
to sexual dysfunction, and found 
more penile complications after the 
transecting procedure.11

Studies in the pipeline

Lastly, 2 ongoing RCTs still re-
cruiting patients are worth men-
tioning. VeSpAR compares ves-
sel-sparing anastomotic repair vs 
transecting anastomotic repair.12 
Another interesting trial is the DoVe 
trial, which compares dorsal to ven-
tral onlay buccal mucosa in bulbar 
strictures.13 We hope the results of 
these studies can further guide us to 
improve urethroplasty techniques.

Discussion
Many RCTs in the field of ure-

thral stricture management have 
not been able to show significant 
differences in success rates or com-
plication rates. This may be due to 
inadequately powered studies with 
small study populations or limit-
ed follow-up. The levels of com-
plications and reinterventions are 
relatively low for current urethral 
stricture treatment methods, hence 
larger RCTs with adequate follow-up 
time are still needed. Initiating 
and conducting clinical RCTs may 
seem like an impossible task. It is 
time-consuming and involves a lot 
of work, while pressure to publish 
favors retrospective studies or pro-
spective studies with shorter fol-
low-up. Inclusion can be difficult 
to achieve within an acceptable 
time frame, rendering results obso-
lete. Data from randomized studies 
should be reported in a standard-
ized fashion to facilitate pooling of 
data. Unfortunately, patient-report-
ed outcome measures encompass-
ing all aspects of outcomes after 
urethral surgery are not available.

Conclusion
Several studies of good quality 
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answer some questions regarding 
management of urethral strictures. 
However, large clinical RCTs 
within the field are still needed to 
develop the art of urethroplasty. 
Thus, cooperation between institu-
tions may be necessary to facilitate 
high-quality research within the 
field.
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Letters of recommendation 
(LORs) are a currency in academic 
medicine, collected and traded in 
exchange for positions in residency 
and fellowship. The goal of an LOR 
is to provide information about the 
candidate to interested programs, 
ideally adding data points which 
cannot be gleaned from other com-
ponents of the application. Unfor-
tunately, writing LORs is fraught 
with ethical pitfalls.

When writing LORs, consider 
the 3 ethical principles of capacity, 
veracity, and objectivity.1 Capac-
ity is the most straightforward; do 
you know this person well enough 
to write a letter? It requires first-
hand knowledge of the skills on 
which you are commenting. Verbal 
reports from other faculty, unless 
attributed to them, should not be 
included.

Veracity is thornier. Urology, 
and particularly subspecialties 
within urology, are very small 
fields. Word of mouth, or word 
written in an LOR, carries a lot 
of weight in residency and fellow-

ship applications, especially if the 
writer is known to the reader. This 
makes sticking to the truth, and the 
whole truth, even more important. 
Embellishing strengths in an effort 
to hide inadequacies in the recom-
mended is not fair to the reader, 
while underplaying positives due 
to personal clashes unfairly under-
cuts the recommended’s chances at 
matching. Expecting programs to 
“read between the lines” by omit-
ting discussions about certain skills 
or leaving out key phrases you typ-
ically use to distinguish excellent 
candidates can be misleading. It 
often feels as though reading LORs 
is an exercise in translating dou-
ble-speak; why can’t we just write 
what we mean to say?

If you truly feel you cannot write 
a fair letter, the best answer is to de-
cline to write. This can send a very 
negative message to the applicant’s 
program if a letter from, say, the 
chair or program director is absent. 
In some cases, this may not be the 
message you want to send; if wa-
vering, stick to the truth.

In many cases you are being 
asked to write an LOR precisely 
because the recommended believes 
you will say nice things; from the 
outset objectivity is questionable. 
Knowing this, it is important to fo-
cus on the facts when assessing a 
candidate. And if objectivity has not 
been undermined enough, recent 

scholarship has shown LORs intro-
duce unconscious bias, especially 
along gender lines.2 While uncon-
scious bias cannot be completely 
eradicated, the first step in mitigat-
ing its effect is to be aware that it 
exists. Online tools exist to query an 
LOR draft to reduce gender bias.3

In an effort to combat many of 
the snares listed above, some insti-
tutions and specialties are moving 
toward standardized letters. The 
goal of these is to decrease the nar-
rative, subjective component of the 
LOR and focus on attributes con-
sidered important to the practice 
of the specialty. Many urology de-
partments have templated letters, 
listing relevant skills and assigning 
a superlative (typically from good 
to outstanding) to the candidate. 
This allows a more objective com-
parison of candidates assessed 
within the same department, and 
certainly by the same writer.

Emergency medicine has gone 
one step farther; in 1997 the spe-
cialty created the standardized 
letter of evaluation (SLOE), a tem-
plated assessment used across in-
stitutions. It has been shown to be 
easier to write and review, have a 
higher interrater reliability, provide 
a greater depth of evaluating the 
applicant, and be predictive of res-
ident performance on core compe-
tencies.4 Letters can be coauthored 
by multiple faculty, thus increasing 

the exposure of the writers to the 
recommended and increasing ca-
pacity. Targeted questions probe 
both strengths and weaknesses, al-
lowing a more balanced and truth-
ful picture to develop. Finally, the 
decreased reliance on narrative 
facilitates a more objective impres-
sion. Perhaps it is time for urology 
to abandon the static associated 
with narrative LORs and create a 
standardized evaluation, thus creat-
ing a much more valuable currency 
for assessment. STOP
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The literature has long demon-
strated that men die earlier and at 
higher rates from the vast majori-
ty of the leading causes of death.1,2 
Specifically in the United States, 
life expectancy in 2020 was 74.2 
years for males vs 79.9 years for 
females—a gap which only widened 
during the COVID-19 pandem-
ic.3,4 Moreover, men face higher 
rates of several chronic conditions 
including cardiovascular, metabol-
ic, and psychiatric diseases.5 These 
patterns are present throughout the 
world, exacting significant emo-
tional and financial costs on pa-
tients, families, and broader  society.

This disparity is not well ad-
dressed. It’s understood that com-
munities holding unfair social ad-
vantages—whether based on race, 
gender, sexual orientation, or eco-
nomics—experience better health 
outcomes. Interestingly, however, 
men typically suffer from poor-
er health regardless of the advan-
tages afforded to them. Men who 
belong to a racial minority or the 
LGBTQ+ community face even 
greater disparities. Yet because 
of the paradoxical nature of this 
trend, awareness surrounding 
men’s health is lacking.

Medicine has slowly begun ap-
preciating the social determinants 
of health and systemic factors that 
modulate outcomes. Recent events 
including the COVID-19 pandem-
ic demonstrated the massive dis-
connect between medical experts 
and the lay public. Flaws in science 
communication exacerbated the 
pandemic by reducing trust and 
adherence to recommendations.6 
The paradox of men’s health 
demonstrates many parallels to this 
trend, and we must work on better 
communicating and connecting 
with our male patients to improve 
outcomes.

Although studies have demon-
strated that innate factors such as 
hormonal and genetic differences 

affect longevity, differences also 
often arise from the gender roles 
assigned by society. Poorer men’s 
health is often attributed to the 
phenomenon of toxic masculinity, 
where men feel pressure to appear 
self-sufficient and strong. Studies 
repeatedly demonstrate that men 
less frequently seek out preven-
tive care, undergo recommended 
screenings, and adhere to medical 
advice. Additionally, men demon-
strate higher rates of risky activities, 
violence, illicit drug use, alcohol 
overuse, and poor nutrition. Most 
recently with COVID-19, men ex-
perienced higher disease burdens 
given reduced adherence to rec-
ommendations including masking 
and social distancing.4 These are 
all preventable factors which harm 
men’s well-being.

Ultimately, men are less likely to 
perceive risk of harm or seek out 
care. How can these deep-rooted 
beliefs be targeted?

I believe that urology holds the 
answer. Urologists can embrace 
the opportunity to become thought 
leaders and trusted advocates for 
men’s health. Granted, urology cer-
tainly isn’t limited to men, and the 
field provides important care for 
all patients. Nonetheless, urology is 
the closest thing to a specialty de-
voted to prototypical male issues. 
Moreover, urologists have a unique 
relationship with their patients, 
considering that they often address 
highly sensitive medical concerns. 
As a result, urologists have the op-
portunity to actively engage men 
on an array of physical and mental 
health topics—regardless of wheth-
er these topics fall within the tradi-
tional domains of the genitourinary 
system.7 Much like the women’s 
clinic model, which has become 
profoundly popular and demon-
strably beneficial, urologists can 
lead interdisciplinary work to im-
prove men’s health outcomes.8

Accordingly, science commu-
nication is decidedly relevant to 
men’s health. As trusted provid-
ers, urologists must increase their 
presence in the community via 

engagement with media experts, 
promotion of government policy 
rooted in scientific knowledge, 
and design of social infrastruc-
ture to support health-promoting 
behaviors. They can lead public 
awareness campaigns, develop 
educational resources, and direct-
ly communicate with patients to 
normalize healthy decision-mak-
ing. Ultimately, this visibility can 
help fight toxic masculinity and 
risky behaviors.

One well-known example of di-
rect patient engagement is the bar-
bershop initiative, where trusted 
community members such as bar-
bers perform outreach in concert 
with providers. One study demon-
strated the benefits of this initiative 
in improving hypertension met-
rics.9 This model demonstrates that 
collaborating with patients in a per-
sonable manner can be highly effec-
tive. Similar work can be replicat-
ed with urology-specific concerns 
such as prostate cancer screenings 
or testicular cancer self-examina-
tions. However, urologists can also 
utilize their unique position to pos-
itively affect seemingly unrelated 
conditions that disproportionately 
affect men, such as cardiovascular 
disease or unhealthy lifestyle choic-
es. Given the evolving holistic and 
multifactorial view of disease, these 
initiatives will certainly return ben-
efits to urology itself. For instance, 
erectile dysfunction has deep as-
sociations with cardiovascular or 
mental health.

Social media also offers great 
promise. As patients increasingly 
seek medical advice online, urol-
ogists must expand their online 
presence using evidence-based 
strategies to effectively share 
information. Countless studies 
have demonstrated high rates of 
internet misinformation, demon-
strating that work is necessary to 
expand physicians’ online pres-
ence in a manner that counteracts 
anti-science materials while also 
providing actionable, effective ad-
vice to patient audiences.10-13 We 
also need to support rigorous re-
search into effective social media 
and science communication strat-
egies.14 Offering a trusted voice 
online can further raise awareness 
to counter common male miscon-
ceptions.

Science communication is diffi-
cult yet important. It takes skill to 
effectively develop trust, demon-
strate the value of specific advice, 
and contextualize nuanced topics 
for a lay audience.6 Accordingly, we 
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must start by educating physicians 
in this realm. Although  medical 
education has rapidly evolved, 
shifting from a science-heavy focus 
toward clinical skills and applica-
tion-based learning, there remains 
a need for progress. Although fu-
ture physicians will need far more 
than a basic science education to 
effectively serve patients, contem-
porary medical education para-
digms still lack adequate education 
surrounding social determinants 
of health, science communication, 
and the humanities.6

Considering this challenge, I 
am excited to introduce a new ini-
tiative—the AUANews Medical Stu-
dent Column. We hope that this 
platform will encourage trainees 
to deepen their involvement in 
urology while contributing to the 
discourse surrounding the issues 
affecting our patients, advances in 
urological research, and general 

topics in medical education. Con-
currently, we hope that this oppor-
tunity will help medical students 
develop their writing and commu-
nication skills—hopefully allowing 
them to better lead their communi-
ties in the near future. STOP
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Left-sided Inferior Vena Cava and a Giant Renal Mass
Wei Phin Tan, MD
NYU Langone Health, New York, New York

Introduction
Inferior vena cava (IVC) ana-

tomical anomalies are rare, but of 
high importance in renal surgery. 
A left-sided IVC is the second most 
common anomaly of the IVC, and 
occurs in 0.2%-0.5% of the popula-
tion.1-4 The left IVC typically joins 
the left renal vein, which crosses 
anterior to the aorta, connecting to 
the right renal vein to form a nor-
mal appearance right-sided IVC. 
This anomaly is typically found 
incidentally in imaging studies per-
formed for other reasons. A critical 
and detailed assessment of these 
anomalies is important to prevent 
iatrogenic injuries.

Clinical Case
This is a 58-year-old female pa-

tient who presented with a 2-week 
onset of left-sided abdominal dis-
comfort and early satiety. A CT scan 
demonstrated a left-sided IVC and 
a 19 cm renal mass extending from 

the upper pole of the kidney involv-
ing the tail of the pancreas and abut-
ting the stomach (Figures 1-3). The 
patient also had a 2 cm lesion on the 
superior aspect of the right lobe of 
the liver concerning for metastasis. 
CT of the chest and head revealed 
no evidence of metastasis in the lung 
and brain. Her case was presented 
at tumor board, and given that she 
was in excruciating pain, the consen-
sus was to proceed to the operating 
room for a radical nephrectomy. 
Appropriate counseling and con-
sent were obtained, and the patient 
was made aware that the resection 
might involve multiple organs in the 
surrounding area given the size and 
appearance of the mass on CT.

An exploratory laparotomy was 
performed, revealing a large renal 
mass invading the tail of the pancre-
as, left adrenal gland, posterior aspect 
of the stomach, and the diaphragm. 
There was no tumor thrombus in the 
renal vein and IVC, and we were 
able to dissect the IVC off the medial 
aspect of the mass. A left radical ne-
phrectomy, left adrenalectomy, sple-
nectomy, distal pancreatectomy, and 
resection of the diaphragm were per-

formed, and the mass was peeled off 
the posterior aspect of the stomach. 
Given that the stomach appeared 
dusky, we performed an indocy-
anine green angiography with the 
Quest Spectrum fluorescence cam-
era, which showed no blood flow to 
the stomach. Hence, we decided to 
perform a total gastrectomy. The le-
sion in the liver was also enucleated. 
Final pathology revealed a liposarco-
ma of the kidney with local invasion 
into the tail of the pancreas, spleen, 
stomach, and diaphragm with neg-
ative margins. The liver nodule was 
a solitary liver metastasis. Her post-
operative course was long but un-
complicated. She followed up with 
medical oncology in the clinic and 
received chemotherapy. Follow-up 
imaging at 6 months revealed no ev-
idence of disease.

Discussion
Left-sided IVC is an uncom-

mon anatomical variant that is 
typically incidentally found on im-
aging study. IVC anomalies occur 
during embryogenesis, and take 
place around the fourth to eighth 
week of gestation.3,5 This occurs 
due to regression of the right sup-
racardinal vein with persistence of 
the left supracardinal vein.3

There are multiple other varia-
tions in the IVC anatomy, including 
a double IVC, azygos continuation 
of the IVC,  circumaortic left renal 
vein, retroaortic left renal vein, 
double IVC with retroaortic right 
renal vein and hemiazygos con-
tinuation of the IVC, double IVC 
with retroaortic left renal vein and 
azygos continuation of the IVC, 
circumcaval ureter, and absence of 
infrarenal IVC with preservation of 
the suprarenal  segment.6

IVC anomalies are very import-
ant during retroperitoneal surgery 
to prevent iatrogenic injuries. Many 

Figure 1. CT of the abdomen and pelvis (coronal view) showing a large left-sided renal mass and a 
left-sided inferior vena cava (arrow).

Figure 2. CT of the abdomen and pelvis (axial view) showing a large left-sided renal mass and a 
left-sided inferior vena cava (arrow).

Figure 3. Illustration depicting a left-sided 
inferior vena cava and large renal mass.
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of these variants may be confused 
as para-aortic lymphadenopathy 
or dilated gonadal vein. When in 
doubt, cross-sectional contrast-en-
hanced imaging with 3D recon-
struction can be useful to better 
characterize the anatomy during 
preoperative planning. Left-sided 
IVC is also important when trying 
to access the IVC via a transjugular 
approach for procedures such as 

IVC filter placement, which could 
result in placement of the filter in 
the wrong place.7

In conclusion, left-sided IVC is 
a rare anatomical variant that may 
have significant surgical implica-
tions if undiagnosed prior to sur-
gery. Preoperative identification 
with cross-sectional imaging is crit-
ical to prevent iatrogenic surgical 
complications.
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Have You Read?
Craig Niederberger, MD, FACS
College of Medicine and College of Engineering, 
University of Illinois at Chicago

Steiner AZ, Hansen KR, Barn-
hart KT, et al. The effect of an-
tioxidants on male factor infer-
tility: the Males, Antioxidants, 
and Infertility (MOXI) random-
ized clinical trial. Fertil Steril. 
2020;113(3):552-560.

Special thanks to Dr Richard Schoor at 
NYU Long Island.

Since the discovery that sperm 
exposed to reactive oxidative spe-
cies incur damage, physicians have 
been recommending antioxidant 
therapy to males in an infertile rela-
tionship. The supplement industry 
began selling antioxidant prepara-
tions as fertility aids and despite a 
paucity of data that these pills did 
anything for anyone, doctors, even 
urologists, recommended them; 
even sold them. The above refer-
enced randomized, placebo-con-
trolled study investigated whether 
or not commercially available an-
tioxidant preparations improved a 
man’s fertility. Though not a per-
fect study, it is a good study. From 
an initial screen of 822 patients, 
264 men met inclusion criteria and 
were randomly assigned to take 
either a placebo or an antioxidant 
preparation. Over a period of 3 
months, outcomes such as preg-
nancies, live births, semen analysis, 
and DNA fragmentation between 
the 2 groups were analyzed. The 
investigators found no difference 
in any outcome between the pla-
cebo and investigative arm. In oth-
er words, antioxidants, at least in 

pill form, don’t seem to do much 
good for men who are sub-fertile. 
Do these results end the debate 
on whether or not we as urologist 
ought to recommend antioxidant 
pills to our patients? Probably not. 
The sample size was too small and 
the follow-up, 3 months, was too 
short. Since spermatogenesis takes 
3 months to complete, one might 
think that any therapy directed at 
a man needs at least 3 to 6 months 
to show effect. So, what is the take 
home message? Patients can save 
their money for treatments that 
work better.

Brant A, Lewicki P, Wu X, 
et al. Impact of left-digit age 
bias in the treatment of local-
ized prostate cancer. J Urol. 
2022;208(5):997-1006.

Special thanks to Drs Rabun Jones and 
Omer Acar at the University of Illinois 
at Chicago.

There are many reasons for 
which a urologist may recommend 
surgery vs radiation treatment 
for localized prostate cancer, and 
many factors must be considered in 
the decision-making process. Age 
is often the first factor to be taken 
into account when evaluating treat-
ment options for localized prostate 
cancer.

The authors of this study evalu-
ated whether there is a bias based 
on the leftmost digit of a patient’s 
age, especially in the context of 
treatment recommendations for a 
69-year-old with localized prostate 
cancer vs a 70-year-old with the 
same diagnosis. They reviewed 2 
national databases to assess wheth-

er an increase in patient age from 
69 to 70 years was associated with 
a disproportionate change in treat-
ment recommendations and found 
that there was a significant discon-
tinuity in treatment recommenda-
tions between 69 and 70 years of 
age, regardless of Gleason score. 
This finding persisted when the 
bias was examined between White 
and non-White patients and was 
largest when evaluating treatment 
recommendation trends for Glea-
son 7 disease.

This well-known “left-digit” bias 
has been studied in every setting 
from used-car odometers to the 
cost of a jar of jam, but this is the 
first time it has been examined 
in the context of prostate cancer. 
These findings offer an important 
reminder that cognitive biases exist 
and can sneak their way into the in-
teractions with our patients.

Elliott CS, Dallas K, Shem K, 
Crew J. Adoption of single-use 
clean intermittent catheteriza-
tion policies does not appear to 
affect genitourinary outcomes 
in a large spinal cord injury 
cohort. J Urol. 2022;208(5):1055-
1074.

Special thanks to Drs Rabun Jones and 
Omer Acar at the University of Illinois 
at Chicago.

In an ever-present effort to com-
bat urinary tract infections, Medi-
care expanded coverage from 4 
reused urinary catheters per month 
to 200 single-use catheters per 
month in 2008. This policy change 
expanded access to catheters for 
patients who perform clean inter-

mittent catheterization, but did 
it accomplish the intended effect 
of decreasing urinary tract infec-
tions? To answer this question, the 
authors of this study used The Na-
tional Spinal Cord Injury Database 
to evaluate rates of hospitalizations 
for genitourinary causes in spinal 
cord injury (SCI) patients who per-
formed clean intermittent catheter-
ization before and after the policy 
change.

The authors examined hospi-
talization rates due to all genito-
urinary causes, including but not 
limited to urinary tract infections. 
Interestingly, they found that hos-
pitalization rates increased signifi-
cantly after 2008 even when con-
trolling for age, biological sex, 
and hospitalization due to other 
reasons.

This study suggests that access 
to single-use catheters does not 
change hospitalization rates due 
to genitourinary causes in the SCI 
patient population. However, the 
impact of the Medicare cover-
age change to promote single-use 
rather than reusable catheters 
may have had effects that are dif-
ficult to quantify in a retrospective 
population-based study like this. 
The complicated relationships 
between insurance coverage, pa-
tient-related factors, and provider 
beliefs, practices, and preferences 
limit the generalizability of the 
findings, but the assumed clinical 
benefit of single-use catheters like-
ly does not outweigh the financial 
cost and environmental impact 
associated with them. Could these 
findings change the hearts and 
minds of SCI patients and their 
urologists? STOP
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Modifier 25: Appropriate Use Explained
Jonathan Rubenstein, MD, FACS
Chair, AUA Coding and Reimbursement Committee

When is an evaluation and 
management (E/M) service bill-
able and when is it not billable 
on the same day as a medical or 
surgical procedure? This is an ex-
cellent question, and the answer 
requires an understanding of what 
is included when a procedural ser-
vice is valued. As we remember, 
all procedures, from as seemingly 
small as an intramuscular injection 
or urinary catheter placement to 
as large as the most intensive and 
invasive major surgical procedure, 
have a global period associated 
with it. The global period defines 
the typical service and work per-
formed and included (and there-
fore already paid) and therefore 
also defines what can (and what 
cannot) be reported concomitant-
ly. It would be wrong to bill twice 
for the same service, which is 
called double billing.

The global period (and therefore 
payment) typically includes all of 
the work that occurs to perform a 
service. This includes the same-day 
pre-service patient evaluation (such 
as whatever is need to “clear” the 
patient and prepare the patient for 
the procedure), obtaining patient 
consent, marking the patient, writ-
ing orders, bringing the patient to 
the site of service, positioning the 
patient, prepping and draping the 
patient, administering anesthesia if 
needed (if performed by the same 
provider), performing the intraop-
erative work itself, and completing 
the postoperative work associated 
with the procedure. For 0-day glob-
al procedures the global payment 
includes all typical work performed 
on the same day of the procedure 
(the day of the procedure itself is 
considered day zero), while in the 
case of 10-day and 90-day global 
procedures the work also includes 
all of the work (including hospital 
and office-based work and visits) 
within the number of days in the 
postoperative period. Therefore, 
based upon an understanding of 
what is already included in a global 
period payment, one can then de-

termine if other services are report-
able. One should only report those 
services that are truly separate and 
identifiable.

When it comes to reporting an 
E/M code on the same day as a 
procedure, a modifier is typically 
placed onto the E/M code as com-
munication to the insurer of the 
exception to the rule. For example, 
Modifier 25 describes a “Signifi-
cant, Separately Identifiable Eval-
uation and Management Service 
by the Same Physician or Other 
Qualified Health Care Professional 
on the Same Day of the Procedure 
or Other Service.” Please note that 
Modifier 25 is easily audited. There 
have been a number of instances 
when a urologist or urology group 
has been investigated and audited 
for their use of this modifier, some 
of which have been accused of vi-
olation of the False Claims Act. 
To help guide one for appropriate 
(and inappropriate use) of Modifier 
25, some urology examples are de-
scribed below.

Example 1: Scheduled 
Injection

A patient presents to the office 
for a scheduled bladder Bacil-
lus Calmette-Guérin instillation. 
The physician or other qualified 
health care professional sees and 
examines the patient, discusses the 
patient’s current symptoms and 
plans, checks the urine analysis to 
prove absence of infection, and de-
termines that the patient is safe to 
receive the medication. Consent is 
obtained. The patient is positioned, 
prepped, and the medication is in-
stilled. The patient is given their 
discharge instructions. The plan 
for the next instillation(s) and plan 
including follow-up cystoscopy is 
re-reviewed.

Coding: Current Procedural 
Terminology (CPT) code 51720 
Bladder instillation of anticarcinogenic 
agent (including retention time).

Discussion: In this case CPT 
code 51720 should be reported, 
but no other E/M service should 
additionally be reported. E/M ser-
vices inherent to the procedure are 

already accounted for as part of 
the valuation of the CPT code and 
should not be reported separately. 
CPT code 51720 is a 0-day global 
procedure, and therefore the ser-
vices included in the code include 
the pre-procedure evaluation, 
consent, positioning, instillation, 
and post-procedural care. Other 
0-day global procedures that are 
commonly performed in the office 
setting and are pre-planned, such 
as, intramuscular injection (for in-
stance, hormone agents), posterior 
tibial nerve stimulation, urinary 
catheter placement or exchanges 
(CPT codes 51701, 51702, 51703, 
51705), and urodynamics, would 
follow the same rules.

Example 2: Scheduled 
Injections With New 
Unrelated Symptoms

A patient presents for rou-
tine suprapubic tube exchange. 
During the visit the patient ad-
mits to new onset of right-sided 
flank pain and low-grade fevers 
and admits to a history of kidney 
stones and recurrent urinary tract 
infections. The provider sends the 
urine for culture, starts empiric 
antibiotics, and sends the patient 
for both bloodwork and a CT scan 
to evaluate for kidney stones or 
pyelonephritis.

Coding: CPT code 51705 Change 
of cystostomy tube; simple and estab-
lished patient E/M code (append-
ed with Modifier 25, based upon 
insurer).

Discussion: New symptoms and 
concerns for kidney stones or py-
elonephritis are clearly a separate 
and identifiable reason for visit 
from the suprapubic tube exchange 
and therefore an appropriate E/M 
code should be reported in addi-
tion to the CPT code.

Example 3: Cystoscopy 
for Microscopic 
Hematuria Evaluation

A patient presents for cystos-
copy for microscopic hematuria 

evaluation. The cystoscopy ap-
pears to be normal and a urinary 
cytology is sent. The provider sits 
down to discuss these findings and 
the results of the CT urogram with 
the patient to create a follow-up 
plan.

Coding: CPT code 52000 Cysto-
urethroscopy (separate procedure).

Discussion: The CPT code for 
cystoscopy should be reported, 
but no E/M code should addition-
ally be reported. Per the Medicare 
Claims Processing Manual (Chapter 
12, Section 40.1, C), “Visits by the 
same physician on the same day as 
a minor surgery or endoscopy are 
included in the payment for the 
procedure, unless a significant, sep-
arately identifiable service is also 
performed.” The associated E/M 
of the cystoscopy is included in the 
valuation of the code itself, which 
includes the pre-procedure and 
post-procedure work. There is no 
separate and identifiable diagnosis 
or work being performed to justi-
fy reporting an E/M code on the 
same date.

Example 4: Cystoscopy 
for Microscopic 
Hematuria Evaluation 
With New Finding

A patient presents for cystosco-
py for microscopic hematuria eval-
uation. Cystoscopy reveals a 3 cm 
right lateral wall bladder tumor. 
After the cystoscopy the patient is 
counseled on this new finding and 
the plan is discussed, along with a 
discussion about the risks of blad-
der tumor resection.

Coding: CPT code 52000 Cysto-
urethroscopy (separate procedure) plus 
an established patient E/M code 
(appended with Modifier 25, based 
upon insurer).

Discussion: In addition to the 
CPT code for cystoscopy for the 
microscopic hematuria evaluation, 
it would be appropriate to report 
an E/M code for a discussion of 
a new finding of a bladder tumor, 
which is clearly a separate and 
identifiable diagnosis from the rea-
son for the visit initially. STOP
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Advanced Practice Providers Can Improve  
Transperineal Biopsy Access
Alex J. O’Hara, APRN, CNP 
Mayo Clinic, Rochester, Minnesota

Corinna Hughes, DNP, APRN
Mayo Clinic, Rochester, Minnesota

Carl Christensen, PA-C
Mayo Clinic, Rochester, Minnesota

Derek Lomas, MD
Mayo Clinic, Rochester, Minnesota

The prostate biopsy is one of 
the most common procedures 
performed in urology practices 
throughout the United States. It 
has historically been performed 
by a urologist using a transrectal 
approach. While adoption of the 
transperineal biopsy has become 
increasingly popular, these proce-
dures continue to be performed by 
a urologist in the United States. In 
the United Kingdom, nurse prac-
titioners have been performing 
prostate biopsies since 1998. More 
recently, they have played an im-
portant role in the country’s initia-
tive to transition to transperineal 
prostate biopsy.

Our department transitioned to 
transperineal prostate biopsy in 
2019. With this transition, we expe-
rienced an increase in demand for 
the procedure. Up to that point, we 
had been performing most of our 
prostate biopsies under moderate 
sedation, as many of these were 

performed using MRI fusion. With 
increased demand for transperineal 
biopsy, we looked to increase biop-
sy access for patients. It had been 
a long-term goal of our department 
to offer transperineal biopsy with 
local anesthesia (LATP) in a clinic 
setting. As we looked to establish 
this clinic, we soon realized that the 
demand for transperineal biopsy 
outpaced physician availability.

Our department has seen success 
with implementation of advanced 
practice providers (APPs) per-
forming clinic-based procedures 
including cystoscopy, percutane-
ous tibial nerve stimulation, and a 
myriad of men’s health procedures. 
With a proven track record of our 
APPs performing procedures and 
documented success in the United 
Kingdom with nurse practitioners 
performing LATP, we moved for-
ward with developing an APP-led 
transperineal biopsy clinic.

Development of this clinic re-
quired a substantial team effort. 
Our team of APPs, consultants, 
nurses, technicians, and leader-
ship worked very hard to develop 
a practice model and training pro-
gram for APPs to safely and suc-
cessfully perform LATP.

Our training begins with didac-
tic and direct observation phases. 
The next step is performing bi-

opsies under direct supervision of 
trained staff. Each provider’s back-
ground has been considered when 
mapping out the training phase. 
This has generally taken around 
3-6 months. Training starts with 
didactic and hands-on experience 
with the ultrasound machine, MRI 
fusion software, and transperineal 
access device. We utilize a skills lab 
for the APP to practice on phantom 
prostates. This allows the provider 
to become more comfortable with 
the equipment and software. Next, 
the APP observes a minimum of 
20 transperineal biopsies. Finally, 
the APP performs a minimum of 
20 transperineal biopsies under di-
rect supervision of an experienced 
consultant or APP. These initial bi-
opsies are generally performed on 
sedated patients. The APP will tran-
sition to LATP once deemed com-
petent by supervising providers. At 
the completion of training, the APP 
is prepared to perform both system-
atic and MRI fusion LATP.

Initial rollout of our APP-led 
LATP clinic began in late 2020. We 
saw immediate success with the im-
plementation of this practice. We 
have been able to increase timely 
access for patients while preserving 
quality of care. This practice has 
allowed surgeons to focus on other 
aspects of surgical and clinical care 

beyond the APP scope of practice. 
Additionally, APPs performing 
these biopsies have all reported an 
increase in job satisfaction due to 
increased variety in their practice.

Our initial experience with this 
practice has also highlighted possi-
ble challenges for implementation 
at practices across the country. First 
and foremost, this type of practice re-
quires support from all stakeholders 
in the practice. Consultants, admin-
istrators, and nursing should all be 
on board to ensure success. Another 
challenge to consider is that scope 
of practice restrictions can vary by 
state. APPs may be restricted from 
performing procedures by their 
state’s department of health, board 
of medicine, or board of nursing.

Today, our team of 3 APPs has 
performed close to 1,000 LATPs. 
We have been able to significantly 
increase access for patients wish-
ing to proceed with LATP. Access 
has increased by over 100% for our 
LATP practice. Our preliminary 
data have shown that these biop-
sies can be performed safely and 
effectively by a properly trained 
APP. We look forward to publish-
ing our finalized data in 2023.

In the future, we believe that 
APPs will play a greater role in op-
timizing the clinical pathway for 
prostate cancer screening. STOP

The Importance of Expert Testimony at Trial
Glenn W. Dopf, JD, LLM
DOPF, P.C., New York, New York

Martin B. Adams, JD
DOPF, P.C., New York, New York

A trial of a medical malpractice 
action is frequently called a “battle 
of the experts.” Plaintiffs call their 
experts to establish alleged depar-
tures from the standards of good 
and accepted medical practice and 
to establish proximate causation 
between the departures and the 
claimed injuries. Defendants ad-
duce expert medical testimony to 

defend the medical care, show the 
jury that Defendants at all times 
conformed to good and accept-
ed standards of medical practice, 
and prove that Defendants did not 
proximately cause any injuries.

Necessity of Expert 
Medical Testimony

In order to successfully prose-
cute a medical malpractice action, 
a Plaintiff must produce at trial ex-
pert medical testimony, unless the 

alleged malpractice could be un-
derstood by a lay jury without the 
need for expert testimony and that 
would be an unusual situation. The 
reason is that the medical issues 
that Plaintiff must prove generally 
cannot be evaluated by lay jurors, 
who lack medical knowledge and 
lack experience in medical care.

“… as a general rule, a departure 
from [a] standard of care, whether 
it be at the diagnostic or treatment 
stage, must be established by expert 
testimony, except if the lack of care 

is so obvious as to be within the lay-
men’s common knowledge.”1

Proof of Urological 
Malpractice Requires 
Expert Proof

Courts recognize that a patient’s 
“urological condition, and the 
treatment he received or should 
have received for the same, [are] 

MEDICOLEGAL COLUMN
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matters beyond the obvious com-
mon knowledge of the jury.”2

In Sousa v Chaset, Plaintiff did not 
offer any expert testimony showing 
how the Defendant urologist vi-
olated any duty of care. The state 
Supreme Court held that the trial 
court properly directed a verdict 
for Defendant on the negligence 
count. “… plaintiff provided no 
expert testimony to show how any-
thing [defendant] had done depart-
ed from the standard of care that 
he should have provided… [D]iag-
nostic tests of a urethroscopy and a 
cystoscopy, the surgical procedure 
of a meatotomy, and the possible 
or probable side effects of specif-
ic medications plaintiff was taking 
are all matters beyond the ordinary 
knowledge of laypersons…,” held 
the state’s High Court.

Expert Testimony as 
to the Standard for 
Reviewing Medical 
Records

Expert medical testimony may 
be required to establish a standard 
of care and the skill required of a 
urological surgeon when reviewing 
a patient’s medical records prior to 
performance of surgery.

In a malpractice case against a 
surgeon, Plaintiff alleged that the 
surgeon was negligent in failing 
to consult the patient’s past med-
ical record. Plaintiff argued that if 
his 15-year-old hospital record had 
been reviewed, then the surgeon 
would have discovered a problem 
encountered in the patient’s earli-
er surgery involving insertion of a 
catheter and would have been able 
to properly inform Plaintiff of the 
possible catheterization problem 
and the need to perform a cystosto-
my placement. Plaintiff contended 
that, if he had received that infor-
mation, he would not have consent-

ed to the surgery. The surgeon’s 
motion to dismiss was granted be-
cause Plaintiff had no expert wit-
ness to establish Defendant’s negli-
gence. “Whether or not physicians 
have a duty to review a 15-year-old 
medical record on a patient to as-
certain potential complications is 
not a matter that is so obvious as 
to be within the comprehension of 
a layperson,” observed the Appel-
late Court. “A person untrained in 
medicine and surgery is certainly 
not equipped with the necessary in-
formation to determine the amount 
of investigation that is required by 
a physician prior to undertaking 
surgery.”3

Dismiss Plaintiff’s Lawsuit 
at the Close of Plaintiff’s 
Trial Presentation

A Plaintiff at trial who does not 
offer sufficient expert medical tes-
timony on both departure and 

causation issues may find the Judge 
dismissing the case once Plaintiff’s 
counsel “rests” (advises the Judge 
that Plaintiff has completed his or 
her presentation of proof).

A plaintiff who “fail[s] to ad-
duce expert testimony to establish 
the standards of care…; that the 
defendants departed from good 
and accepted practice…; or that 
the [treatment or failure to treat]… 
proximately caused her injuries… 
fail[s] to establish a prima facie case 
of medical malpractice…”4

The Defendant-surgeon’s Mo-
tion at the close of Plaintiff’s case 
in Pieter v Polin to dismiss the com-
plaint was granted because Plain-
tiff failed to adduce expert testi-
mony to establish the standards 
of care applicable to performance 
and interpretation of cardiac diag-
nostic tests and the development 
and execution of treatment plans, 
interpreting the results of catheter-
izations, making the determination 
to proceed with bypass surgery, or 
performing the surgery. Plaintiff 
also did not provide any expert 
medical testimony to show that the 
performance of a second catheter-
ization or the failure to perform 
an intravascular ultrasound proxi-
mately caused her injuries.

Pretrial Dismissal if 
Expert Medical Testimony 
Is Insufficient

A Plaintiff who does not produce 
expert medical testimony faces the 
prospect of having his or her med-
ical malpractice lawsuit dismissed.

Defendants frequently try to get 
lawsuits dismissed prior to trial, 
through a written application to the 
Judge (a “Motion”) for summary 
judgment. A Defendant will file an 
expert medical affidavit in support 
of his or her Motion. If Plaintiff 
does not respond with sufficient 

expert proof, then the Judge may 
grant Defendant’s Motion and dis-
miss the lawsuit before any trial.

A Defendant urologist was grant-
ed pretrial Motion for summary judg-
ment in Ziobron v Squires, 907 NE2d 
118 (Ct App Ind 2008) because 
Plaintiff failed to meet her burden of 
rebutting, with an expert opinion, a 
medical review panel’s finding that 
the Defendant health care provider 
met the applicable standard of care. 
Plaintiff had claimed that the Defen-
dant urologist negligently performed 
a bladder sling procedure. The Ap-
pellate Court held that a urologist’s 
“method of preparing for [plaintiff’s] 
surgery, the lifespan of a bladder 
sling, and the likelihood that a uro-
logical patient will re-exhibit urethral 
hypermobility symptoms or develop 
a cystocele five years after a blad-
der sling surgery are not within the 
realm of a layperson’s knowledge 
and, thus, require expert testimony.”5

In summary, for a patient to pre-
vail at trial, he or she generally must 
produce expert testimony as to both 
negligence and causation. Testimo-
ny on negligence without causation 
is insufficient and vice versa. STOP

1. Young v Park , 417 A.2d 889 (Sup RI 1980).

2. Sousa v Chaset, 519 A2d 1132 (Sup RI 1987).

3. Kennis v Mercy Hosp Med Ctr, 491 NW2d 161 (Sup 
Iowa 1992).

4. Pieter v Polin, 148 AD3d 1193, 50 NYS3d 509 (2d 
Dep’t 2017).

5. Ziobron v Squires, 907 NE2d 118 (Ct App Ind 
2008).

THE IMPORTANCE OF EXPERT TESTIMONY AT TRIAL
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Humanitarian Efforts and Diversity, Equity, and  
Inclusion Focus for 2023
Harris M. Nagler, MD, FACS
President, Urology Care Foundation

The Urology Care Foundation 
(UCF) is a global organization sup-
porting research, patient education, 
and humanitarian initiatives and, 
as such, is committed to expand-
ing our patient education materials 
with a focus on diversity, equity and 
inclusion and growing our global 
humanitarian efforts. These efforts 
are captured in a brand refresh to 
be more aesthetically pleasing and 
to strengthen our visual ties with 
the American Urological Associa-
tion.

Global Humanitarian 
Efforts

The UCF is entering phase 3 of 
its Humanitarian Program in 2023. 
As established in the previous 2 
phases, the UCF is already recog-
nizing outstanding humanitarian 
volunteers and supporting human-
itarian projects through the Hu-
manitarian Recognition Award and 
the Humanitarian Grant Program. 
Thank you to the AUA Sections 
and individual donors who have 
established endowments or are in 
the process of funding endowments 
to support these projects:
• AUA Humanitarian Endow-

ment Grant
• Richard J. Fox Humanitarian 

Endowment Grant
• Endourological Society/Raju 

and Ginny Thomas
• Nathirmal Lalchandani, MD
• Dave Amerson Family
• Indian American Urological So-

ciety
• AUA Southeastern Section/

Puerto Rico Urological Associa-
tion

• McCammon Family Interna-
tional Student

• Society of Urodynamics, Female 
Pelvic Medicine & Urogenital 
Reconstruction

• Nawazish Ali Mian, MD, Family
• UCF Humanitarian Endowment 

for Pakistan

• UCF Humanitarian Endowment
• Global Association for the Sup-

port of Haitian Urology (in prog-
ress)

• AUA South Central Section (in 
progress)
We have been very fortunate to 

have been successful on phases 1 
and 2. Now, for phase 3, we want 
to develop young urologists to be-
come experts with the ability to 
lead meaningful humanitarian ini-
tiatives. We’ll do this through the 
UCF Health Equity Fellowship 
pilot program, which will provide 
the necessary skills, knowledge, 
and developmental experiences to 
its awardees. You will be hearing 
more about this exciting, innova-
tive initiative in future columns!

Diversity, Equity, and 
Inclusion

Information bundles
As the world’s leading nonprof-

it urological health foundation, the 
UCF has over 200 patient educa-
tion materials with more to come! 

Yet, we realize the importance of 
updating our current offerings to 
make them more widely accessible. 
This year we’re working to amplify 
our global voice through patient ed-
ucation bundles for at-risk and un-
derrepresented populations. These 
bundles will have QR codes associ-
ated with them for quick and easy 
access to the materials. Our current 
offerings include bundles for 
African American men and wom-
en, Hispanic men, the LGBTQIA 
population and women (Figure 1).

Webinar series
Additionally, in an effort to 

expand knowledge, advance re-
search, and improve patient care 
throughout the urology commu-
nity, we are formulating a collab-
orative health equity awareness 
and education webinar series. 
This series will include a call to 
action on important health topics 
and issues in the urological com-
munity such as:
• Innovative patient access pro-

grams, including patient navi-
gation

• Barriers to diagnosis, care, and 
treatment for minority popula-
tions

• Research advocacy
• Systemic issues to care—finan-

cial barriers, prior authorization, 
step therapy, etc.
The goals for these webinars 

include increasing awareness of 
the importance of cultural com-
petency in urology, providing 
resources to patients in underrep-
resented populations, improving 
patient experiences, and improv-
ing patient, caregiver, and provid-
er communication.

Brand Refresh
The UCF has grown and evolved, 

and our brand should reflect that. In 
alignment with the American Uro-
logical Association’s brand progres-
sion, the UCF brand is getting an up-
grade. To strengthen the connection 
with the AUA, we’ve added the line 
“powered by trusted experts of the” 
along with the AUA logo. We’ve also 

FROM THE UROLOGY CARE FOUNDATION

Figure 1. Example of patient education bundle for at-risk and underrepresented populations.
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updated our visual style to include 
more consistency of brand colors 
and elements (Figure 1). Additional-
ly, QR codes have been developed 
to be used throughout our market-
ing, communications, and resourc-
es to allow for a simple, quick scan 
from a phone. We will direct users to 
“Learn More” or “Donate.”

Annual Meeting Benefit
I’m particularly looking forward 

to our annual benefit in 2023 

(Figure 2). This year the event will 
be held at Buddy Guy’s Legends 
on Friday, April 28. Tickets are on 
sale now (UrologyHealth.org/Ben-
efit) and the Early Bird pricing lasts 
through February 21. It’s always 
great fun, and helps the Founda-
tion move forward. I hope to see 
you there! STOP

Figure 2. The 2023 UCF annual benefit will be held at Buddy Guy’s Legends on Friday, April 28. 
Tickets are on sale now (UrologyHealth.org/Benefit).

Research Funding Opportunities for Residents and Fellows
Daniel A. Igel, MD
University of Kansas Medical Center, Kansas City

With the time demands inherent 
to pursuing surgical residency and 
fellowship training, acquiring grant 
funding and pursuing funded re-
search feels like a daunting task to 
many urology trainees. However, 
thanks to the generosity of various 
donors and foundations, there are a 
number of research funding oppor-
tunities open to and often geared 
specifically toward residents and 
fellows. Many of these awards have 
streamlined application processes, 
with goals that are achievable in 
the context of clinical training, in 
contrast to many of the tradition-
al funding opportunities available 
through the NIH and other nation-
al funding mechanisms.

The AUA offers a number of 
research grants and awards for 
residents and fellows that facili-
tate funded clinical, translational, 
and basic science research. The 
most well known of these awards 
are the AUA/Urology Care Foun-
dation (UCF) Research Scholar 
awards, which have provided over 
$29,000,000 of funding to over 650 
awardees since 1975. These awards 
provide $40,000 of funding per 
year for either a 1- or 2-year peri-
od. Those eligible for the grant are, 
at the start of the award period, 
surgeons in clinical urology fellow-
ship programs, PhD researchers in 

post-doctoral fellowships, and ear-
ly-career (less than 5 years out of 
training) urology faculty. The award 
does require that one commits 50% 
of their time during the award pe-
riod to the project for which they 
receive the grant. With this struc-
ture, this award is often applied for 
by chief urology residents entering 
clinical fellowship programs that 
include sufficient dedicated re-
search time to meet the 50% time 
and effort requirement for either 
a 1- or 2-year project. Funding for 
the grants comes from a variety of 
sources, including the regional sec-
tions, such as the AUA Mid-Atlan-
tic Section William D. Steers, MD 
Award; subspeciality societies, such 
as the Endourological Society Jo-
seph Segura, MD Scholarship in 
Endourology and Stone Manage-
ment; and industry sources, includ-
ing companies such as Bristol Myers 
Squibb. The source of the funding 
determines the projects the award 
funds, with the regional sections 
funding research performed at insti-
tutions within the section, and sub-
speciality societies funding research 
pertaining to their areas of focus.

The AUA/UCF also offers 
awards to support research during 
residency training. The Residency 
Research Award Program is one 
such mechanism, which provides 
$10,000 of funding for projects 3 
to 12 months in length. In order to 
qualify for this award, one must be 

a urology resident within the geo-
graphic boundaries of an AUA sec-
tion during the entire project. This 
award does require that 80% of 
one’s time be spent on the project, 
and therefore residents should apply 
for this award in anticipation of ded-
icated research time, whether it be a 
3- to 6-month research rotation or a 
dedicated research year. The Lead-
ership in Education, Achievement, 
and Diversity (LEAD) program is 
another program offered through 
the AUA/UCF, which has the same 
requirements as the Residency Re-
search Award but is specifically for 
residents from racial and ethnic 
backgrounds underrepresented in 
urological research, including those 
of African American, Hispanic, or 
Native American ancestry. At the 
present time this award only sup-
ports bladder dysfunction and men’s 
health research based on the source 
of supporting funding, but the AUA/
UCF hope to broaden the research 
scope of the award in the future.

There are also funding oppor-
tunities for residents and fellows 
available directly from the subspe-
ciality and special interest societies 
separate from the awards they of-
fer in collaboration with the AUA/
UCF, which can vary from year to 
year. Opportunities available this 
cycle include a $25,000 award from 
Society of Urodynamics, Female 
Pelvic Medicine, and Urogenital Re-
construction (SUFU) for the study 

of neuromodulation, and a $2,500 
award from the Society of Women in 
Urology (SWIU) for basic, clinical, 
or translational urological research.

Another avenue for funding that 
is often overlooked by urology train-
ees is internal funding mechanisms 
available at one’s local institution. 
Here at the University of Kansas, 
one of my co-residents, Dr Stephen 
Pittman, earned a $30,000 Clinical 
Research Pilot Grant to support a 
randomized controlled clinical trial 
on renal ultrasound for post-treat-
ment surveillance in renal cell car-
cinoma. These sorts of mechanisms 
are available at many institutions, 
and can provide substantial fund-
ing for projects without many of the 
time requirements and competition 
that come with national-level grants.

Letters of interest and propos-
als for these awards are typically 
due in the months of August to 
December, so be on the lookout 
for deadlines. With each of these 
grants, it is important to identify 
a mentor early, and if the insti-
tution you will be working at has 
a grant office, reach out to them 
for support. While applying for 
these awards does represent a sig-
nificant time commitment for al-
ready-busy residents and fellows, 
these awards offer a great avenue 
to help jump-start one’s academic 
career, and provide valuable ex-
perience in grant-writing and the 
scientific process in general. STOP

HUMANITARIAN EFFORTS AND DIVERSITY
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Rise and Renew: A New Year, a New Congress, and a 
Renewed AUA Advocacy Summit
Eugene Y. Rhee, MD, MBA
Chair, AUA Public Policy Council

Another election has come and 
gone and the New Year is upon us. 
A brand new Congress walks the 
halls of the Capitol and the oppor-
tunity is ripe for new relationships. 
Strong relationships on Capitol 
Hill are key for advancing our leg-
islative priorities for the specialty 
of urology, and these relationships 
do not form overnight. While AUA 
staff expends a great deal of energy 
meeting with lawmakers and their 
staff to educate them about urolo-
gy’s priorities and concerns, it is up 
to us—as constituents, voters, and 
physicians—to tell our legislators 
our stories. Our personal experi-
ences in residency, clinic, or with 
our patients are what add stakes to 
our legislative priorities. The solu-
tions to issues that impact urologists 
and our patients leave the pages of 
bill text and come to life when we 

meet and talk with our lawmakers. 
There continues to be much inter-
est in Congress about U.S. health 
care delivery and the challenges 
facing us all as urologists.

Fortunately, each year the AUA 
organizes the Annual Urology Ad-
vocacy Summit (AUA Summit) to 
directly connect us with our law-
makers. The sixth AUA Summit is 
February 27 to March 1, 2023 
in Washington, DC, and will in-
clude educational sessions on our 
key legislative issues, networking 
events, and—most importantly—a 
full day of Capitol Hill meetings. 
In state delegations, we have an op-
portunity to meet with lawmakers 
and their staff to deliver a unified 
message, enhanced with our own 
personal stories, urging their action 
on several pieces of legislation that 
impact urology and our patients. 
After the Monday educational ses-
sions, we approach our Tuesday 
Hill meetings prepped with the 

knowledge we need to educate our 
legislators on the bills pertinent to 
urology. We come to these meet-
ings with power in our experience 
and our expertise on behalf of our 
practices and our patients.

You may be wondering what 
types of issues we talk about in our 
Hill meetings, or may feel nervous 
about speaking with legislators and 
their staff. We want you to know that 

the AUA Summit Planning Advisory 
Committee works tirelessly to craft 
an agenda that is relevant to all uro-
logical professionals, addresses your 
needs and concerns, and leaves you 
prepared and invigorated for your 
Hill meetings and to continue your 
advocacy even after you leave DC. 
We spend weeks holding calls with 
all the AUA Sections and key uro-
logical specialty societies to identify 
policy issues that resonate with ev-
eryone. We aim to craft our training 
sessions with all levels of advocates 
in mind, whether it’s your first AUA 
Summit or your sixth.

Finally, we hope that you will 
also encourage your residents and 
fellows to attend the AUA Summit 
this year. The future of urology and 
urological advocacy depends on 
them to feel connected with us all 
and the legislative process. Register 
and stay up to date as we contin-
ue to develop the agenda at www.
AUASummit.org. See you in DC! STOP

FROM THE PUBLIC POLICY COUNCIL

“�The�solutions�to�
issues�that�impact�
urologists�and�our�
patients�leave�the�
pages�of�bill�text�
and�come�to�life�
when�we�meet�
and�talk�with�our�
lawmakers.”

Another Solution to Erectile Dysfunction
Neil H. Baum, MD
Tulane Medical School, New Orleans, Louisiana

Most urologists provide care 
for men with erectile dysfunction 
(ED). These men also suffer from 
hypertension, diabetes, and elevat-
ed cholesterol levels. Of course, we 
can prescribe phosphodiesterase-5 
inhibitors (PDE-5Is), often restor-
ing men’s potency and ability to 
engage in sexual intimacy. But are 
we helping men to lead healthier 
lifestyles by providing them with 
a prescription? You will all agree 
that PDE-5I is the band-aid for the 
ED problem. Since this medication 
option is in our armamentarium, 
we should certainly avail ourselves 
and our patients of this treatment. 
However, we could be good urol-
ogists and lead men to better life-

style changes if we could encourage 
them to lead healthier lifestyles, in-
cluding diet and exercise. Let me 
share a discussion I have had with 
men who present with ED and men 
to whom I have provided PDE-5Is.

I have treated many men with 
ED, and I have a script to talk to 
men about lifestyle changes. The 
conversation with “Mr Smith” 
might go something like this: “Mr 
Smith, would you like a pill that 
decreases your risk of cancer, de-
creases your cholesterol level, im-
proves your type two diabetes so 
that you don’t need to take diabetic 
medication, will lower your blood 
pressure and you will not need to 
take anti-hypertensive medication, 
decreases your joint pain in your 
knees, prevents constipation, solves 
your insomnia, improves your sex 

drive, increases your testosterone 
level, increases your energy lev-
el, improves your sexual perfor-
mance, and increases the length of 
your penis by one and a half to two 
inches?”

Mr Smith, and all the men who 
hear this spiel, usually respond, 
“Do you mean there’s a pill that 
can do all of that? I would certainly 
like a prescription for those pills if 
the answer is yes.”

I pat Mr Smith on the back and 
say, “Mr Smith, it’s not a pill”… I 
pause, and I smile …. “It’s exer-
cise!” Mr Smith usually giggles and 
might inquire about how exercise 
would make his penis longer? My 
answer is that when he loses his ab-
dominal panniculus, he will be able 
to see his toes when he showers, 
and his penis will “appear” longer!

Does this kind of communi-
cation impact men with ED to 
change their behaviors? Few men 
will take my advice and leave 
the office to begin an exercise 
program. However, the discus-
sion offers men an alternative to 
the quick fix for treating ED and 
continuing with 5 or more medi-
cations a day. I can’t tell you how 
many men have taken my advice 
and left their anti-hypertensive, 
cholesterol, and diabetes medica-
tions in the medicine cabinet. But 
I can tell you that I have made 
men aware that the control of 
their health is in their hands and 
legs, and that if they take person-
al responsibility for their health, 
including an exercise program, 
they will lead happier and health-
ier lives. STOP
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New Technologies: Vacuum-assisted Access Sheath 
(ClearPetra) for Percutaneous Nephrolithotomy
S. Mohammad Mohaghegh P., MD, 
FRCSC
The Ohio State University, Columbus

Bodo E. Knudsen, MD, FRCSC
The Ohio State University, Columbus

Percutaneous nephrolithotomy 
(PCNL) is the first-line therapy for 
management of renal stones larger 
than 20 mm, per the AUA guide-
lines.1 With new advances in tech-
nology and technique, miniaturized 
approaches to PCNL are becom-
ing more common and expanding 
the indications for the procedure. 
One such advancement is the in-
troduction of the vacuum-assisted 
access sheath (VAAS), commercial-
ly marketed as the single-use Clear-
Petra system. This device features a 
vacuum side port mounted at 45° 
to the sheath, which is attached to 
suction through a stone capture 
system (see Figure). There is a pres-
sure vent incorporated in the side 
port allowing for rapid adjustments 
to suction pressure while using this 
sheath. The sheath is available in 
multiple sizes from 10Fr/12Fr to 
22Fr/24Fr. The manufacturer of-
fers a wide range of VAAS systems, 
some of which are also advertised 
for ureteroscopic and cystoscopic 
use, but our experience is with the 
mini PCNL system.2

Reusable systems, such as the 
Storz Minimally Invasive PCNL 
(MIP) system, for mini PCNL 
utilize the Venturi effect to clear 
fragments, where the surgeon slow-
ly pulls the scope back out of the 
sheath and the pieces follow. While 
quite effective, our experience has 
been that this tends to work bet-
ter in the supine position than the 
prone position due to gravity as-
sistance. Further, there remains 
some risk of scattering fragments 
during the lithotripsy portion of 
the mini PCNL, especially as the 
surgeon is working through their 
learning curve. The use of a VAAS 
may help to reduce the risk of frag-
ments scattering as well as facilitate 

more rapid clearance of the piec-
es. In addition, intrarenal pressure 
is reduced with the active suction 
and this may translate into reduced 
morbidity.3,4 With the VAAS tech-
nology, smaller fragments and 
stone dust will wash out during 
laser lithotripsy around the scope 
without having to pull it back. For 
larger fragments, the scope is then 
pulled back into the sheath in a 
similar fashion to when using the 
Storz MIP system, but the active 
suction helps pull the pieces along 
more forcefully as compared to the 
Venturi effect alone. Blood clots 
can also be more readily suctioned 
out with the VAAS, something that 
can be quite difficult with the MIP 
system. The ClearPetra system in-
cludes a stone catching trap, so all 
the fragments removed can be sent 
for biochemical analysis or culture.

While we primarily utilize a frag-
mentation approach during mini 
PCNL, VAAS may increase the 
feasibility of dusting since the small 
pieces can be actively removed 
while continuing to lase the stone. 
Utilizing a high-powered holmi-
um:YAG laser with pulse modula-
tion or the highly efficient thulium 
fiber laser may further facilitate 
the dusting approach. Whether it 

is faster than a fragmentation ap-
proach remains to be determined.5

The development of VAAS for 
mini PCNL represents an import-
ant step in the evolution of percuta-
neous stone surgery. By increasing 
the efficiency of the procedure, the 
indications for mini PCNL may 
broaden, facilitating smaller tract 
surgery for more patients. Further 
research evaluating optimal imple-
mentation is needed. Nonetheless, 
the use of VAAS appears to pres-
ent tangible benefits over standard 
mini PCNL and an evolution of 
the surgical technique. STOP

1. Assimos D, Krambeck A, Miller NL, et al. Surgi-
cal management of stones: American Urological 
Association/Endourological Society Guideline, 
PART II. J Urol. 2016;196(4):1161-1169. 

2. Micro-Tech Endoscopy. Clearpetra. 2021. Ac-
cessed April 27, 2021. https://mtendoscopy.com/
hospitals/products/urology/access/clearpetra/.

3. Zanetti SP, Lievore E, Fontana M, et al. Vacu-
um-assisted mini-percutaneous nephrolithoto-
my: a new perspective in fragments clearance 
and intrarenal pressure control. World J Urol. 
2021;39(6):1717-1723. 

4. Lai D, Chen M, Sheng M, et al. Use of a novel 
vacuum-assisted access sheath in minimally in-
vasive percutaneous nephrolithotomy: a feasibil-
ity study. J Endourol. 2020;34(3):339-344.  

5. Hardy LA, Vinnichenko V, Fried NM. High 
power holmium:YAG versus thulium fiber laser 
treatment of kidney stones in dusting mode: ab-
lation rate and fragment size studies. Lasers Surg 
Med. 2019;51(6):522-530.  

Figure. ClearPetra vacuum-assisted nephros-
tomy access sheath with dilator and suction 
side port.
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Symptomatic Ureteral Stump After Nephrectomy
Maximiliano Lopez Silva, MD
Hospital de Clínicas José de San Martín, Buenos 
Aires, Argentina 
Clínica San Camilo, Buenos Aires, Argentina

Paula Grinstein, MD
Hospital de Clínicas José de San Martín, Buenos 
Aires, Argentina 
Sanatorio Otamendi, Buenos Aires, Argentina

Introduction and 
Background

After performing nephrectomy, 

the distal ureteral remnant is usua-
lly abandoned with no major com-
plications,1 but in a few patients this 
remnant may generate symptoms. 
Ureteral stump syndrome (USS) is 
a rare but well-known complication 
that occurs in patients after nephrec-
tomy. These symptoms may appear 
between months and years after 
nephrectomy, and they include uri-
nary tract infection (UTI), hematu-
ria, and back pain or low abdominal 
pain.2 

When suspected, diagnosis is ea-
sily reached with routine imaging 
tests such as CT scan.1,2 Usual treat-
ment consists of resection of the 
ureteral remnant, but endourolo-
gical approaches may be an option 
in some cases.1 We describe a case 
of USS after a nephrectomy perfor-
med because of pyonephrosis.

CASE REPORT

“�Ureteral�stump�
syndrome�(USS)�
is�a�rare�but�
well-known�
complication�
that�occurs�in�
patients�after�
nephrectomy.”

Arrow-right Continued on page 29
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Case Report
A 28-year-old female patient was 

received in our center with 14 days 
of right flank pain and fever. She 
had a history of urolithiasis and 
long-term UTI. CT scan evidenced 
severe right hydronephrosis and 
multiple homolateral kidney stones 
distributed in the lower and upper 
calyces. Serum creatinine was 1.4 
mg/mL. Urine culture was obtai-
ned and antibiotic therapy was 
instituted with piperacillin-tazobac-
tam, with unfavorable results.  

Open right radical nephrec-
tomy was performed. During the 
procedure, pyonephrosis and se-
vere inflammatory compromise of  
perinephric tissues were found. Af-
ter surgery, the patient had good 
recovery, with hospital discharge 
after 7 days. 

Three months after surgery, the 
patient experienced recurrence of 
right flank pain, hematuria, and 
UTI. CT scan was performed and 
a stone in the ureteral stump was 
found with no other pathological 
findings (Figure 1). 

An endourological approach 
was selected. Retrograde pyelo-
graphy was performed and severe 
leakage was found at low-pressu-
re contrast instillation (Figure 2). 
With these findings, ureteroscopy 
was not performed, and laparos-
copic ureteral stump resection was 
proposed.

During the laparoscopic 
approach, multiple adhesions were 
found and open surgery was selec-
ted. The ureteral stump was com-

pletely resected (Figure 3). After 
4 days, the patient was discharged 
with good recovery. Six months 
after stump resection, the patient 
was in good clinical condition with 
symptom remission. 

Discussion and Literature 
Review

After performing nephrectomy, 
the distal ureteral remnant is usua-
lly abandoned with no major com-
plications. However, regarding the 
distal ureter, an unsubstantiated 
adage exists: “Take the ureter as far 
down as you can.” Complete remo-
val of the ureter minimizes the risk 
of future morbidity associated with 
the distal ureteral stump, including 
febrile UTIs, lower quadrant pain, 
and hematuria, which comprise 
USS, although recurrent bacteriu-
ria, hematuria, stones, and even 
malignancy can also be part of the 
syndrome.3 Urine reflux in the ure-
teral stump occurs due to poor dra-
inage from the stump.4 Short ure-
teral stumps drain urine effectively 
by retained peristaltic activity, and 
thus USS is less likely to develop in 
short ureteral stumps.5

There have only been a few se-
ries showing the natural history of 
the ureteral stump after nephrec-
tomy and partial ureterectomy in 
a solitary collecting system.5 An-
droulakakis et al suggested that 
long ureteral stumps act like a bla-
dder diverticulum and predispose 
patients to developing USS.5 Per-
forming retrograde ureterography 

or direct full visualization of the 
ureteral stumps before proceeding 
with the intended mode of treat-
ment would help to predict the 
onset of subsequent symptoms. Al-
though very uncommon, a genuine 
risk of ureteral stump cancer exists 
and must be evaluated.5 

Usual treatment consists of re-
section of the ureteral remnant 
by open or laparoscopic techni-
que. Endoscopic methods include 
sub-ureteral injection of polyte-
trafluoroethylene (Teflon)/dextra-
nomer/hyaluronic acid, or endos-
copic fulguration and fibrin glue 
occlusion of the ureteral lumen.6 
Any of these procedures may po-
tentially be used at initial nephrec-
tomy or reserved for the small 
number of patients with symptoms 
attributed to the stump postopera-
tively.7 

Surgical removal of the sympto-
matic distal ureteral stump is safe 
and effectively relieves symptoms. 
With a small incision in the groin, 
good exposure of the ureteral 
stump is obtained without opening 
the abdominal cavity, achieving 
complete resection of the stump. 
The laparoscopic approach has the 
advantage that there is no need for 
a second inguinal incision to hand-
le the distal part of the ureter, such 
as with open surgery. However, 
it does not allow dissection of the 
stump to the bladder base. STOP
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Figure 2. Retrograde pyelography with con-
trast leak.

Figure 3. Resected ureteral stump. 
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Roe vs Wade Member Survey Results

On June 24, 2022, the U.S. Su-
preme Court issued an opinion 
on Dobbs v Jackson Women’s Health  
Organization. The opinion gives 
states the power to set their own 
abortion laws.

On June 25, the AUA Board re-
leased a statement on the ruling via 
social media and an email to mem-
bers. Following the release of the 
statement, the AUA received nota-
ble feedback from AUA members. 
The feedback the AUA received 
was mixed, with some members 
believing the statement did not go 
far enough and others stating that 
the AUA was going too far.

The Board is tasked with carry-
ing out the AUA mission to serve 
its members: “Our mission is to 

promote the highest standards of 
urological clinical care through ed-
ucation, research, and the formula-
tion of health care policy.”

Based on the diversity of feed-
back from AUA members on the 
AUA Dobbs statement, the Board 
decided to survey its members to 
learn more about the views of our 
members in an effort to serve the 
entire membership as best possible. 
The survey was sent to all domestic 
members with valid email address-
es. A total of 1,653 responses were 
collected for a total response rate of 
12.15%. A total sample size of 1,653 
is accurate within 2.5% at the 95% 
confidence level. Figures 1 through 
6 provide details of data collected 
in the survey. STOP

Figure 1. Overview of respondents to the August 2022 AUA membership survey.

Respondent Profile
Total Response

(N=1,653)
AUA Domes�c

Members
Membership Category:
Ac�ve/Associate 60% 41%

Senior/Re�red 15% 21%

Residents/Fellows 12% 13%

Advanced Prac�ce Provider 5% 11%

Medical/Graduate Student 5% 10%

Research Scien�st 2% 2%

Allied & Affiliate 1% 2%

AUA Sec�on:
Southeastern 21% 20%

Western 20% 17%

North Central 18% 17%

South Central 15% 16%

Mid-Atlan�c 10% 10%

New York 8% 8%

New England 5% 6%

Northeastern 3% 6%

Total Response
(N=1,653)

AUA Domes�c
Members

Age:
Less than 37 years 26% 27%

37 to 45 years 20% 17%

46 to 54 years 15% 14%

55 to 64 years 16% 15%

65 years or older 23% 27%

Gender:
Male 71% 77%

Female 26% 23%

Non-binary 0% -

Transgender 0% -

Prefer not to disclose 3% -

Summary of Results

45%

49%
6%

Yes No Don't Know

Should the AUA Develop Positions on Social Issues that are 
Not Predominantly in the Traditional Urology Clinical and 

Practice Space?

Base: Total Domes�c Members (N=1,653)
Ques�on: Do you want the AUA to develop posi�ons on social issues that are not predominantly in the tradi�onal urology clinical and
                   prac�ce space (e.g.: gun control, abor�on rights, climate change)?

Figure 3. Representation of responses to the August 2022 membership survey question: “Do you 
want the AUA to develop positions on social issues that are not predominantly in the traditional 
urology clinical and practice space (eg, gun control, abortion rights, climate change)?”

Figure 2. Segmentation analysis of responses to the August 2022 membership survey: “Do you 
want the AUA to develop positions on social issues that are not predominantly in the traditional 
urology clinical and practice space (eg, gun control, abortion rights, climate change)?” APP indicates 
advanced practice provider; Q, question.

Summary of Results
Should the AUA Develop Positions on Social Issues that are 
Not Predominantly in the Traditional Urology Clinical and 

Practice Space?
Q.1 Segmenta�on Analysis 

AUA Member Category Gender

Total Ac�ve/ 
Assoc. Sr./ Re�red APP

Resident/
Fellows

Medical/ 
Graduate Male Female

Prefer Not to 
Answer

Yes 45% 43% 26% 30% 71% 63% 38% 65% 41%

No 49% 51% 70% 56% 24% 29% 58% 26% 52%

Don’t Know 6% 6% 4% 14% 5% 8% 4% 9% 7%

Q.1 Segmenta�on Analysis 

AUA Sec�on Age

Total Mid-
Atlan�c

New 
England

New 
York Northeastern North 

Central Southeastern South 
Central Western Under 

37
37 to 

45
46 to 

54
55 to 

64 65+

Yes 45% 47% 56% 54% 44% 45% 34% 38% 53% 64% 54% 41% 26% 31%

No 49% 46% 39% 42% 49% 46% 60% 57% 42% 28% 41% 52% 67% 67%

Don’t Know 6% 7% 5% 4% 7% 9% 6% 5% 5% 8% 5% 7% 7% 2%

Base: Total Domes�c Members (N=1,653)
Ques�on: Do you want the AUA to develop posi�ons on social issues that are not predominantly in the tradi�onal urology clinical and
                   prac�ce space (e.g.: gun control, abor�on rights, climate change)?

Figure 4. Representation of responses to the base August 2022 membership survey question: “Do 
you feel the AUA should…?”

Summary of Results
Of Those Who Want the AUA to Develop Positions on Social

Issues or are Unsure, The Position they Want the AUA to
Take on Abortion

91

7
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Oppose all policies that limit access
to abortions at the federal and state

level

Oppose some policies that limit
access to abortions at the federal

and state level

Support policies that limit access to
abortions at the federal and state

level

Take no position at all

Members Who Want the AUA to Develop Positions on Social Issues or are Unsure (N=837)

Base: Domes�c Members who want the AUA to develop posi�ons on social issues or are unsure (N=837)
Ques�on: Do you feel AUA should:

Figure 6. Segmentation analysis of responses to the August 2022 membership survey question: “Do 
you want the AUA to dedicate resources (financial and/or staff time) to advocacy on abortion issues?” 
APP indicates advanced practice provider; Q, question.

Summary of Results
Should the AUA Dedicate Resources (Financial and/or Staff 

Time) to Advocacy on Abortion Issues?
Q.5 Segmenta�on Analysis 

AUA Member Category Gender

Total Ac�ve/ 
Assoc. Sr./ Re�red APP

Resident/
Fellows

Medical/ 
Graduate Male Female

Prefer Not to 
Answer

Yes 43% 40% 18% 35% 68% 65% 34% 67% 41%

No 57% 60% 82% 65% 32% 35% 66% 33% 59%

Q.5 Segmenta�on Analysis 

AUA Sec�on Age

Total Mid-
Atlan�c

New 
England

New 
York Northeastern North 

Central Southeastern South 
Central Western Under 

37
37 to 

45
46 to 

54
55 to 

64 65+

Yes 43% 48% 54% 48% 38% 45% 35% 35% 49% 64% 49% 40% 25% 27%

No 57% 52% 46% 52% 62% 55% 65% 65% 51% 36% 51% 60% 75% 73%

Base: Total Domes�c Members answering this Ques�on plus those that answered they do not want the AUA to develop posi�ons on social issues that are not
predominantly in the tradi�onal urology clinical and prac�ce space (e.g.: gun control, abor�on rights, climate change)?
Ques�on: Do you want the AUA to dedicate resources (financial and/or staff �me) to advocacy on abor�on issues?

Figure 5. Representation of responses to the August 2022 membership survey question: “Do you 
want the AUA to dedicate resources (financial and/or staff time) to advocacy on abortion issues?”

Summary of Results

43%

57%

Yes No

Should the AUA Dedicate Resources (Financial and/or Staff
Time) to Advocacy on Abortion Issues?

Base: Total Domes�c Members answering this Ques�on plus those that answered they do not want the AUA to develop posi�ons on social issues that are not
predominantly in the tradi�onal urology clinical and prac�ce space (e.g.: gun control, abor�on rights, climate change)?
Ques�on: Do you want the AUA to dedicate resources (financial and/or staff �me) to advocacy on abor�on issues?
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Ramanathan S, Korman A, 
Ramanathan S, et al. Posi-
tive impact of implement-
ing a comprehensive genetic 
testing protocol for prostate  
cancer patients in a multi- 
disciplinary uro-oncology prac-
tice. Urol Pract. 2023;10(1);33-39.

Study Need and 
Importance

The 2017 Philadelphia Consen-
sus Conference significantly ex-
panded the indications for genetic 
testing. However, there remained 
a lack of clear recommendations 
regarding the implementation of 
genetic testing for prostate cancer 
patients. While the updated 2019 
conference guidelines addressed 
the delivery of genetic testing by 

endorsing point-of-care testing, 
there remains a critical lack of liter-
ature concerning the successful de-
ployment of a genetic testing path-
way for prostate cancer patients. In 
this study we aim to evaluate an on-
site, guideline-based point-of-care 
genetic testing process for prostate 
cancer patients in our practice.

What We Found
We observed a stark, statistically 

significant increase in compliance 
with genetic testing from 34% to 
nearly 99% after the implementa-
tion of this genetic testing workflow. 
We also noted a similar improve-
ment in patient compliance with 
post-test genetic counseling, which 
increased from 0% to 60%. Addi-
tionally, we found a marked in-
crease in referral for genetic testing, 
from 78 patients to 474 patients after 
the implementation of on-site guide-
line-based genetic testing without a 
significant change in the underlying 
practice volume (see Table).

Limitations
Considering that randomization 

was not conducted, the study de-
sign certainly introduces a poten-
tial source of bias. Additionally, the 
smaller sample size of patients rec-
ommended for genetic testing prior 
to the implementation of this work-
flow may potentially be another 
source of bias. Furthermore, the 
small sample size of patients who 
complied with post-test counseling 
limits an interpretation of the effect 
of this process on patient compli-
ance with genetic counseling. We 
also do not possess robust estimates 
for the total number of patients 
who ought to have received genetic 
testing prior to the introduction of 
guideline-based genetic testing.

Interpretations for Patient 
Care

Nonetheless, our results under-
score the importance of a compre-
hensive model for effectively de-
livering genetic testing and genetic 
counseling to prostate cancer pa-
tients. Considering the fundamen-
tal importance of genetic testing in 
the uro-oncological management 

of prostate cancer, this study pres-
ents a unique and significant contri-
bution to the literature by outlining 
a successful model for providing 
genetic testing to prostate cancer 
patients. STOP

UPJ INSIGHT

Table. Compliance With Genetic Testing and Subsequent Follow-up

Off-site
testing

On-site
guideline-based

testing P value

Count, No. 78 474 –

Compliance with genetic testing, No. (%) 26 (33.3) 468 (98.7) < .0001

Compliance with follow-up visit, No. (%) 0 (0.0) 262 (60.0) < .0001

Turnaround time, d 38 21 < .0001

“�We�observed�a�
stark,�statistically�
significant�increase�
in�compliance�
with�genetic�
testing�from�
34%�to�nearly�
99%�after�the�
implementation�of�
this�genetic�testing�
workflow.”

“�Considering�the�
fundamental�
importance�of�
genetic�testing�in�
the�uro-oncological�
management�of�
prostate�cancer,�
this�study�
presents�a�unique�
and�significant�
contribution�to�
the�literature�
by�outlining�a�
successful�model�
for�providing�
genetic�testing�to�
prostate�cancer�
patients.”
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Tsung I, Green E, Palmbos P,  
et al. A phase 2 trial of nab- 
paclitaxel in combination with 
anti-PD1 therapy in advanced 
uro thelial cancer. J Urol. 2023; 
209(1);121-130. 

Study Need and 
Importance

Current first-line treatment for 
advanced urothelial carcinoma 
(aUC) is platinum-based (prefera-
bly cisplatin) combination chemo-
therapy. In the second-line setting, 
pembrolizumab immunotherapy 
is standard. Taxane chemotherapy 
had shown single-agent activity. 
We sought to evaluate the combi-
nation of nab-paclitaxel (NAB) and 
pembrolizumab in patients with 
cisplatin-ineligible or platinum-re-
fractory aUC. 

What We Found
Of 36 response evaluable pa-

tients, the confirmed overall re-
sponse rate was 50% and included 
3 complete and 15 partial respons-
es. Target lesion tumor shrink-
age occurred in 30 of 36 patients 
during therapy (see Figure). At a 
median follow-up of 19.7 months, 
median duration of response was 
4.4 months (95% CI: 4.0-8.6), 
median progression-free surviv-
al 6.8 months (95% CI: 4.4-not 
reached), and median overall sur-

vival 18.2 months (95% CI: 10.6- 
not reached). The starting dose of 
NAB was reduced due to excessive 
neuropathy. After the reduction in 
the NAB starting dose, therapy was 
well tolerated. 

Limitations
Study limitations include small 

size, single site, and single-arm de-

sign. Only 4 women were enrolled, 
and data on tumor biomarkers 
(programmed death-ligand 1 and 
comprehensive tumor genomic 
profiling) were incomplete. 

Interpretation for  
Patient Care

The landscape of treatment 
options for aUC continues to 
rapidly evolve with newer com-
bination approaches such as anti-
body-drug conjugates with check-
point inhibitors. Our study shows 
the combination of chemoimmu-
notherapy using NAB and pem-
brolizumab also has promising 
activity and can be an efficacious 
and feasible option for cispla-
tin-eligible or platinum-refractory 
aUC. Chemoimmunotherapy can 
potentially expand the repertoire 
of therapy options in later lines of 
treatment. STOP

JU INSIGHT

Figure. Waterfall plot of tumor response in patients with advanced urothelial carcinoma (N = 34).

“�Of�36�response�
evaluable�patients,�
the�confirmed�
overall�response�
rate�was�50%�
and�included�3�
complete�and�15�
partial�responses.”
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