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Voss, C., Raz, T. (2016). Never Split the Difference: Negotiating As If Your Life Depended On It. United 
States: HarperCollins.   

• Voss’ thesis is that tactical empathy and carefully calibrated questions will disarm and redirect your counterpart in a relationship 
affirming way.  

Switzler, A., Patterson, K., McMillan, R., Grenny, J. (2012). Crucial Conversations Tools for Talking 
When Stakes Are High, Second Edition. Italy: McGraw Hill LLC.

• Switzler defines crucial conversations of negotiation as “dialogue which is active where people are adding to the shared pool of
meaning” and not resorting to “silence or violence” that derails this process. 

Gallo, A. (2017). HBR Guide to Dealing with Conflict. United States: Harvard Business Review Press.

• Gallo defines 4 types of conflict as relationship, task or goal, process or how, and status or power.  This analysis allows you to 
depersonalize the conflict to engage your analytical mind to decide how to proceed. 

AMA’s Negotiation Workshop for Women, Dr Anees Chagpar, MD, https://www.ama-
assn.org/delivering-care/health-equity/3-keys-help-women-physicians-win-negotiating-table
Pink Coat’s Negotiation for Women Physicians, https://pinkcoatmd.com/courses/negotiation-for-
women-physicians/

Figure 1: Resources for Negotiation for Women in Medicine 
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Introduction
Women in urology are a growing 

proportion of the urological work-
force yet continue to face dispari-
ties in practice patterns, compensa-
tion equity, and gender bias in the 
workplace. Optimizing the success 
of women in urology is critical to 
maximizing the potential, sustain-
ability, and impact of women urol-
ogists. In the spring of 2022, the 
AUA developed a steering com-
mittee to develop and provide a 
platform for women in urology, to 
elevate awareness, and to provide 
professional development that fo-
cuses on career advancement and 
education. Funded by Urovant 
who provided an independent ed-
ucational grant in support of this 
initiative, the Women in Urology 
initiative falls under the larger new 
AUA Institute for Leadership and 
Business that was launched in early 
2022. Part of the steering commit-
tee’s role was to provide oversight 
and expertise into the development 
of a needs assessment survey that 
the AUA administered online to 
just over 3,000 women U.S. mem-
bers in August 2022. Four hun-
dred sixty members responded 
and identified current needs and 
gaps for education and training for 
women in urology across the career 
trajectory. Results from the survey 
indicated that the top areas of need 
overall were negotiation skills and 
self-advocacy, mentorship and 
sponsorship, and communication. 

As a result, the AUA has developed 
a live webinar as well as a series of 
3 new podcasts on AUAUniversity 
focusing on mentorship, sponsor-
ship, and coaching/self-advocacy. 
The content in this article summa-
rizes the December 2022 AUA We-
binar, Advancing Women in Urol-
ogy: Negotiating for Success.

The median salary for women is 
$80,000 less than male urologists 
despite controlling for number or 
hours worked.1 This gender pay 
gap is typical of nearly all industries 
and medicine at large2 but more se-
vere for surgical subspecialists and 
undervalues women in urology. 
This translates into a career loss of 
$2 million of lifetime compensa-
tion compared to male physicians.3 
Strategies to address the gender pay 
gap must be multifactorial, system-
ic, and institutional and cannot rely 
only on women themselves to ad-
dress and effect change in inequita-
ble systems. Nevertheless, arming 
women with the training, basics, 
and resources of negotiation (see 
Figure) can influence their starting 
salary on entry into the workforce 
or during leveling up for new lead-
ership opportunities.

Perception of Issue
Negotiation is critically import-

ant if women are to maximize their 
potential in medicine. The dis-
parities women in medicine face 
in terms of initial salary, lifetime 
compensation, and access to the 
soft resources of staff, time, and 
system perks compound over time 
and clearly impact the success, sus-
tainability, and impact of the talent 
women in medicine. Negotiation is 
key to becoming successful in one’s 
role—it allows women to be leaders, 
earn the money they deserve, and 
positions them for future roles. In 
addition, the other areas that they 
negotiate (eg, salary, support) re-
flect to themselves and others that 

 women are accepted and belong 
in their positions, especially those 
in leadership. If women receive 
less than would a man in a similar 
position, what does that communi-
cate about their worth to the orga-
nization? Women are not typically 
raised or expected to negotiate—
they are socialized to exhibit com-
munal traits and emphasize helping 
others; and in fact, face the uncon-
scious bias in seeking to negotiate of 
the perception of being aggressive.4 
The knowledge and skills that wom-
en bring to the table are worthy of 
recognition and compensation and 
should be valued. The practice of 
negotiation is often “people mov-
ing” in addition to problem solving 
and sometimes looks like failure. It 
requires practice in daily life before 
being used in high-stakes events.  
Negotiation can feel like risk tak-
ing and as such induce fear or dis-
comfort or risk the woman being 
perceived as greedy, aggressive, or 
pushy when underlying gender bias 
is exposed.

What Should Be 
Considered When 
Negotiating

Apart from direct salary, there are 
many other potential  opportunities 

“ If women receive 
less than would 
a man in a 
similar position, 
what does that 
communicate 
about their 
worth to the 
organization?”
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Figure. Resources for negotiation for women in medicine.

to negotiate. These include paid 
time off, parental leave, relative 
value unit accommodations for lac-
tation time, CME (continuing med-
ical education) time, CME funds, 
operating room block time, sched-
uling, office space, computers, 
staffing (MA vs registered nurse, 
secretary), operating room equip-
ment, scribes/chart prep, research 
support, benefits (health insurance, 
life insurance, disability insurance), 
retirement/matching moving ex-
penses, signing bonus, loan for-
giveness, tuition reimbursement, 
noncompete clauses, termination 
notice, entry point into partnership, 
and mentorship or leadership train-
ing. To be successful in a position, 
women need to have the appro-
priate resources. Placing a woman 
in a position of leadership without 
providing her with the needed re-
sources is a recipe for failure. This 
can require negotiating not just for 
money but for their team and how 
they spend their time. A leader re-
cruiting expects one to negotiate so 
you can tell them about your as-
pirations and plans for the job as 
an assessment of your leadership 
vision.

Often women feel there is a lack 
of transparency regarding com-
pensation offers. Starting with the 
mindset that everything is in fact 
negotiable, obtain benchmark data 
when available. Consider using a 
coach or consult with a colleague 
who has accomplished this at an-
other institution to ensure your 
strategy includes milestones/road-
map of prior successful attempts.

What Is Your Strategy 
for Preparing for 
Negotiations

The soft power of influence or 
informal power can be wielded to 
listen attentively, converse effective-
ly, and persuade intelligently. This 
starts with self-awareness of your 
communication style and your ap-
proach to conflict and understand-
ing your process of decision-making 
in order to assess your counterpart’s 
as well. For example, is your con-
flict style competing, collaborating, 
avoiding, compromising, or accom-
modating? As a decision maker, are 
you results driven and focused or 

cerebral and academic or disruptive 
and innovative or responsible and 
cautious or logical and detail-orient-
ed? The next step is to assess both 
the conflict and decision-making 
style of your counterpart and curate 
and individualize your approach to 
complement your counterpart. For 
new positions and if negotiating 
for a new leadership position, thor-
oughly read the position description 
and understand the responsibilities 
and what some of the challenges 
could be. It’s also important to re-
search similar positions in other 
organizations, as well as the respon-
sibilities, staff support, and compen-

sation that are provided elsewhere.  
Using a coach to plan your negoti-
ation conversation can be helpful 
to role play and practice your asks 
and prime your internal response to 
“no” by working to reframe “no” as 
the idea or thought that your coun-
terpart is not yet ready to agree or 
feels uncomfortable or wants or 
needs more information, rather than  
that the negotiation is over.5

What Is the Impact of 
Not Negotiating to the 
Individual, Institution,  
or Field?

You will not be successful if you 
do not negotiate—the leader expects 
you to negotiate so you can tell her/
him about your aspirations and 
plans for the job. Without negoti-
ating, you will not obtain the posi-
tions to which you aspire and the 
support that you need to be success-
ful and achieve longevity in the po-
sition. It’s important to remember 
that what you offer as your needs/
requirements for a position is the 
best that you will receive—the per-
son with whom you are negotiating 
is unlikely to offer you more. Know 

your worth, as well as what others in 
similar positions elsewhere receive. 
If you don’t negotiate what you 
need, you will likely either not be 
in the position long or will burn out 
trying to make things work. This not 
only has a negative impact on you 
and your career, but also a negative 
impact on the institution, as replac-
ing a physician is expensive. In ad-
dition, it can have a negative impact 
on the field, especially for women, 
as a woman is likely the first or only 
one of a few to hold a given leader-
ship position. Losing a woman from 
leadership impacts gender diversity 
of the institution and the field.

Systemic Solutions
While preparing women to 

negotiate successfully is critical, 
systems-based solutions with insti-
tutional and leadership action are 
needed as well. This means deliber-
ately making spacing for women to 
be included and heard, recognizing 
unpaid labor and citizenship, and 
seeking to share these citizenship 
burdens, creating policy that sup-
ports parental pursuits, developing 

“ While preparing 
women to 
negotiate 
successfully is 
critical, systems-
based solutions 
with institutional 
and leadership 
action are needed 
as well.”

ADVANCING WOMEN IN UROLOGY
Arrow-right Continued from page 2
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awareness and gender intelligence, 
being deliberate and intentional 
mentors and sponsors for women 
in urology, and amplifying women 
by citing, promoting, mentoring, 
sponsoring, and hiring women in 
their spheres of influence. It re-
quires leadership to give credit to 
women during meetings, at author 
attribution and in institutional out-
comes, seek to recognize their bias, 
select women for leadership oppor-
tunities with direct financial or de-

cision authority, avoid denying or 
rationalizing the reality of the gen-
der pay gap, and to advocate for 
blinded review of salary equity and 
standardized pay structures.6 Prac-
tice managers, chief financial offi-
cers, and chairs can examine their 
practice’s gender equity though the 
lens of an ethical code of conduct 
for business practice; report the re-
sults of salary assessment by gender 
to all key partners; investigate caus-
es of disparities; implement strate-

gies to narrow the gap by analyzing 
compensation by gender, sharing 
uncompensated citizenship work 
and burdens, and maximizing such 
resources as block time, ancillary 
staff, extenders across genders; and 
finally track these outcomes and 
make the results transparent. STOP
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Machine Learning in Female Pelvic Medicine and  
Reconstructive Surgery, Urology, and Beyond
Glenn T. Werneburg, MD, PhD
Cleveland Clinic, Ohio

The artificial intelligence (AI) al-
gorithm Deep Blue (IBM) defeated 
the reigning chess champion, Gary 
Kasparov, 25 years ago. More re-
cently, AlphaGo (DeepMind, Al-
phabet Inc) outperformed a cham-
pion in “Go,” a game with more 
board combinations than atoms 
in the universe, and demonstrated 
proficiency in the game “Diplo-
macy,” which requires natural lan-
guage negotiation among 7 play-
ers. Beyond games, AI algorithms 
are also being developed and de-
ployed with increasing success to 
accomplish or assist in high-stakes 
tasks including automobile driving, 
warplane operation, optimization 
of food production, and prediction 
of financial market outcomes.

Unsurprisingly, machine learn-
ing (ML), the branch of AI wherein 
computers learn from experience, 
is poised to transform medicine, 
too. Applications include image 
interpretation, documentation 
automation, and clinical deci-
sion support. One of the most 
proximal medical applications is 
accurate treatment prognostica-
tion. In the field of female pelvic 
medicine and reconstructive sur-
gery (FPMRS), multiple effective 
treatment options often exist for a 
given condition, and thus the spe-
cialty is an optimal area for ML 
implementation to improve coun-

seling and treatment selection.
Overactive bladder (OAB) is a 

common constellation of symp-
toms including urinary urgency, 
frequency, and incontinence. On-
abotulinumtoxin-A (OBTX-A) and 
sacral neuromodulation (SNM) are 
both effective options for medical-
ly refractory OAB, but their proce-
dures and side effect profiles differ. 
Some patients have a clear pref-
erence or indication for one treat-
ment over the other. For example, 
those with fecal incontinence may 
benefit from SNM (which has been 
approved for both urinary and fe-
cal incontinence). However, the 
majority of patients with refracto-
ry OAB would be potential candi-
dates for either OBTX-A or SNM. 
A subset of 16%-17% of patients 
who undergo OBTX-A or SNM 
does not respond to treatment.1 
The clinical identification of indi-
viduals who would respond vs not 
respond to a given OAB treatment 
remains elusive. Sparing a patient 
an unsuccessful therapeutic mo-
dality for OAB by preprocedural 
identification of nonresponders 
may result in lower health care 
expenditures, lower radiation ex-
posure, fewer antibiotic doses, and 
improved outcomes.

ML methods were recently ap-
plied to predict treatment response 
to OBTX-A or SNM, and compare 
predictions with those of clinicians 

Figure 1. The cover image of Neurourology & Urodynamics journal from March 2022 highlights the 
algorithms developed for the prediction of refractory overactive bladder treatment response. The 
cover image is based on the Clinical Article, Machine learning provides an accurate prognostication 
model for refractory overactive bladder treatment response and is noninferior to human experts 
by Glenn T. Werneburg et al (https://doi.org/10.1002/nau.24881).2 The image, a balance between 
structure and randomness, was produced by the neural network described in the paper after training 
on uniform randomness. Cover Credit: Krein Space Interpolation Neural Network, Eric A. Werneburg, 
Glenn T. Werneburg. Reproduced with permission.Arrow-right Continued on page 5

https://store.aamc.org/exploring-faculty-salary-equity-at-u-s-medical-schools-by-gender-and-race-ethnicity.html
https://store.aamc.org/exploring-faculty-salary-equity-at-u-s-medical-schools-by-gender-and-race-ethnicity.html
https://store.aamc.org/exploring-faculty-salary-equity-at-u-s-medical-schools-by-gender-and-race-ethnicity.html
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MACHINE LEARNING IN FEMALE PELVIC MEDICINE
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with expertise in OAB diagnosis 
and management (Figure 1). Al-
gorithms developed by our group 
were trained on the ROSETTA 
trial cohort,1 and were accurate in 
predicting treatment response for 
both OBTX-A (AUC 0.95) and 
SNM (AUC 0.88) in a subset of the 
ROSETTA patients they had nev-
er seen before.2 Algorithms were 
superior to expert clinicians in 
prediction of OBTX-A response 
(Figure 2), and noninferior to clini-
cians in predicting SNM response 

(Figure 3). In a follow-up investi-
gation, the algorithms demonstrat-
ed success in predicting patients’ 
perceived improvement in symp-
toms.3 One of the limitations of 
these studies was that the OBTX-A 
dosing regimen in the ROSETTA 
trial (200 U) was greater than the 
100 U dosing commonly used and 
recommended for nonneurogenic 
OAB.4 Hendrickson et al used a 
combination of data sets for train-
ing that included both the 200 U 
and 100 U OBTX-A regimens.5 

They generated predictive mod-
els for treatment outcomes using 
a series of statistical techniques 
including ML. Interestingly, the 
group found that the higher dose 
was associated with reduced time 
to recurrence and less reduction 
in urge incontinence episodes. Al-
gorithms for OAB medical thera-
py prognostication have also been 
reported. Sheyn et al performed a 
study wherein they generated algo-
rithms to predict likelihood of an-
ticholinergic medication failure in 

individuals with OAB.6 Important-
ly, the group also validated their 
results on a separate, prospectively 
collected data set from an outside 
institution, in which it had greater 
than 80% accuracy.

These compelling studies also 
highlight the need for addition-
al work. In most of the investiga-
tions, the patient populations were 
homogenous with well-defined 
inclusion and exclusion criteria. 
In reality, patients with OAB are 
a heterogenous group with varied 
symptoms and histories, and dif-
ferent data obtained during work-
up. Further investigation is needed 
to determine whether results are 
generalizable beyond the training 
and validation cohorts used in each 
study. The most realistic challenge, 
necessary to determine true gener-
alizability and clinical utility, is to 
task human experts and algorithms 
to make predictions regarding out-
comes for patients in the prospective 
clinical setting. Here, expert hu-
mans would take a targeted history 
and obtain ancillary data according 
to clinical judgment, and make pre-
dictions in the context of their typi-
cal practice patterns.

ML is being effectively used to 
solve other problems in FPMRS 
as well. Two groups have recent-
ly shown the utility of ML for the 
identification of detrusor overactiv-
ity on urodynamics tracings. Wang 
et al trained algorithms on 799 
traces from pediatrics patients, and 
demonstrated good performance 
on 5-fold cross-validation of their 
training data (AUC 0.84).7 Hobbs 
et al trained their algorithms on 
a series of 805 urodynamics trac-
ings, also in a pediatric population, 
and demonstrated high perfor-
mance accuracy in the prediction 
of detrusor overactivity based on 
the tracings in their validation set 
(AUC 0.92).8 Notably, the most 
common false-positive results were 
movement related, and thus such 
algorithms may be found to have 
even greater accuracy in the adult 
 population.

Weaver et al recently reviewed 
the literature on urodynamics pre-
dictors of upper tract deterioration, 
and noted several  shortcomings.9 

Figure 2. Machine learning algorithms accurately predict treatment response in individuals with medically refractory overactive bladder following onabot-
ulinumtoxin-A (OBTX-A) injection and are superior to human experts. Algorithms include non-urodynamics (non-UDS) + urodynamics (UDS) variables (A), 
non-urodynamics only variables (B), and urodynamics only variables (C). Receiver operating characteristic curves are shown. Gold indicates the machine 
learning algorithm prediction, and blue and purple indicate the human expert predictions. The line of ignorance, which corresponds to random guessing, is 
indicated in red. Treatment response was defined as a greater than 50% reduction in urge urinary incontinence episodes on a voiding diary following treat-
ment. Areas under the curves (AUC) and confidence intervals (CI) are shown in the legends. Reproduced with permission from Werneburg et al, Neurourol 
Urodyn. 2022;41(3):813-819.2

Figure 3. Machine learning algorithms accurately predict treatment response in individuals with medically refractory overactive bladder following sacral 
neuromodulation (SNM) and are noninferior to human experts. Algorithms include non-urodynamics (non-UDS) + urodynamics (UDS) variables (A), 
non-urodynamics only variables (B), and urodynamics only variables (C). Receiver operating characteristic curves are shown. Gold indicates the machine 
learning algorithm prediction, and blue and purple indicate the human expert predictions. The line of ignorance, which corresponds to random guessing, is 
indicated in red. Treatment response was defined as a greater than 50% reduction in urge urinary incontinence episodes on a voiding diary following treat-
ment. Areas under the curves (AUC) and confidence intervals (CI) are shown in the legends. Reproduced with permission from Werneburg et al, Neurourol 
Urodyn. 2022;41(3):813-819.2 Arrow-right Continued on page 6
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They called for utilization of ML for 
classification of patients with spina 
bifida into those with  preserved vs 
decompensated bladder function. 
They have an ongoing investiga-
tion regarding use of deep learning 
on urodynamics for prediction of 
hydronephrosis and chronic kid-
ney disease in patients with spina 
bifida.

ML approaches have the po-
tential to optimize diagnosis and 
treatment regimens for complex 
functional conditions including in-
terstitial cystitis, neurogenic low-
er urinary tract dysfunction, and 
recurrent urinary tract infections. 
ML could have utility in classify-
ing lower urinary tract symptoms.10 
Precision treatment based on 
symptom classification may trans-
late to improved outcomes, and is 
an exciting future area for investi-
gation in FPMRS. We believe that 
ML will soon effectively integrate 

available clinical and laboratory 
data together with genotypic data, 
and make accurate predictions 
across conditions and therapeutic 
modalities. Such capabilities will 
be applicable beyond FPMRS and 
urology. They will transform di-
verse areas throughout medicine 
by optimizing diagnosis and man-
agement, and reducing health care 
expenses for patients and society. STOP
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“ We believe 
that ML will 
soon effectively 
integrate available 
clinical and 
laboratory data 
together with 
genotypic data, 
and make accurate 
predictions 
across conditions 
and therapeutic 
modalities. Such 
capabilities will be 
applicable beyond 
FPMRS and 
urology.”

MACHINE LEARNING IN FEMALE PELVIC MEDICINE
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Pallauf M, D’Andrea D, König  
F, et al. Diagnostic accuracy of 
clinical lymph node staging for 
upper tract urothelial cancer pa-
tients: a multicenter, retrospec-
tive, observational study. J Urol. 
2023;209(3):515-524.

Study Need and 
Importance

Upper tract urothelial cancer 
(UTUC) is a rare but aggressive 
urological malignancy. Treatment 
options for management are based 
on accurate staging. However, 
the performance of convention-
al cross-sectional imaging (CCI) 
for clinical lymph node staging 
(N-staging) remained poorly inves-
tigated. In this study, we present 
robust data on the performance of 
CCI for UTUC N-staging, which 
will aid physicians in treatment 
planning and patient counseling.

What We Found
In a multicenter, retrospective, 

observational study, we assessed 
865 UTUC patients who received 

preoperative CCI before cura-
tive intended radical surgery and 
lymph node dissection. Comparing 
clinical and pathological N-staging 
results, we detected low sensitivity 
but high specificity of CCI. Of 224 
patients with pathologically con-
firmed node-positive disease, CCI 
missed 168 (75%). On the other 
hand, of 115 patients with lymph 
nodes classified as suspicious of tu-
mor invasion on CCI, pathological 

examination confirmed 56 (49%). 
Clinically node-positive disease in-
creased the likelihood of reaching 
pathological confirmation approx-
imately 3 times. We further strat-
ified patients based on the lymph 
node size, tumor location, and the 
year of diagnosis. Although we de-
tected statistically significant dif-
ferences in comparing clinical and 
pathological N-staging results with-
in the subgroups, these trends did 

not reach statistical significance for 
diagnostic accuracy.

Limitations
The study is limited by the ret-

rospective design and missing cen-
tral radiological and pathological 
review. However, the study design 
permitted including a large patient 
cohort, promoting the applicability 
of our findings to routine clinical 
practice. Further, we conducted 
sensitivity analyses to account for 
these limitations, showing compa-
rable results.

Interpretation for Patient 
Care

In summary, our study reveals 
that CCI works most effectively 
as a rule-in but not a rule-out test. 
Therefore, lymph node dissection 
should remain the standard during 
radical surgery to obtain accurate 
N-staging in high-risk UTUC pa-
tients. However, lymph nodes sus-
picious of tumor invasion on CCI 
could be a strong argument for ear-
ly systemic treatment (see Figure). STOP 

DIAGNOSTIC ACCURACY OF CLINICAL LYMPH NODE STAGING
Arrow-right Continued from page 6

Figure. Illustration of change between the clinical and the pathological N-stage for all patients.
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Han DS, Walker JP,  Nicklawsky 
A, et al. Pediatric small renal 
masses: can tumor size predict 

histology and the potential for 
nephron-sparing surgery? J 
Urol. 2023;209(3):582-590.

Study Need and 
Importance 

Radical nephrectomy (RN) is the 
standard of care for surgical resec-
tion in children with nonsyndromic 
unilateral renal masses (uRMs) suspi-
cious for malignancy. Nephron-spar-
ing surgery (NSS) in children is 
generally reserved for those with bi-
lateral Wilms tumor (WT), predispo-
sition syndromes, a solitary kidney, 
or select non-WT histologies. 

In this study, we evaluated the 
utility of preoperative radiograph-
ic tumor size as a clinical factor to 

determine the probability of finding 
WT on final pathology for children 
with uRMs. We hypothesized that 
pediatric small renal masses, defined 
as tumors <4 cm, are more likely to 
have benign/intermediate or other 
non-WT histologies that may be po-
tentially appropriate for NSS.

What We Found
In the SEER (Surveillance, Epide-

miology, and End Results) database 
analysis, tumors ≥4 cm had higher 
odds of being WT compared to tu-
mors <4 cm. After age stratification, 
it was observed that this predictive 
relationship was driven by patients 
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5-9 years of age. In the institutional 
analysis, tumors ≥4 cm had higher 
odds of being WT (vs non-WT), ma-
lignant (vs benign), and of having 
RN appropriate histology (vs NSS 
appropriate histology; see Table).

Limitations
Limitations included the study’s 

retrospective nature and single-in-
stitution origin of the institution-
al data. Additionally, there was a 
relatively low number of patients 

in the institutional data with a uni-
lateral renal mass <4 cm. Finally, 
there are well-known limitations 
of SEER-based research, includ-
ing: variability in data reporting, 
limited information on treatment 

and tumor characteristics, and er-
ror-rates of clinical research data-
bases.

Interpretation for  
Patient Care

A pediatric renal tumor size 
cut point of 4 cm was helpful in 
predicting WT, malignancy, and 
RN-appropriate histology. Renal 
tumor size should be considered 
as an additional factor during 
clinical decision-making for the 
surgical management of pediatric 
uRMs. STOP
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Harris AM, Teplitsky S, Kraft KH, 
Fang R, Meeks W, North A. Burn-
out: a call to action from the AUA 
Workforce Workgroup. J Urol. 
2023;209(3):573-579.

Study Need and 
Importance

The AUA Workforce Workgroup 
appreciates the opportunity to con-
tinue studying the well-being of our 
members. Burnout has been a top-
ic of tremendous importance since 
we first analyzed the issue in 2016. 
Burnout is associated with lower 
patient satisfaction scores, worse 
patient outcomes, increased risk 
of adverse events, worse personal 

health, depression, and suicide. 

What We Found
When examining the AUA Cen-

sus respondents in total, there has 
been minimal change over the 
past 5 years. Concerningly, when 
examined by demographics, a dif-
ferent story comes to light. Burn-
out in women has increased sub-
stantially, from 35.3% to 49.2%, 
and remained similar in men, at 
36.3% to 35.2% (see Figure). Those 
urologists under the age of 45 also 
had substantial increases in burn-
out, from 37.9% to 44.8%. Further, 
urologists from 45-54 years old also 
had increased burnout, from 43.4% 
to 44.6%. While mid-career physi-
cians have typically had the highest 
rates of burnout, this new finding 
of high burnout in the early-career 
group is especially concerning as 
it could lead to career change and 
subsequent workforce shortages. 
Regarding gender discrepancy, 
women were more likely to resolve 
conflict in favor of work responsi-
bilities than men, at 33% vs 18%. 
Regarding work-life balance, wom-
en were more likely to be dissatis-
fied or very dissatisfied than men, at 
37.1% vs 22.5%. Compared to men, 
women were more likely to report 

their work schedule doesn’t leave 
enough time for personal and/or 
family life, at 57.5% vs 33.6%. 

Limitations
The study has limitations seen 

in survey work, including sampling 
and recall bias. 

Interpretation
Younger urologists and women 

urologists experienced higher burn-
out in 2021 when compared to 2016. 

Burnout is dangerous as well as cost-
ly for our members and patients. The 
importance of appropriate mitiga-
tion should not be underestimated. 
Prevention of burnout is conceptual-
ly straightforward but has proved to 
be difficult to achieve. The decisions 
to combat burnout must be made 
from those in leadership positions at 
both the local and the policy levels, 
which requires an understanding of 
burnout as well as a motivation for 
change. We should strongly consider 
the opportunity to support our col-
leagues who are suffering. STOP

Figure. Percent of respondents who reported burnout from the 2016 and 2021 AUA Census, compar-
ing across genders. The error bars represent upper and lower 95% confidence intervals.

JU INSIGHT

Table. Institutional Analysis: Logistic Regression Models for Outcomes of Interest

Variable
Wilms tumor status, odds ratio (P 

value; 95% CI)
Malignant vs benign, odds ratio (P 

value; 95% CI)
Radical nephrectomy vs nephron-sparing surgery 
appropriateness, odds ratio (P value; 95% CI)

Tumor size

<4 cm Reference Reference Reference

≥4 cm 30.85 (.001; 3.75, 254.1) 6.75 (.005; 1.76, 25.93) 46.79 (< .001; 5.61, 390.1)

Abbreviation: CI, confidence interval.

PEDIATRIC SMALL RENAL MASSES
Arrow-right Continued from page 7
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Huelster HL, Chang A, Rose 
KM, et al. Concomitant vs 
staged therapeutic inguinal 
lymphadenectomy in clinically 
node positive penile squamous 
cell carcinoma: does it make a 
difference?. J Urol. 2023;209(3): 
557-564.

Study Need and 
Importance

While men with penile squa-
mous cell carcinoma (pSCC) and 
palpable inguinal lymph nodes are 
at an over 60% risk of metastases 
in the groin, controversy regarding 
the indication, extent, and timing 
of inguinal lymph node dissection 
(ILND) remains. Variable ILND 
timing is largely driven by surgeon 
experience, clinical presentation, 
and practical considerations such as 
access to and timing of referral to 
tertiary centers and recommenda-
tion of neoadjuvant chemotherapy. 

What We Found
We present the first examination 

of oncologic outcomes in men with 
palpable inguinal adenopathy and 

no distant metastatic disease under-
going concomitant vs staged ILND 
with management of the primary 
tumor. We did not see evidence 
that lymphadenectomy performed 
in a staged manner after excision 
of the penile tumor was associated 
with adverse survival outcomes on 
unadjusted or adjusted analysis (see 
Figure). 

Limitations
Although these data represent 

the largest collection of their kind 
in a diverse global cohort of pSCC 
patients, they remain limited by 
their retrospective and nonran-
domized nature, heterogeneity of 
management and posttreatment 
surveillance, and risk of immor-
tal time bias inherent to defining 
pSCC recurrence after comple-
tion of ILND in survival compar-
isons. However, careful cohort 
selection, multivariable modeling, 
and sensitivity analysis adjusting 
for variability in practice patterns 
between global treatment centers 
lend credence to the overarching 
conclusions in the penile cancer 
setting where prospective data are 
limited.

Interpretation for Patient 
Care

This multinational study of men 
with penile cancer and clinically 
positive inguinal lymph nodes sug-
gests that there are no differences 

in recurrence-free, cancer-specific, 
or overall survival when perform-
ing ILND and penile tumor exci-
sion concomitantly compared to 
in a staged manner. We conclude 
that surgeons may base the deci-
sion to perform ILND concomi-
tantly compared to staging within 
3 months of resection of the penile 
tumor on patient-specific factors 
such as clinical presentation, com-
pliance, comorbidity optimization, 
timing of referral to an experienced 
center, and completion of neoadju-
vant chemotherapy. STOP

JU INSIGHT

Figure. Kaplan-Meier survival estimates show no significant difference in (A) recurrence-free survival (P = .97), (B) cancer-specific survival (P = .41), or (C) 
overall survival (P = .41) between men with clinically node positive penile squamous cell carcinoma undergoing concomitant vs staged inguinal lymph node 
dissection (ILND) with penile surgery.

“ This multinational 
study of men with 
penile cancer and 
clinically positive 
inguinal lymph 
nodes suggests 
that there are 
no differences in 
recurrence-free, 
cancer-specific, or 
overall survival 
when performing 
ILND and penile 
tumor excision 
concomitantly 
compared to in a 
staged manner.”
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Fiorenza V, Hukkinen M, Alova I, 
et al. Dextranomer endoscop-
ic injections for the treatment 
of urinary incontinence in 
bladder exstrophy-epispadias  
complex. J Urol. 2023;209(3): 
591-599.

Study Need and 
Importance

To treat urinary incontinence 
related with bladder exstrophy- 
epispadias complex (BEEC), pas-
sive peripheral resistance can be 
increased surgically by bladder 
neck reconstruction (BNR). How-

ever, none of the described tech-
niques guarantees success and 
BNR may result to loss of volition-
al voiding. Since bladder neck dex-
tranomer/hyaluronic acid copo-
lymer (Dx/Ha, Deflux) injections 
can improve urinary incontinence 
of various etiologies, we hypothe-
sized that incontinent children with 
BEEC would benefit from Dx/Ha. 
We analyzed Dx/Ha efficacy and 
predictors of treatment success in 
BEEC. 

What We Found 
Incontinent BEEC children aged  

>4 years undergoing Dx/Ha in-
jections in our hospital between 
October 1997 and January 2021 
were included (n=58; 27 male 
epispadias, 9 female epispadias, 
22 bladder exstrophy). After single 
(n=25) or multiple (n=33) injec-
tions, patients were categorized as 
“dry,” “significantly improved,” or 
“failure” (see Figure). Median age 
at injection was 8.5 years (interquar-
tile range 5.8–12). Previous BNR 
had been performed in 38 (66%) 
and complications occurred in 9. In 
Kaplan-Meier analyses, 5-year fail-
ure-free survival was 70% (standard 
error [SE] 9.1) and dry survival 44% 
(SE 9.7) in male epispadias com-
pared to 45% (9.0) and 23% (SE 7.5) 
in females and exstrophy patients 
(P  = .04 and .02, respectively). Previ-
ous BNR associated with improved 
5-year failure-free survival in females 
and exstrophy patients (58%, SE 11) 
but not in male epispadias (75%, SE 
11). In Cox regression, older age 
predicted improved failure-free sur-

vival (P  = .006) while higher pre-in-
jection bladder capacity improved 
dry survival (P  = .02).

Limitations
This study is limited by the 

heterogeneity of patients as well 
as some missing bladder capacity 
results. 

Interpretation for Patient 
Care

Dx/Ha injections provided sat-
isfactory and lasting continence in 
over half of BEEC patients. While 

injections were successful in male 
epispadias regardless of BNR tim-
ing, results were better in bladder 
exstrophy and female epispadias 
after previous BNR. STOP

Figure. Flow diagram of dextranomer/hyaluronic acid injections. Reinjections were proposed to pa-
tients who showed some improvement in continence after the first treatment session but could not be 
classified as success. Continence status after the latest injection was registered for the study analyses.

JU INSIGHT

“ Dx/Ha injections 
provided  
sat isfactory and 
lasting continence 
in over half of 
BEEC patients.”

Practice Tips & Tricks: Would You Go to a Urologist 
Like You?
Neil H. Baum, MD
Tulane Medical School, New Orleans, Louisiana

Several years ago, I was more 
than 45 minutes late to see a patient 

who was also a good friend. When 
I came into the exam room, he was 
livid and said to me, “Neil, would 
you go to a physician like you?” 
Not getting the drift of his question, 

I asked him, “What do you mean?”
He said, “Would you go to a 

doctor who keeps a patient wait-
ing for 45 minutes for a routine ap-
pointment?” I said that I wouldn’t 

like to wait for the doctor. He told 
me that he didn’t appreciate it 
either and said that he wanted a 

Arrow-right Continued on page 11
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copy of his records and would take 
his urological care elsewhere with 
a doctor who respected his time. 
No matter how many apologies 
I offered and promises not to be 
late again, his mind was made up, 
and he left the practice for a new 
physician.

I was devastated and decided 
that I would not let this happen 
again and was going to develop a 
patient-centric practice.

I began by developing mo-
ments of truth (MOTs) analysis. 
The first MOT is not when the 
doctor is eyeball-to-eyeball with 
the patient. I identified interac-
tions between the practice and our 
patients and tried to make those 
interactions as positive as possible 
for the patients.

Instead, it is usually the telephone.
That is where most patients de-

velop their first impression of the 
practice. We now have a script on 

each phone that asks the recep-
tionist to smile and be enthusiastic 
as the smile can be heard on the 
other end of the line. To encour-
age the receptionist to smile, we 
have a small mirror in front of the 
phone. Now the receptionist can 
receive feedback that she/he is in-
deed smiling.

Send the patient a welcome to 
the practice package. This con-
tains the practice brochure, a map 
with directions to the office, sug-
gestions for parking, the website 
address, and a letter from the phy-
sician and the office manager. This 
personalized letter emphasizes the 
importance of obtaining autho-
rization from their primary care 
physician, and that failure to have 
this authorization will significantly 
delay their visit to the office. We 
also ask them to complete their 
demographic form and health 
questionnaire before their visit. 
The receptionist tries to find out 
the purpose of the visit and will 
include educational material relat-
ed to why the patient is seeking an 
appointment.

New patients taken to the exam 
room will watch a 5-7-minute vid-
eo of the practice that introduces 
the doctor and the office staff. This 

way, the patient meets the physi-
cian and other staff members in-
volved in his/her care.

Even after the patient leaves 
the practice, we try to manage the 
MOTs.

The patient again receives a let-
ter from the office manager thank-
ing him/her for being a patient, 
and additional educational materi-
al is included in the letter.

Bottom line: I find it interest-
ing that the Golden Rule that was 
given to us more than 2000 years 
ago still applies to today’s health 
care delivery. We all need to an-
swer the question, “Would we 
like to be treated by someone the 
way we are treating our patients?” 
If the answer is no, we must look 
at our practices and the way we 
care for patients and make the 
necessary changes to give each 
patient a positive health care  
 experience. STOP

“ I identified  
interac tions 
between the 
practice and our 
patients and tried 
to make those 
interactions as 
positive as possible 
for the patients.”

Arrow-right Continued on page 12
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AUA Quality Registry Snapshot: Diversity  
in Prostate Cancer Care
Jennifer Bepple, MD 
Verana Health, San Francisco, California

Marie Humbert-Droz, PhD 
Verana Health, San Francisco, California

Junlin Jiang, PhD 
Verana Health, San Francisco, California

Daniel Lee, MD
University of Pennsylvania, Philadelphia

Race is a known risk factor for 
prostate cancer. Black men are 
more likely to present with prostate 
cancer at a younger age with more 
aggressive disease than White men, 
with more than 2-fold higher rates 
of metastatic disease at diagnosis.1 
These racial disparities may have 
deepened during the COVID-19 
pandemic, as Black men were sig-
nificantly less likely to receive sur-
gical treatment for prostate cancer.2

Understanding the relationship 
between race and treatment pat-
terns for prostate cancer is import-
ant in discussions around outcomes 
and promoting equitable access to 
health care. In collaboration with 
Verana Health, we evaluated the 

racial diversity of unique patients 
identified to have prostate can-
cer in the national AUA Quality 
(AQUA) Registry from January 1, 
2012 to February 27, 2022.

Over the 10-year study period, 
we identified 495,460 patients with 
prostate cancer, as defined by the 
presence of an ICD (Internation-
al Classification of Diseases) code 
for prostate cancer and at least 1 

Gleason score found within elec-
tronic health record documenta-
tion. We also linked claims data 
with registry data (Komodo Health 
Inc) to ensure adequate coverage 
of treatment types within our pa-
tient population. In this cohort, 
77.7% of patients were found to 
have a self-identified race, with the 
remaining 22% missing racial de-
mographic information. Of those 
included in the prostate cancer 
cohort, 64% were White, 11.8% 
were African American, 1.1% were 
Asian, and <1% were identified as 
“other.”

When evaluating the AQUA 
data registry, we found similar 
treatment patterns stratified by 
race. There were similar propor-
tions of men undergoing andro-
gen deprivation therapy; 29.8% 
of White, 30.3% of African Amer-
ican, and 32.2% of Asian patients 
underwent androgen deprivation 
therapy. For external beam radi-
ation therapy, the proportions of 
patients were found to be 21.2%, 
22.8%, and 22.5%, respectively. 

For radical prostatectomy, 22.9% 
of White, 18.5% of African Amer-
ican, and 18.9% of Asian patients 
underwent a prostatectomy (Fig-
ure 1). When analyzing select 
treatments for advanced prostate 
cancer,  sipuleucel-T (Provenge) 
infusion and radium Ra 223 di-
chloride (Xofigo), there was a 
decline in the number of treat-
ments between 2020 and 2021 
across all races. This coincided 
with the peaks and troughs of 
the COVID-19 pandemic and 
patterns of access to care. This 

“ When evaluating 
the AQUA data 
registry, we 
found similar 
treatment patterns 
stratified by race.”

“ Understanding 
the relationship 
between race and 
treatment patterns 
for prostate cancer 
is important 
in discussions 
around outcomes 
and promoting 
equitable access to 
health care.”
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decline was equally  distributed 
across all races.

Our findings highlight some 
of the pitfalls and potential of 

electronic health record-based 
 real-world data. The challenge of 
missing patient demographic infor-
mation such as race is not unique 

to the AQUA data set. Publica-
tions in other practice specialties 
have similarly shown one-quarter 
or more of patients who lack this 

key demographic data.3,4 Within 
the AQUA data set, the missingness 
of race was associated with geo-
graphic region, with the Southwest 
and Western regions having the 
highest percentages of unknown 
racial data (Figure 2). Given that 
race is a well-established risk fac-
tor for prostate cancer and other 
health conditions, these findings 
present an opportunity for clini-
cians to ensure demographic in-
formation is captured accurately, 
and exploring ways to accurately 
impute this information when it is 
not. It is worth noting that the per-
centage of unknown race per year 
within AQUA for all considered 
treatments decreased from 20.8% 
(2017) to 15% (2022). This suggests 
that documentation has increased 
over time, but there remains room 
for improvement. STOP

1. Yamoah K, Lee KM, Awasthi S, et al. Racial and 
ethnic disparities in prostate cancer outcomes in 
the Veterans Affairs Health Care System. JAMA 
Netw Open. 2022;5(1):e2144027. 

2. Bernstein AN, Talwar R, Handorf E, et al. As-
sessment of prostate cancer treatment among 
Black and White patients during the COVID-19 
pandemic. JAMA Oncol. 2021;7(10):1467-1473. 

3. Polubriaginof FCG, Ryan P, Salmasian H, et 
al. Challenges with quality of race and eth-
nicity data in observational databases. JAMA. 
2019;26(8-9):730-736. 

4. Branham DK, Finegold K, Chen L, et al. Trends 
in missing race and ethnicity information af-
ter imputation in HealthCare.gov marketplace 
enrollment data, 2015-2021. JAMA Netw Open. 
2022;5(6):e2216715. 

AUA QUALITY REGISTRY SNAPSHOT
Arrow-right Continued from page 11

Figure 1. Trends in prostate cancer treatment by race. ADT indicates androgen deprivation therapy; AQUA, AUA Quality Registry; XRT, radiation therapy.

“ It is worth 
noting that the 
percentage of 
unknown race per 
year within AQUA 
for all considered 
treatments 
decreased from 
20.8% (2017) 
to 15% (2022). 
This suggests that 
documentation 
has increased over 
time, but there 
remains room for 
improvement.”

Figure 2. Trends in racial diversity by region. 
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“ Venous 
thromboembolism 
(VTE)  
is a significant 
cause of  morbidity 
and potential 
mortality 
after radical 
cystectomy, as 
well as the most 
expensive index 
complication.”

Intraoperative Blood Transfusion and Risk of Venous 
Thromboembolism After Radical Cystectomy
Amanda Myers, MD
Mayo Clinic, Jacksonville, Florida

Igor Frank, MD
Mayo Clinic, Rochester, Minnesota

Paras H. Shah, MD
Mayo Clinic, Rochester, Minnesota

Robert F. Tarrell, MS
Mayo Clinic, Rochester, Minnesota

Bryce Baird, MD
Mayo Clinic, Jacksonville, Florida

Chandler Dora, MD
Mayo Clinic, Jacksonville, Florida

R. Jeffrey Karnes, MD
Mayo Clinic, Rochester, Minnesota

R. Houston Thompson, MD
Mayo Clinic, Rochester, Minnesota

Matthew K. Tollefson, MD
Mayo Clinic, Rochester, Minnesota

Stephen A. Boorjian, MD
Mayo Clinic, Rochester, Minnesota

Timothy D. Lyon, MD
Mayo Clinic, Jacksonville, Florida 
Robert D. and Patricia E. Kern Center for the  
Science of Health Care Delivery, Mayo Clinic, 
Rochester, Minnesota

Myers A, Frank I, Shah PH, et 
al. Intraoperative blood transfu-
sion is associated with increased 
risk of venous thromboembo-
lism after radical cystectomy.  
J Urol. 2023;209(3)525-531.

Study Need and 
Importance

Venous thromboembolism (VTE)  
is a significant cause of  morbidity 
and potential mortality after radi-
cal cystectomy, as well as the most 
expensive index complication. 
There is growing evidence that 
blood transfusions may increase 
the risk of postoperative venous 
thromboembolism; however, sev-
eral important confounders— 
including tumor stage and receipt 
of neoadjuvant chemotherapy—

have not been accounted for due to 
the inherent limitations of the data 
sets used previously. Therefore, 
our objective was to assess wheth-
er perioperative blood transfusion 
is associated with VTE following 
radical cystectomy after adjusting 
for disease-related characteristics. 

What We Found
We identified 3,755 patients 

treated with radical cystectomy at 
Mayo Clinic, of whom 162 (4.3%) 
experienced a VTE within 90 days 
of surgery. Blood transfusion was 
studied as a 3-tiered variable: no 
transfusion, postoperative trans-
fusion alone, or intraoperative 
with or without postoperative 
transfusion. Intraoperative with 
or without postoperative blood 
transfusion was associated with a 
significantly increased risk of VTE 
(adjusted OR 1.73, 95% CI 1.17-
2.56, P = .002) after multivariable 
adjustment. Moreover, each unit of 
blood transfused intraoperatively 
was associated with 7% higher odds 

of VTE (adjusted OR 1.07, 95% CI 
1.01-1.13, P = .03).

Limitations
This study is limited by its  

retrospective nature and po-

tential for measurement bias as 
evaluation for VTE was based 
on clinical judgment. Addition-
ally, although year of surgery 
was adjusted for, changes to in-
stitutional VTE prophylaxis over 
the study period may have influ-
enced outcomes. 

Interpretation for  
Patient Care

Efforts should be made to 
limit intraoperative transfusion 
through preoperative diagnosis 
and treatment of anemia, opti-
mization of anticoagulant status, 
tranexamic acid infusion, and/
or a robotic surgical approach 
when feasible. Surgeons should 
furthermore have a low index 
of suspicion to obtain diagnostic 
imaging and educate patients on 
the importance of VTE prophy-
laxis after intraoperative transfu-
sion (see Figure). STOP

JU INSIGHT

Figure. Visual abstract of study. BMI indicates body mass index; ECOG, Eastern Cooperative Oncology 
Group; intraop, intraoperative; OR, odds ratio; post-op, postoperative; VTE, venous thromboembolism.

“ Intraoperative 
with or without 
postoperative 
blood transfusion 
was associated 
with a significantly 
increased risk of 
VTE (adjusted 
OR 1.73, 95% 
CI 1.17-2.56, 
P = .002) after 
multivariable 
adjustment.”
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Post-diagnostic Zinc Supplement Use and Prostate  
Cancer Survival in Nonmetastatic Prostate Cancer
Yiwen Zhang, MS
Harvard T. H. Chan School of Public Health,  
Boston, Massachusetts

Konrad H. Stopsack, MD, MPH
Harvard T. H. Chan School of Public Health,  
Boston, Massachusetts

Kana Wu, MD, PhD
Harvard T. H. Chan School of Public Health,  
Boston, Massachusetts

Mingyang Song, MD, ScD
Harvard T. H. Chan School of Public Health,  
Boston, Massachusetts 
Massachusetts General Hospital  
and Harvard Medical School, Boston

Lorelei A. Mucci, MPH, ScD
Harvard T. H. Chan School of Public Health,  
Boston, Massachusetts

Edward Giovannucci, MD, ScD
Harvard T. H. Chan School of Public Health, 
Boston, Massachusetts

Zhang Y, Stopsack KH, Wu K, 
Song M, Mucci LA, Giovan-
nucci E. Post-diagnostic zinc 
supplement use and prostate 
cancer survival among men 
with nonmetastatic prostate 

cancer. J Urol. 2023;209(3): 
549-556.

Study Need and 
Importance

Zinc supplementation is hy-
pothesized to have therapeutic 
potential against prostate cancer. 
Both biological and experimental 
evidence supports restoration of 
normal zinc levels in malignant 
prostate cells may be a promis-
ing prostate cancer treatment, yet 
the influence of zinc supplemen-
tation on prostate cancer survival 
in a human population remains 
unknown. In this study, we pro-
spectively assessed post-diagnostic 
zinc supplementation in relation 
to prostate cancer survival (lethal 
prostate cancer and all-cause mor-
tality) among 5,788 men with non-
metastatic prostate cancer in the 
Health Professionals Follow-up 
Study (1986-2019).

What We Found
We observed an inverse associ-

ation between post-diagnostic zinc 
supplement use  and prostate can-
cer survival. Compared to nonus-
ers, post-diagnostic supplement use 
was associated suggestively with a 
lower risk of lethal prostate can-
cer and significantly with all-cause 
mortality. The inverse association 
was mostly observed among men 
who used post-diagnostic zinc sup-
plements of 1-24 mg/d, while high-
er dosage did not show a lower risk.

Limitations
Zinc supplement dosage was pre-

defined on questionnaires, and we 
were unable to accurately calculate 
total zinc supplementation from 
multivitamin and individual zinc 
supplement. However, our stratified 
analysis showed similar inverse as-
sociation in both multivitamin users 

and nonuser groups. Second, we did 
not have information on drugs and 
foods that can block zinc absorption 
or biological measures of zinc con-
centration in prostate cancer tissue. 
Third, potential measurement errors 
in the self-reported questionnaires 
exist. Finally, as our cohort consists 
of health professionals who were 
mostly well-nourished, our results 
may not be generalizable to different 
ethnic groups, or to populations with 
different underlying nutrient status.

Interpretation for Patient 
Care

Post-diagnostic low-dose zinc 
supplement use among nonmeta-
static prostate cancer patients was 
associated with lower risk of lethal 
prostate cancer and all-cause mor-
tality. A potential benefit of low-
dose post-diagnostic zinc supple-
ment for prostate cancer survival 
merits further study. STOP

JU INSIGHT

Role for Conservative Management  
in Grade V Renal Trauma
Nizar Hakam, MBBS
University of California San Francisco

Nathan M. Shaw, MD 
University of California San Francisco

Jason Lui, BA 
University of California San Francisco

Behzad Abbasi, MD 
University of California San Francisco

Jeremy B. Myers, MD 
University of Utah, Salt Lake City

Benjamin N. Breyer, MD, MAS
University of California San Francisco

Hakam N, Shaw NM, Lui J, Ab-
basi B, Myers JB,  Breyer BN. 
Role for conservative manage-
ment in grade V renal trauma. 
J Urol. 2023;209(3):565-572.

Study Need and 
Importance 

Nonoperative management of 
renal trauma is widely adopted 
especially in cases of low-grade in-
jury. Few data exist on the Ameri-
can Association for the Surgery of 
Trauma grade V kidney injuries; 
thus, we examined a population 
of these patients in the National 
Trauma Databank between 2017 
and 2019.

What We Found 
We assessed 1,474 patients with 

grade V renal trauma who sur-

vived to discharge, of whom 557 
(37.8%) were managed conserva-
tively, defined as the absence of 
surgical or procedural interven-
tion other than ureteral stent or 
percutaneous drain placement 
(see Table). In the multivariable 
analysis, penetrating trauma 
mechanism (OR 0.13, 95% CI 
0.09-0.19, P < .001) and receiv-
ing transfusion (OR 0.22, 95% 
CI 0.17-0.29, P < .001) were as-
sociated with decreased odds of 
conservative management. In the 
total 1,919 patients with grade 
V injuries, rate of conservative 
management was similar (38.1%). 
After excluding 110 patients who 
died in the emergency depart-

ment, there were 1,809 patients, 
of whom 625 (34.6%) were man-
aged conservatively.

JU INSIGHT

“ Nonoperative 
management of 
renal trauma is 
widely adopted 
especially in cases 
of low-grade 
injury.”

Arrow-right Continued on page 15
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Limitations 
The main limitation to this study 

is the lack of radiological data; 
thus, renal trauma grade misclassi-
fication may be present. We were 
not able to compare specific injury 
patterns between patients managed 
conservatively and operatively. 
Lack of treatment intent hindered 
efficacy assessment of treatment 
approaches.

Interpretation for  
Patient Care 

A significant portion of patients 
with grade V renal trauma are 
amenable to conservative man-
agement. These data suggest that 
hemodynamic stability is an im-
portant deciding factor driving 
management. Clinical trials are 
needed to establish efficacy of such 
management in patients with stable 
clinical status and can avoid imme-
diate surgical intervention. STOP

Table. Clinical Characteristics of Patients With Grade V Renal Trauma Who Survived to Discharge, Stratified by Management Approach

  Conservative management N=557 Operative management N=917 P value

Age, mean (SD), ya 28.9 (18.7) 30.7 (14.5) .047

Sex, male, No. (%)b 388 (69.7) 740 (80.7) < .001

Penetrating injury, No. (%) 51 (9.2) 482 (52.6) < .001

Injury Severity Scale, median (IQR)c 34 (26-38) 34 (26-41) .47

Pulse, mean (SD) 98.3 (25) 103.2 (26.9) .0005

Hypotension, No. (%)d 179 (32.1) 252 (27.5) .057

Glasgow Coma Scale, median (IQR) 15 (15-15) 15 (14-15) .0006

Transfusion, No. (%) 152 (27.3) 594 (64.8) < .001

Trauma center level, No. (%) < .001

I 252 (45.2) 536 (58.5)

II 117 (21) 142 (15.5)

III 28 (5) 11 (1.2)

Missing 160 (28.7) 228 (24.9)

Associated injuries, No. (%) 350 (62.8) 789 (86) < .001

Liver 182 (32.7) 416 (45.4) < .001

Spleen 191 (34.3) 349 (38.1) .145

Pancreas 28 (5) 188 (20.5) < .001

Intestine 38 (6.8) 376 (41) < .001

Peritoneum 10 (1.8) 80 (8.7) < .001

Adrenal 69 (30.5) 89 (25.1) .155

Abdominal aorta 6 (1.1) 29 (3.2) .011

Abbreviations: IQR, interquartile range; SD, standard deviation.
a All normally distributed continuous variables are expressed as a mean (SD) and were compared using t-test. 
b All categorical variables are expressed as a frequency (%) and were compared using χ2 test. 
c All skewed continuous variables are expressed as a median (IQR) and were compared using Mann-Whitney test. 
d Hypotension was defined as systolic blood pressure <90 mm Hg.

Arrow-right Continued on page 16
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Pediatric Sedation Unit: A Safe Alternative  
to  Outpatient Urological Procedures Under Anesthesia
Marissa K. Falkiewicz, MD
University of Wisconsin, Madison

Ruthie Su, MD
University of Wisconsin, Madison

Susan L. Jones, MBA
University of Wisconsin, Madison

Muhammad Shayan, MPA
Cordell Institute for Policy in Medicine and Law, 
Washington University of St Louis, Missouri

Walid A. Farhat, MD
University of Wisconsin, Madison

Megan E. Peters, MD
University of Wisconsin, Madison

Falkiewicz MK, Su R, Jones 
SL, Shayan M, Farhat WA,  
Peters ME. Pediatric sedation 
unit: a safe, effective, and satis-
factory alternative to outpatient 
pediatric urological proce-
dures under anesthesia. Urol 
Pract. 2023;10(2)170-177.

Study Need and 
Importance

The operating room (OR) is an 
expensive and limited resource. 
There is a need to evaluate the 
efficacy, safety, cost, and parental 
satisfaction of performing minor 
urological procedures traditionally 
performed in an operating room in 
a pediatric sedation unit (PSU).

What We Found
All procedures were success-

fully and safely completed in the 
sedation unit. As detailed in the 
Figure, cost reduction was seen 
in procedures performed in the 
PSU vs the OR. Approximately 
$57,000 of cost savings per year 

UPJ INSIGHT

“ A significant 
portion of patients 
with grade V 
renal trauma 
are amenable 
to conservative 
management.”
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was noted. Of the parents who re-
sponded to the survey, 83% were 

satisfied with the care their family 
received.

Limitations
Our PSU is a 6-bed outpatient 

center staffed by clinicians who 
specialize in pediatric procedural 
sedation, which may limit repro-
ducibility at other centers. The rel-
atively low survey response rate of 
50% is another limitation, though 
responses were overwhelmingly 
positive, which reduces the likeli-
hood and impact of significant re-
sponse bias. 

Interpretation for Patient 
Care

Minor urological procedures 
can safely be transitioned to the 
PSU and provide a cost-efficient al-
ternative to the OR with high rates 
of parental satisfaction. STOP

“ There is a need 
to evaluate the 
efficacy, safety, 
cost, and parental 
satisfaction 
of performing 
minor urological 
procedures 
traditionally 
performed in an 
operating room 
in a pediatric 
sedation unit 
(PSU).”

Figure. Bar graph depicting cost differential between 2 most common procedures occurring in the 
operating room and the pediatric sedation unit.

Racial Disparity in Outcomes Among Prostate Cancer 
Patients in the Post –Affordable Care Act Period
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Bloomberg School of Public Health, Johns Hopkins 
University, Baltimore, Maryland
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Leonard Davis Institute of Health Economics,  
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Abramson Cancer Center, University of  
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Chhatre S, Malkowicz SB, Gallo 
JJ, Jayadevappa R. Racial disparity 
in outcomes among prostate can-
cer patients in the post –Affordable  
Care Act period. Urol Pract. 2023; 
10(2):122-130.

Study Need and 
Importance

In the U.S., prostate cancer is the 

UPJ INSIGHT

Table. Multivariable Logistic Regression to Study the Association Between Race, Medicaid Expansion Status, and Interaction in African American and 
White Men With Prostate Cancer

Diagnosis year
2004-2009

Model 1 (main effects)
OR (95% CI)

Diagnosis year
2010-2015

Model 1 (main effects)
OR (95% CI)

Model 2
(interaction effects)

OR (95% CI)Outcome

30-Day mortality

 African American
 White (reference)

2.09 (1.52, 2.90)
–

1.96 (1.46, 2.67)
–

 Interaction statistics
  X2

  P value
  African American - Medicaid expansion 
  African American - nonexpansion 

2.28
.1306
1.05 (0.70, 1.59)
1.25 (0.99, 1.56)

90-Day mortality

 African American
 White (reference)

1.51 (1.16, 1.96)
–

1.40 (1.11, 1.77)
–

 Interaction statistics
  X2

  P value
  African American - Medicaid expansion 
  African American - nonexpansion

0.0039
.9499
1.17 (0.90, 1.53)
1.18 (1.02, 1.37)

30-Day readmission

 African American
 White (reference)

1.42 (1.32, 1.51)
–

1.28 (1.19, 1.38)
–

 Interaction statistics
  X 2

  P value
  African American - Medicaid expansion 
  African American - nonexpansion

0.4381
.5080
1.15 (1.06, 1.25)
1.14 (1.09, 1.19)

Abbreviation: CI, confidence interval.

PEDIATRIC SEDATION UNIT
Arrow-right Continued from page 15
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most common malignancy in men.  
The Patient Protection and Afford-
able Care Act of 2010 has expanded 
Medicaid coverage to adults with 
income up to 138% of the federal 
poverty level. We assessed whether 
Medicaid expansion was associat-
ed with reduced racial disparity in 
quality of care (30-day mortality, 
90-day mortality, 30-day readmis-
sion) among surgically treated Afri-
can American and White men with 
prostate cancer. 

What We Found
From the National Cancer da-

tabase (NCDB) we extracted a 

cohort of African American and 
White men diagnosed with pros-
tate cancer between 2004 and 
2015 and surgically treated. We 
used data from 2004-2009 (pre–
Medicaid expansion) and from 
2010-2015 (post–Medicaid expan-
sion) to assess racial disparity in 
quality-of-care outcomes.  During 
the pre-expansion period, African 
American men experienced higher 
odds of 30- and 90-day mortality 
and 30-day readmission compared 
to White men. During the post-ex-
pansion period, compared to 
White men, African American men 
had higher odds of 30-day mortal-
ity (OR=1.96, 95% CI=1.46, 2.67), 

90-day mortality (OR=1.40, 95% 
CI=1.11, 1.77), and 30-day read-
mission (OR=1.28, 95% CI=1.19, 
1.38). The interactions between 
race and Medicaid expansion were 
not significant, indicating Medicaid 
expansion did not reduce the racial 
disparity in outcomes (see Table).

Limitations
 NCDB is a hospital-based data-

base with limited generalizability to 
the U.S. population.  NCDB lacks 
clinical endpoints like disease-free 
survival, cause of death, and pa-
tient-reported outcomes. Our study 
did not capture the long-term im-

pact of Medicaid expansion. This is 
important as additional states have 
undergone Medicaid expansion 
since 2015. 

Interpretation for Patient 
Care

Improved access to care via 
Medicaid expansion may not 
translate into reduced racial dis-
parity in quality of prostate can-
cer care. Racial disparities reflect 
structural and social inequities. Pa-
tient preferences and availability 
of and referrals to care may help 
improve quality of care and lower 
disparities. STOP

RACIAL DISPARITY IN OUTCOMES AMONG PROSTATE CANCER PATIENTS
Arrow-right Continued from page 16
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K, Hill J, Adler HL. Analy-
sis of the AUA guidelines: 
strength of evidence correlates 
with recommendation lev-
els. Urol Pract. 2023;10.1097/
UPJ.0000000000000373.

Study Need and 
Importance

In 1989, the AUA established 
the Practice Guidelines Commit-
tee to publish evidence-based 
guidelines on various urological 
conditions to aid clinical deci-
sion-making. In 2008, the AUA 

mandated that guideline recom-
mendations include a new evi-
dence-rating system to indicate 
the level of literature backing 
each statement. There is a paucity 
of studies investigating the caliber 
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Table. Evidence Strength of AUA Guideline Statements

Recommendation strength

Strong (n = 169)
Moderate  
(n = 191)

Conditional 
(n = 156)

P 
value

Evidence level, No. (%)

A 36 (21) 2 (1) 0 (0) < .01

B 103 (61) 64 (34) 19 (12) < .01

C 30 (18) 126 (65) 137 (88) < .01

Oncology vs nononcology

Oncology  
(n = 298)

Nononcology  
(n = 632)

Evidence level, No. (%)

A 19 (6) 20 (3) .02

B 66 (22) 122 (19)   .28

C 73 (24) 222 (35) < .01

Clinical principle, No. (%) 69 (23) 116 (18)   .08

Expert opinion, No. (%) 71 (24) 158 (25) .76

Recent vs older guideline

Last 3 years 
(n = 572)

Greater than 3 
years old (n = 328)

Evidence level, No. (%)

A 15 (3) 24 (7) < .01

B 110 (19) 78 (24)   .21

C 183 (32) 114 (35) .70

Clinical principle, No. (%) 122 (21) 63 (19)   .28

Expert opinion, No. (%) 157 (27) 73 (22) .04

Pertaining to evaluation vs treatment vs follow-up

Evaluation/diag-
nosis (n = 303)

Treatment  
(n = 548)

Follow-up  
(n = 87)

Evidence level, No. (%)

A 9 (3) 27 (5) 3 (3) .37

B 38 (13) 140 (26) 10 (11) < .01

C 90 (30) 191 (35) 15 (17) < .01

Clinical principle, No. (%) 95 (31) 77 (14) 13 (15) < .01

Expert opinion, No. (%) 71 (23) 131 (24) 46 (53) < .01
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of evidence used to create AUA 
guidelines. This study investi-
gates the evidence grade of avail-
able AUA guideline statements, 
their association with oncology or 
benign conditions, and their asso-
ciation with stage of care. 

What We Found
After reviewing 939 statements 

across 29 urological conditions, 
we found that most guideline state-
ments are not backed by Grade A 
evidence. Less than 25% of state-
ments were Grade A or Grade B. 

Statements for oncologic topics 
were more likely to have Grade 
A or Grade B evidence. Similar-
ly, guidelines pertaining to treat-
ment of a condition were more 
likely to be backed by Grade A or 
Grade B evidence than diagnostic 
or follow-up statements (see Table). 
These low evidence-grade state-
ments may play a role in the low 
adherence of physicians to societal 
guidelines within urology. 

Limitations
This was an observational study 

of the AUA guideline statements 
and their associated grade of ev-
idence. We did not assess the ac-
curacy of the grading system or 
compare these guidelines to other 

specialty guidelines. 

Interpretation for  
Patient Care

Though the AUA has estab-
lished a robust system for sys-
tematic review of the literature 
and a panel of experts to com-
pose guidelines, most statements 
are not backed by high-grade ev-
idence. Further research is nec-
essary to provide evidence basis 
for these statements and to im-
prove physician compliance with 
guidelines. STOP

“ Statements for 
oncologic topics 
were more likely 
to have Grade 
A or Grade B 
evidence.”

Rural Hospital For-Profit Status and Inpatient 
 Hematuria Evaluation With Commercial Insurance 
Ian Berger, MD, MSHP
Duke University School of Medicine,  
Durham, North Carolina

Vishnukamal Golla, MD, MPH
Duke University School of Medicine,  
Durham, North Carolina 
Durham Veterans Affairs Health Care System, 
Durham, North Carolina 
Duke University National Clinician Scholars  
Program, Durham, North Carolina

Marcelo Cerullo, MD, MPH
Duke University School of Medicine,  
Durham, North Carolina 
Durham Veterans Affairs Health Care System, 
Durham, North Carolina 
Duke University National Clinician Scholars  
Program, Durham, North Carolina

Yuqi Zhang, MD, MHS
Durham Veterans Affairs Health Care System, 
Durham, North Carolina 
Duke University National Clinician Scholars  
Program, Durham, North Carolina 
Yale University School of Medicine, New Haven, 
Connecticut

Michael E. Lipkin, MD, MBA
Duke University School of Medicine,  
Durham, North Carolina

Gary J. Faerber, MD
Duke University School of Medicine,  
Durham, North Carolina

Charles D. Scales Jr, MD, MSHS
Duke University School of Medicine,  
Durham, North Carolina 
Duke University National Clinician Scholars  
Program, Durham, North Carolina 
Duke Clinical Research Institute, Duke University 
School of Medicine, Durham, North Carolina

Deborah R. Kaye, MD, MS
Duke University School of Medicine,  
Durham, North Carolina 
Duke Clinical Research Institute, Duke University 
School of Medicine, Durham, North Carolina 
Duke Cancer Institute, Duke University School of 
Medicine, Durham, North Carolina 
Margolis Center for Health Policy, Duke University, 
Durham, North Carolina

Berger I, Golla V,  Cerullo M, 
et al. Association of rural hospi-
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2023;10(2):131-137.

Study Need and 
Importance

Rural patients have limited ac-
cess to urological care and are 
vulnerable to high local prices. 
However, little is known about 
inpatient price variation for com-
mon urological conditions, such as 
hematuria.

What We Found
Twenty percent of all hospi-

tals published complete price in-
formation for intermediate- and 

high-risk hematuria evaluation. 
We found that for-profit hospitals 
were associated with 88% higher 
prices for intermediate-risk and 
58% higher prices for high-risk 
evaluation compared to non-profit 
hospitals. The Figure shows each 
hospital price by ownership type. 
Furthermore, rural for-profit status 
was independently associated with 
even higher price for both inter-
mediate- and high-risk evaluations 
which was not explained by rural 
or for-profit status alone.
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Figure. Individual mean hospital prices for full intermediate-risk (A) and high-risk (B) evaluation. 

ANALYSIS OF THE AUA GUIDELINES
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Limitations
Our data cannot account for 

outpatient prices of the compo-
nents of hematuria evaluation. 
Additionally, data are likely 
missing in a nonrandom pattern 
from hospitals that choose to not 
report prices. We cannot differ-
entiate between hospitals that do 
not report prices and hospitals 
that do not have urological ser-
vices available.

Interpretation for Patient 
Care

Prices for the components of in-
patient hematuria evaluations are 
higher at for-profit hospitals com-
pared to not-for-profit hospitals. 
Rural residents undergoing hema-
turia evaluations may face particu-
larly high prices at local facilities, 
especially if they receive care at 
for-profits. While the effect of price 
variation on patient behavior re-

mains unknown, high prices may 
dissuade individuals from under-
going evaluation and contribute 
to disparities. Though our study 
shows a difference of inpatient 
pricing for the components of he-
maturia evaluation, future research 
should compare inpatient and out-
patient prices for rural residents. 
This information may further guide 
patients about where best to re-
ceive care. STOP

“ Prices for the 
components 
of inpatient 
hematuria 
evaluations are 
higher at for-profit 
hospitals compared 
to not-for-profit 
hospitals.”

RURAL HOSPITAL FOR-PROFIT STATUS
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Study Need and 
Importance

PSA monitoring is an import-
ant indicator of treatment response 
and progression following defin-
itive therapy. Although PSA has 
been investigated in men with 

nonmetastatic castration-resistant 
prostate cancer (nmCRPC), the 
relationship between PSA decline, 
nadir PSA during treatment, and 
survival outcomes has not been ful-
ly elucidated.

What We Found 
In enzalutamide-treated men, PSA 

declines of <50%, ≥50% to <90%, 
≥90% with nadir ≥0.2 ng/mL, and 

≥90% with nadir <0.2 ng/mL were as-
sociated with median metastasis-free 
survival in months of 22.1, 34.2, 36.6, 
and not reached, respectively, and 
overall survival in months of 40.8, 54.4, 
64.3, and not reached, respectively. In 
other words, PSA declines of ≥50% to 
<90%, ≥90% with nadir ≥0.2 ng/mL,  
and ≥90% with nadir <0.2 ng/mL  
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Figure. Visual abstract of study.

Nadir Prostate-specific Antigen as an Independent Predictor of Survival Outcomes:
A Post Hoc Analysis of the PROSPER Randomized Clinical Trial

Study objective:A post hoc analysis of the PROSPER trial to evaluate the relationship between depth of PSA decline and clinical outcomes in enzalutamide-treated men with nmCRPC

Methodology Key findings

Conclusion: There was a significant correlation between greater depth of posttreatment PSA decline and improved clinical outcomes,
suggesting a previously under-appreciated relationship between changes in PSA levels and clinical outcomes in nmCRPC

Abbreviations: ADT = androgen deprivation therapy; nmCRPC = nonmetastatic castration-resistant prostate cancer; PSA = prostate-specific antigen.
Hussain M et al. Nadir Prostate-specific Antigen as an Independent Predictor of Survival Outcomes: A Post Hoc Analysis of the PROSPER Randomized Clinical Trial. Sponsored by Pfizer Inc. and Astellas Pharma, Inc., the co-developers of enzalutamide.
Editorial support funded by the sponsors was provided by Kirstie Anderson and Lauren Rainer of Onyx (a Prime Global agency). Copyright ©2021. All rights reserved.

Study endpoints
Metastasis-free survival (primary endpoint) and overall survival
(secondary endpoint) were evaluated by four mutually exclusive
subgroups defined by PSA decline from baseline:

• <50% (reference group)

• ≥50% to <90%

• ≥90%, PSA nadir ≥0.2 ng/mL

• ≥90%, PSA nadir <0.2 ng/mL

Compared with the reference group (<50% PSA decline; n = 131):
• Metastasis-free survival was significantly associated with depth of PSA decline in
enzalutamide-treated men

• Overall survival was significantly associated with depth of PSA decline in enzalutamide-treated men

• Men with nmCRPC
• Rapidly rising PSA levels
• Men without postbaseline
PSA data were excluded

Placebo + ADT
n = 457

Enzalutamide
160 mg/day + ADT

n = 905

2:1

PSA decline from baseline (enzalutamide-treated men)

≥50% to <90%
(n = 189)

≥90%, PSA nadir
≥0.2 ng/mL (n = 242)

≥90%, PSA nadir
<0.2 ng/mL (n = 343)

Reduced risk
of metastasis

62%
P = .003

78%
P < .001

90%
P < .001

Reduced
risk of death

57%
P < .001

75%
P < .001

89%
P < .001

Study objb ectivevv :A post hoc analysis of the PROSPER trial to evaluate the rerr lationship betwtt een depth of PSA decline and clinical outcomes in enzalutamide-trerr atedmen with nmCRPC

Conclusion: There was a significant correlation between greater depth of posttreatment PSA decline and improved clinical outcomes,
suggesting a previously under-appreciated relationship between changes in PSA levels and clinical outcomes in nmCRPC

Abbreviations: ADT = androgen deprivation therapy; nmCRPC = nonmetastatic castration-resistant prostate cancer; PSA = prostate-specific antigen.
Hussain M et al. Nadir Prostate-specific Antigen as an Independent Predictor of Survivrr al Outcomes: A Post Hoc Analysyy is of the PROSPER Randomized Clinical Trial. Sponsored by Pfizer Inc. and Astellas Pharma, Inc., the co-developers of enzalutamide.
Editorial support funded by the sponsors was provided by Kirstie Anderson and Lauren Rainer of Onyxyy (a Prime Global agency). Copyright ©2021. All rights reservrr ed.
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• ≥90%, PSA nadir <0.2 ng/mL

Compared with the reference group (<50% PSA decline; n = 131):
• Metastasis-free survival was significantly associated with depth of PSA decline in
enzalutamide-treated men

• Overall survival was significantly associated with depth of PSA decline in enzalutamide-treated men

• Men with nmCRPC
• Rapidly rising PSA levels
• Men without postbaseline
PSA data weww rerr excluded

Placebo + ADT
n = 457
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n = 905

2:1

PSA decline from baseline (enzalutamide-treated men)

≥50% to <90%
(n = 189)

≥90%, PSA nadir
≥0.2 ng/mL (n = 242)

≥90%, PSA nadir
<0.2 ng/mL (n = 343)

Reduced risk
of metastasis P = .003 P < .001 P < .001

Reduced
risk of death P < .001 P < .001 P < .001
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were associated with 62%  
(P = .003), 78%, and 90% (both  
P < .001) reduced risk of metastasis, 
respectively, and with 57%, 75%, 
and 89% (all P < .001) reduced risk 
of death, respectively, vs <50% de-
cline (see Figure).

Limitations
Study limitations included that 

the analyses were not prespecified 
in the protocol or post hoc, and 
thus the results should be consid-

ered exploratory and interpreted 
with caution. Additionally, the 
ability of next-generation imaging 
to detect metastases below the limit 
of detection for PSA may redefine 
the current definitions of nmCRPC 
and metastasis-free survival.

Interpretation for Patient 
Care

The relationship between PSA 
dynamics (eg, absolute and percent 
change) and survival outcomes 

suggests a potential to guide mon-
itoring and treatment decisions, 

manage expectations of treatment 
efficacy, and serve as a prognostic 
tool in nmCRPC. It is important to 
note not only the prognostic value 
of these findings, but also the val-
ue for clinicians in personalizing 
intensity of follow-up, imaging, 
clinical trial referral, and interven-
tion for those with poor therapeu-
tic response. Men with lesser PSA 
declines should warrant closer 
monitoring including radiographic 
studies. STOP

NADIR PROSTATE-SPECIFIC ANTIGEN AS A PREDICTOR OF SURVIVAL OUTCOMES
Arrow-right Continued from page 19

“ PSA monitoring 
is an important 
indicator of 
treatment response 
and progression 
following definitive 
therapy.”




