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Robotic Kidney Transplant: A New Horizon
Alberto Piana, MD
Fundació Puigvert, Autonomous University of  
Barcelona, Spain  
San Luigi Gonzaga Hospital, University  
of Turin, Italy

Andrea Gallioli, MD
Fundació Puigvert, Autonomous University of  
Barcelona, Spain

Angelo Territo, MD, PhD
Fundació Puigvert, Autonomous University of  
Barcelona, Spain

Pietro Diana, MD
Fundació Puigvert, Autonomous University of  
Barcelona, Spain

Alberto Breda, MD, PhD
Fundació Puigvert, Autonomous University of 
Barcelona, Spain

Robot-assisted kidney transplan-
tation (RAKT) has been proven 
feasible and effective. The Eu-
ropean Association of Urology– 
Robotic Urology Session working 
group has shown solid results in 
the living donor setting in terms 
of surgical success and graft func-
tion.1–4 Moreover, the feasibility of 
this technique for deceased donor 
graft recipients has been already 
been proven.5 However, despite its 
success, there are still limitations to 
RAKT including the maintenance 
of the graft temperature during re-
warming time and, secondly, the 
presence of atheromatic plaques in 
the recipients’ iliac vessels. 

Graft hypothermia during vascu-
lar anastomosis is crucial to preserve 
postoperative graft function, and up 
to now it is typically maintained by 
placing ice slush on a gauze jacket 
that surrounds the kidney before 
its positioning in the operative field 
and additional intermittent inser-
tion of ice slush in the abdominal 
cavity. This technique may be sub-
optimal because of the nonconstant 
graft temperature and the risk of il-
eus due to the continuous intra-ab-
dominal ice melt flowing.

To overcome this first limitation, 
we developed a Cold Ischemia De-
vice (CID) according to the Idea, 
Development, Exploration, Assess-
ment, Long-term Study (IDEAL) 
model for surgical innovation, with 
the aim to maintain a low (<20°C) 
and constant graft temperature 
during the whole rewarming time.6 
In collaboration with Grena Ltd, in 
the IDEAL phase 0, we developed 

a jacket composed of 2 plastic lay-
ers connected to an inflow and out-
flow tube, where the saline solution 
flows in a circuit fashion thanks to a 
peristaltic pump (fig. 1). A window 
through which the graft vessels can 
be exposed allows performance of 
the anastomosis. The device was 
tested in an ex vivo setting to assess 
its cooling performance and to be 
compared to the standard gauze 
jacket technique using animal kid-
neys. Then, in collaboration with 
Orsi Academy (Belgium), CID 
was effectively employed in an in 
vivo animal model to simulate the 
real-life setting maintaining a con-
stant low temperature of the graft. 
Finally, in the IDEAL phase 1, the 
device was employed in human 
open and RAKT demonstrating 
the effectiveness in keeping the 
graft at a low and constant tem-
perature throughout the rewarm-
ing time without any modification 
in the standard surgical technique 
(fig. 2). This device will allow the 
surgeon to include cases that may 
need a longer rewarming time 
(>50 minutes), such as more com-
plex cases,7,8 and extend the teach-

ing programs in both kidney trans-
plantation and RAKT maintaining 
the safety of the procedures.9

The second limitation regards 
the feasibility of the robotic ap-
proach in recipients who pres-
ent with atherosclerotic plaques 
due to a chronic vascular disease 
caused by chronic renal dysfunc-
tion and long-term dialysis. Un-
like the open approach, where 
the arterial plaques can be felt by 
the surgeon, in minimally inva-
sive surgery the lack of the haptic 
feedback limits its application due 
to an unsafe vascular clamping 
and arteriotomy. The transplant 
unit of Fundació Puigvert, in col-
laboration with the University of 
Turin and Medics3D (Turin, Italy), 
employed the 3- dimensional (3D) 
imaging virtual reconstruction of 
conventional computerized tomog-
raphy scan images with the aim to 
guide the surgeon during vascular 
clamping and arteriotomy using 
augmented reality (AR). This tech-
nology allows the surgeon to lo-
cate the  arterial plaques and avoid 

Figure 1. A, absolute values in temperature at each timepoint (IDEAL phase 2a). B, absolute values 
in temperature at each timepoint (IDEAL phase 2b). C, graphic representation of refrigerating circuit 
through which saline flows in a closed system thanks to silicone tubes connected to a peristaltic 
pump and saline reservoir filling space between 2 thin films refrigerating graft.

Figure 2. A, Final version of cooling system, consisting of 2 layers of a thin film sealed in such a 
way that channels are created and fluid can pass from one end of the jack to other. B, after filling, 
wall thickness increases to about 1 cm. CID used in open kidney transplantation before carrying out 
vascular anastomosis. C, once kidney is perfused (at end of vascular anastomosis), device is removed. 
RAKT with CID showing thermal probe used for temperature measurement (D) and kidney reperfusion 
and device removal (E).

NEW TECHNOLOGIES

“ The feasibility of 
this technique for 
deceased donor 
graft recipients 
has been already 
been proven.”

Arrow-right Continued on page 4
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them during the procedure. In the 
IDEAL phase 0, the 3D virtual 
models of the iliac vessels, together 
with their plaques, were obtained 
from computerized tomography. 
These models were printed and 
compared to the real anatomy of 
patients during open transplanta-
tion by real-time haptic feedback 
to verify the correspondence. Then 
the 3D models obtained from pa-
tients without plaques were super-
imposed using AR on the surgi-
cal field thanks to the augmented 
reality system for Super Imposed 
Image Guided Surgery (SIIGS™), 
integrated on the robotic console 
software, to check the anatomical 
correspondence during the arterial 
clamping and arteriotomy (fig. 3). 
Finally, in IDEAL phase 1, we test-
ed the AR on a patient with iliac 
artery plaques (fig. 4). The 3D-AR 
enabled us to safely clamp the ar-

tery in the correct position and to 
find the portion to correctly and 
safely perform the arteriotomy. 
This technology aims to expand 
the indication for RAKT to patients 
with atheromatic vascular disease 
improving the surgical safety of the 
robotic approach in this setting.

Despite the success of RAKT, 
the robotic approach is still far 
from being considered the standard 

technique, due to its limited use 
in deceased donors and the need 
for a good experience in robotic 
surgery. The recent technological 
 advancements can expand the indi-
cation for RAKT to a larger number 
of patients including the recipients 
of graft coming from deceased do-
nors. Thus, the robotic approach is 
rapidly passing from an experimen-
tal technique to the new horizon in 
kidney transplantation. STOP

1. Territo A, Gausa L, Alcaraz A et al: European 
experience of robot-assisted kidney transplan-
tation: minimum of 1-year follow-up. BJU Int 
2018; 122: 255.

2. Musquera M, Peri L, Ajami T et al: Robot-assist-
ed kidney transplantation: update from the Eu-
ropean Robotic Urology Section (ERUS) series. 
BJU Int 2021; 127: 222.

3. Prudhomme T, Beauval JB, Lesourd M et al: 
Robotic-assisted kidney transplantation in obese 
recipients compared to non-obese recipients: the 
European experience. World J Urol 2021; 39: 
1287.

4. Nataraj SA, Zafar FA, Ghosh P et al: Feasibil-
ity and functional outcome of robotic assisted 
kidney transplantation using grafts with multi-
ple vessels: comparison to propensity matched 
contemporary open kidney transplants cohort. 
Front Surg 2020; 7: 51.

5. Vignolini G, Greco I, Sessa F et al: The Uni-
versity of Florence technique for robot-assisted 
kidney transplantation: 3-year experience. Front 
Surg 2020; 7: 583798. 

6. Territo A, Piana A, Fontana M et al: Step-by-
step development of a cold ischemia device for 
open and robotic-assisted renal transplantation. 
Eur Urol 2021; https://doi.org/10.1016/j.euru-
ro.2021.05.026.

7. Breda A, Diana P, Territo A et al: Intracorpo-
real versus extracorporeal robot-assisted kidney 
autotransplantation: experience of the ERUS 
RAKT working group. Eur Urol 2021; https://
doi.org/10.1016/j.eururo.2021.07.023.

8. Siena G, Campi R, Decaestecker K et al: Ro-
bot-assisted kidney transplantation with region-
al hypothermia using grafts with multiple vessels 
after extracorporeal vascular reconstruction: re-
sults from the European Association of Urology 
Robotic Urology Section Working Group. Eur 
Urol Focus 2018; 4: 175.

9. Gallioli A, Territo A, Boissier R et al: Learning 
curve in robot-assisted kidney transplantation: 
results from the European Robotic Urological 
Society Working Group. Eur Urol 2020; 78: 239.

ROBOTIC KIDNEY TRANSPLANT
Arrow-right Continued from page 3

Figure 4. 3D model superimposition using augmented reality in a patient with plaques.

“ The recent 
technological 
advancements 
can expand the 
indication for 
RAKT to a  
larger number  
of patients.”

Figure 3. 3D model superimposition using augmented reality in patients without plaques.

Novel Imaging and Technology Advancements for  
Obtaining and Teaching PCNL Access 
Pengbo Jiang, MD
University of California, Irvine

Jaime Landman, MD, FRCS
University of California, Irvine

The first reported percutane-
ous access of the kidney was per-
formed by Dr. Willard Goodwin in 
1955 during a renal arteriogram, 
whereby the needle was placed 
into the collecting system of a hy-
dronephrotic kidney. Two decades 

later, in 1976, Drs. Fernström and 
Johansson described their removal 
of renal calculi through a percuta-
neous tract, thereby performing 
the first percutaneous nephrolitho-
tomy (PCNL).1 As PCNL gained 
popularity, it was realized that re-
nal access was the most challenging 
portion of the case for the urologist. 
As of 2017, interventional radiolo-
gists gained percutaneous renal ac-
cess in nearly half of PCNL cases. 

Interventional radiologist access 
for PCNL remains a challenge 
as Metzler and colleagues have 
demonstrated that interventional 
radiologist-gained access PCNLs  
were associated with a longer 
length of stay, and more readmis-
sion, transfusions and secondary 
stone procedures.2

Traditional PCNL access in-
volves the use of fluoroscopy and 
different techniques are described 

in the literature, including mono-
planar access, biplanar access, 
bulls-eye technique and triangula-
tion technique.3 Given concerns of 
radiation exposure for the patient 
and staff and increasing respect 
for the ALARA (As Low As Rea-
sonably Achievable) principle, the 
use of ultrasonography has gained 
popularity. Ultrasound access is 

Arrow-right Continued on page 5
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NOVEL IMAGING AND TECHNOLOGY
Arrow-right Continued from page 4

“ Virtual and 
augmented 
reality have been 
utilized to enhance 
renal access 
by improving 
the surgeon’s 
understanding 
of the target 
anatomy.”

further simplified with the use of 
renal guide attachments which al-
low the surgeon to visualize the 
needle track. In a recent review of 
ultrasound vs fluoroscopy Corrales 
and co-workers concluded there 
were no significant differences in 
success, bleeding, operative time, 
complications or length of stay 
between fluoroscopy and ultra-
sound-based accesses.4

Use of conventional techniques 
with fluoroscopy and/or ultraso-
nography can be challenging to 
access the desired target calyx, 
especially in a nondilated system. 
As such, endoscopic guided per-
cutaneous renal access was devel-
oped, which resulted in decreased 
fluoroscopy time and needle pass-
es. However, this technique does 
require the use of an assistant to 
hold the endoscope.5 While the ret-
rograde renal access approach was 
initially described by Lawson et al 
in 1983,6 it was not widely adopted 
due to concerns of needle control. 
However, recent adaptations using 
a holmium laser fiber to facilitate 
laser exit of the body has rekindled 
interest in the topic.7  

Additional efforts utilizing a 
combination of ultrasound and 
fluoroscopy have been described. 
Laser direct alignment radiation 
reduction technique is a combined 
fluoroscopy/ultrasonography tech-
nique which utilizes a laser from 
the image intensifier to direct the 
placement of a specialized needle 
with an enlarged hub.8 Other com-
bination imaging techniques also 
incorporate the use of endoscopic 
guidance. Computerized tomog-
raphy based renal access has also 

been described for complex cases 
in which conventional techniques 
have failed, but results in signifi-
cantly greater radiation exposure.9

Virtual and augmented reality 
have been utilized to enhance renal 
access by improving the surgeon’s 
understanding of the target anat-
omy. Rassweiler and colleagues 
described their use of iPad-assist-
ed percutaneous access.10 This 
requires computerized tomogra-
phy performed in the prone posi-
tion with additional external skin 
markers which are used by a com-
puter algorithm to produce aug-
mented-reality enhanced images 
displayed on the iPad®. Further 
efforts were described by Parkho-
menko and co-workers with the 
use of immersive virtual reality 
(VR) renal models as a preopera-
tive planning tool for PCNL.11 VR 
models of each case were created 
using the computerized tomogra-
phy images, thereby allowing the 
surgeon to view and interact with 
the renal anatomy using immersive 
VR headsets. Figures 1 and 2 show 
examples of immersive VR mod-
els. Overall, in their initial expe-
rience they found that immersive 
VR improved the surgeon’s under-

standing of the renal anatomy and 
decreased fluoroscopy time and 
blood loss.11

Initial efforts utilizing robotic 
percutaneous access to the kidney 
were described by Dr. Kavoussi 
in 1998.1 Recent endeavors such 
as the automated needle targeting 
with x-ray described by Oo and 
colleagues is a computer-assisted 
navigation system to guide needle 
placement.12 Further advancements 
utilizing an electromagnetic (EM) 
guidance system (Auris Health, 
Redwood City, California) hold 
significant promise to decrease 
the learning curve of percutane-
ous access and minimize radiation. 
EM guidance allows for real-time, 
 3-dimensional targeting by uti-
lizing a targeting beacon that is 
passed through the working chan-
nel of the ureteroscope. Using this 
system, inexperienced surgeons 
were able to achieve similar suc-
cess rates as experts.13 Currently 
Auris has commercialized a similar 
EM-based system which is being 
utilized in bronchoscopic clinical 
practice, and it is feasible that this 
technology could be adapted and 
introduced into urological practice 
for needle targeting in the near fu-
ture, thus facilitating needle access.

The aforementioned efforts 
highlight the progression of PCNL 
access and the impact of ever evolv-
ing technologies. The ideal PCNL 
access method is one that has a low 
learning curve, and provides precise 
and efficient targeting with real-time 
feedback and guidance while min-
imizing or eliminating radiation 
exposure. An EM guidance system 
that allows for real-time, 3-dimen-
sional targeting shows the greatest 
promise for achieving this ideal. STOP

1. Patel SR and Nakada SY: The modern history 
and evolution of percutaneous nephrolithotomy. 
J Endourol 2015; 29: 153.

2. Metzler IS, Holt S and Harper JD: Surgical 
trends in nephrolithiasis: increasing de novo renal 
access by urologists for percutaneous nephroli-
thotomy. J Endourol 2021; 35: 769.

3. Kyriazis I, Liatsikos E, Sopilidis O et al: Europe-
an Section of Urotechnology educational video 
on fluoroscopic-guided puncture in percutane-
ous nephrolithotomy: all techniques step by step. 
BJU Int 2017; 120: 739.

4. Corrales M, Doizi S, Barghouthy Y et al: Ultra-
sound or fluoroscopy for percutaneous nephro-
lithotomy access, Is there really a difference? A 
review of literature. J Endourol 2021; 35: 241.

5. Khan F, Borin JF, Pearle MS et al: Endoscopical-
ly guided percutaneous renal access: “seeing is 
believing.” J Endourol 2006; 20: 451.

6. Lawson RK, Murphy JB, Taylor AJ et al: Retro-
grade method for percutaneous access to kidney. 
Urology 1983; 22: 580.

7. Uribe CA, Osorio H, Benavides J et al: A new 
technique for percutaneous nephrolithotomy 
using retrograde ureteroscopy and laser fiber to 
achieve percutaneous nephrostomy access: the 
initial case report. J Endourol Case Rep 2019; 
5: 131.

8. Khater N, Shen J, Arenas J et al: Bench-top 
feasibility testing of a novel percutaneous renal 
access technique: the laser Direct Alignment 
Radiation Reduction Technique (DARRT). J En-
dourol 2016; 30: 1155.

9. Nguyen D-D, Luo JW, Tailly T et al: Percutane-
ous nephrolithotomy access: a systematic review 
of intraoperative assistive technologies. J Endou-
rol 2019; 33: 358.

10. Rassweiler JJ, Müller M, Fangerau M et al: 
 iPad-assisted percutaneous access to the kidney 
using marker-based navigation: initial clinical 
experience. Eur Urol 2012; 61: 628.

11. Parkhomenko E, O’Leary M, Safiullah S et al: 
Pilot assessment of immersive virtual reality re-
nal models as an educational and preoperative 
planning tool for percutaneous nephrolithotomy. 
J Endourol 2019; 33: 283.

12. Oo MM, Gandhi HR, Chong KT et al: Auto-
mated needle targeting with x-ray (ANT-X)—ro-
bot-assisted device for percutaneous nephroli-
thotomy (PCNL) with its first successful use in 
human. J Endourol 2021; 35: e919.

13. Borofsky MS, Rivera ME, Dauw CA et al: Elec-
tromagnetic guided percutaneous renal access 
outcomes among surgeons and trainees of dif-
ferent experience levels: a pilot study. Urology 
2020; 136: 266.

Figure 1. Immersive VR model of staghorn 
calculus: anterior view.

Figure 2. Immersive VR model of staghorn 
calculus: posterior view.

“ Immersive 
VR improved 
the surgeon’s 
understanding of 
the renal anatomy 
and decreased 
fluoroscopy time 
and blood loss.”

“ The ideal PCNL 
access method 
is one that has 
a low learning 
curve, and 
provides precise 
and efficient 
targeting with 
real-time feedback 
and guidance 
while minimizing 
or eliminating 
radiation 
exposure.”
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Focal Therapy for Intermediate and High-Risk  
Prostate Cancer: Ready for Prime Time?
Bruno Nahar, MD
University of Miami Miller School of Medicine, 
Florida

Dipen J. Parekh, MD
University of Miami Miller School of Medicine, 
Florida

Localized prostate cancer (PCa) 
has been traditionally managed 
with whole gland treatment in the 
form of surgery or radiation. Focal 
therapy (FT) has recently gained 
popularity as an alternative option 
for patients who are willing to mini-
mize side effects common to radical 
treatment, such as urinary incon-
tinence, erectile dysfunction and 
bowel related side effects. While 
prostate cancer is mostly multifocal 
by nature, FT relies on the concept 
that only some foci within the pros-
tate drive tumor progression and 
risk of metastasis.1 By targeting the 
so-called  index lesion(s) and pre-
serving the surrounding healthy 
tissue, FT significantly reduces side 
effects with acceptable mid-term 
cancer control in carefully selected 
patients. A wide variety of energy 
sources are currently available, in-
cluding but not limited to high in-
tensity focused ultrasound (HIFU), 
cryotherapy, irreversible elec-
troporation, focal laser ablation, 
photodynamic therapy and focal 
brachytherapy. 

Patient Selection: Who Is 
the Ideal Candidate?

Patient selection and disease 
localization are essential for the 
success of FT. While early adopt-
ers offered FT to low-risk patients, 
contemporary studies have shown 
a shift toward the treatment of se-
lected intermediate and high-risk 
patients.2 Multiparametric magnetic 
resonance imaging (MRI) has prov-
en to be the best imaging modality 
to detect clinically significant cancer 
in the prostate. Moreover, MRI also 
allows us to perform MRI-guided 
biopsy of any suspicious lesion and, 
in combination with systematic bi-
opsies, can significantly reduce the 
risk of under sampling and upgrade 
at radical prostatectomy.3 

An International Delphi Con-
sensus Project in 2017 recom-

mended FT for men with low to 
intermediate-risk prostate cancer, 
including men with small volume 
Gleason 4+3 disease.4 A single 
core with small volume (≤1 mm) 
Gleason 3+3=6 in the untreated 
area is acceptable. Consensus 
was not reached for patients with 
high-risk PCa. We at our center 
offer FT under an institutional 
review board-approved proto-
col for carefully selected patients 
with high-risk PCa who have an 
identifiable lesion on the MRI 
and no more than 2 cores of 
Gleason 8 disease or higher (see 
figure).5 

Current Evidence: 
Functional and Oncologic 
Outcomes

Most contemporary data on FT 
comes from prospective cohort 
studies. Among all energy sourc-
es available in FT, HIFU and 
cryotherapy remain the 2 most 
studied, yet the only randomized 
controlled trial (RCT) compared 
photodynamic therapy to active 
surveillance in low-risk patients. 
While there is robust evidence in 
the literature showing the benefits 
of FT in terms of functional out-
comes, only recently mid-term 
data on oncologic control became 
available. 

Guillaumier et al published the 
largest multisite HIFU study with 
the longest followup.6 They inves-
tigated 625 patients with a mean 
followup of 56 months, of whom 
84% were intermediate or high 
risk. Failure-free survival (FFS) at 
5 years was 88% and 84% for inter-
mediate and high risk, respective-
ly. Among those with high grade 
cancer (Gleason >8), FFS was 89% 
and 59% at 3 and 5 years, respec-
tively. 

Similar findings were pub-
lished by Shah et al.7 The authors 
analyzed 122 men with interme-
diate (79%) and high-risk cancer 
(21%) who underwent cryother-
apy for localized PCa. FFS at 3 
years was 93.3% and 84.7% for 
intermediate and high-risk pa-
tients, respectively. 

What if Focal Therapy 
Fails?

One of the main challenges in 
FT is followup and surveillance 
posttreatment. Patients should be 
monitored for residual cancer in 
the treated area and for de novo 
cancer in the untreated area. While 
prostate MRI plays an important 
role in diagnosing in-field recur-
rences and identifying new suspi-
cious lesions, prostate biopsies are 
still considered the standard of care 
to confirm failure. Several salvage 
options are available. There is a 
general consensus that patients with 
low-risk cancer might be offered ac-
tive surveillance, whereas definitive 
treatment with surgery, radiation 
or repeat FT is recommended for 
intermediate and high-risk disease. 
However, an important concern 
is whether FT compromises the 
quality of salvage treatment. Un-
fortunately, most studies on man-
agement of post-ablation failures 
are retrospective with small sample 
sizes. Nonetheless, salvage radical 
prostatectomy after FT appears to 
be safe with acceptable functional 
and oncologic outcomes as com-
pared to primary treatment.8

Ongoing Trials
Over the past decade, FT has 

been extensively studied, but 
more high quality evidence is 

needed to determine oncologic 
benefits over radical treatment. 
A well-known barrier for surgical 
trials  is recruitment, particular-
ly when treatments offered have 
markedly different outcomes, 
such as FT and radical prostatecto-
my or radiation therapy. Most on-
going RCTs are being performed 
in Europe,  due to specific charac-
teristics of their universal health 
care systems.  PART (Partial Ab-
lation Versus Radical Prostatec-
tomy Trial) is a feasibility study 
that provided important insights 
into potential barriers of recruit-
ment and concluded that an RCT 
in this setting is feasible.9 Several 
ongoing trials are now comparing 
FT to standard of care. CHRO-
NOS is a phase 2 multi-arm study 
that will randomize around 1,250 
patients with intermediate or 
high-risk cancer to either radical 
therapy (surgery or radiation) or 
FT in 1 of the study arms.10 The 
primary end point of the study is 
progression-free survival.  HIFU-
SA is a phase 3 RCT comparing 
FT to active surveillance in pa-
tients with low-risk prostate can-
cer with a primary end point of 
proportion of patients who need 
radical therapy. FT is also being 
studied in patients with newly di-
agnosed metastatic prostate can-
cer as part of local cytoreductive 
treatment. IP2-Atlanta is a 3-arm 
RCT that will compare standard 

Figure. A, pre-HIFU MRI shows suspicious area with focal enhancement of contrast on dynamic con-
trast enhancement. MRI-ultrasound fusion biopsy revealed high grade prostate cancer in 2 targeted 
cores. All other cores were negative for cancer. Patient underwent right quadrant HIFU ablation.  
B, post-HIFU MRI shows necrotic cavity with absence of contrast enhancement on dynamic contrast 
enhancement consistent with complete ablation of targeted area.

Arrow-right Continued on page 7
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of care (SOC) vs FT + SOC vs 
radical prostatectomy or radia-
tion therapy + SOC.

Future Directions
FT has emerged as a promising 

treatment option for men with lo-
calized PCa who are willing to 
preserve quality of life. Current 
available data show excellent func-
tional outcomes with acceptable 
mid-term cancer control. How-
ever, some limitations need to be 
addressed before FT becomes 
widely available outside clinical 

trials. We need better imaging and 
navigational technology and bet-
ter mapping of the PCa, to reduce 
both in-field and out-of-field re-
currences. New technologies such 
as prostate specific membrane an-
tigen  positron emission tomogra-
phy/computerized tomography or 
micro-ultrasound may help us in 
selecting patients who are eligible 
for FT. 

High quality evidence and lon-
ger followup are still needed to 
prove oncologic efficacy. Results 
of ongoing trials are highly awaited 
and might provide more clarity on 

the actual role of FT in the manage-
ment of PCa. STOP
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Preclinical Studies Identify a Novel Target for Nerve  
Regeneration and Recovery of Erectile Function  
following Prostatectomy
Kelvin P. Davies, MSc, PhD
Albert Einstein College of Medicine, Bronx, New York

Over the course of their lifetime, 
approximately 15% of all men will 
be diagnosed with prostate cancer, 
with prostatectomy being the most 
commonly employed strategy to 
treat localized prostatic cancer. 
Although the long-term oncologic 
outcomes following prostatecto-
my are good, patients commonly 
suffer postsurgical lower urinary 
tract complications, such as incon-
tinence and erectile dysfunction 
(ED).

The cavernous nerves innervat-
ing erectile tissue are responsible 
for the release of neuronal signals 
that initiate an erection, and their in-
jury during the surgical procedures 
of prostatectomy is believed to be 
a major factor in the development 
of ED. The loss of neuronal signals 
to erectile tissue is accompanied 
by progressive changes in penile 
architecture, involving a decrease 
in the density of nitrergic nerves 
and an increase in apoptosis and 
fibrosis of the cavernous smooth 
muscle. With increasing time, these 
changes become more difficult to 
reverse, such that even when there 
is recovery of nerve integrity, ED 
may persist. Avoiding chronic ED 

following prostatectomy can be 
considered a race between the time 
for functional cavernous nerve re-
generation and permanent changes 
in penile architecture.

Recognizing this, several inves-
tigators have sought to enhance 
nerve regeneration following pros-
tatectomy. The majority of these 
strategies have only been tested 
in animal models, or are prohibi-
tively costly and technically chal-
lenging for widespread clinical use. 
Although none of these treatments 
has yet to be approved by the U.S. 
Food and Drug Administration, 
the majority of these investigations 
demonstrate the feasibility of this 
approach. 

Because microtubules are known 
to play a key role in regulating 
axonal growth, therapeutic strat-
egies that modulate microtubule 
dynamics have been proposed as 
possible treatments to accelerate 
nerve regeneration after injury. Dr. 
David Sharp’s laboratory, in the 
Department of Physiology and Bio-
physics at Albert Einstein College 
of Medicine, has pioneered our 
understanding of the fundamental 
molecular mechanisms that gov-
ern the formation and function of 
the microtubule cytoskeleton and 
in a recent paper identified Fidge-

tin-Like 2 (FL2) gene as a novel 
regulator of microtubule dynamics 
inhibiting axonal growth.1 Genetic 
knockout of FL2 in cultured adult 
dorsal root ganglion neurons re-
sulted in longer axons, which were 
able to cross an inhibitory substrate 
composed of aggrecans (see figure). 
Aggrecans are abundant in glial 
scar tissue, which forms at the site 
of central nervous system injury, 
and are considered to be a major 

impediment to nerve regeneration 
by limiting axonal growth. 

Recognizing that FL2 depletion 
in vitro had positive effects on axo-
nal growth, the investigators went 
on to determine if targeting FL2 
expression in vivo might promote 
peripheral nerve regeneration fol-
lowing injury. For these studies, an 
interdisciplinary collaboration was 

Figure. FL2 knockout attenuates effects of inhibitory cues on growth cone advancement. Images of 
axons (cyan) from control (left) and FL2 knockout (right) adult dorsal root ganglia neurons cultured 
on coverslips coated with stripes of aggrecan (red), an inhibitory substrate that causes regenerating 
axons to turn or retract. Neurites of FL2 knockout neurons that encountered aggrecan were signifi-
cantly more likely to grow through inhibitory stripes. Photograph courtesy of Dr. Lisa Baker and Dr. 
David Sharp.

Arrow-right Continued on page 8
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established with the laboratory of 
Dr. Kelvin Davies (in the Depart-
ment of Urology at Albert Einstein 
College of Medicine), which for 
the past 2 decades has been at the 
forefront of research aimed at un-
derstanding the underlying mecha-
nisms leading to ED. A novel for-
mulation was developed in which 
FL2-siRNA was embedded into 
hardened chondroitin sulfate mi-
crogels. This “wafer-like” material 
adheres to tissue on application 
and slowly dissolves onto the in-
jury site, confining treatments to 
the site of application. This formu-
lation was applied at the site and 
time of bilateral transection of rat 

cavernous nerves, which is a com-
monly used animal model of iat-
rogenic nerve injury. Two weeks 
later, animals treated with FL2- 
siRNA demonstrated significantly 
enhanced nerve regeneration com-
pared to controls. Remarkably, 
there was visible nerve regenera-
tion in 7 out of 8 animals treated 
with FL2-siRNA. Electron micros-
copy confirmed that there was no 
qualitative difference in the myelin 
sheaths of regenerated and unin-
jured nerve tissue. Furthermore, 
electrical stimulation of regenerat-
ed nerves distal to the site of injury 
resulted in a significant erectile re-
sponse. These results demonstrate 

that FL2 depletion at the time of 
cavernous injury results in suffi-
ciently rapid nerve regeneration 
and that any changes in penile ar-
chitecture that occur in this time 
frame are not to a level preventing 
an erectile response.

Overall, these studies identify 
FL2 as a promising therapeutic tar-
get for mitigating neurogenic ED 
after prostatectomy, and potential-
ly to enhance regeneration follow-
ing any type of peripheral nerve 
injury. Dr. Sharp’s group has also 
published studies describing that 
FL2 depletion accelerates the rate 
of wound healing, suggesting there 
could be beneficial pleiotropic ef-

fects that improve patient outcomes 
following the surgical procedures 
of prostatectomy. Investigations 
to support clinical translation of 
these findings are currently ongo-
ing, supported by funding through 
a recently awarded National In-
stitutes of Health small business 
grant (R41 DK112476, Principal 
Investigators: Baker L, Davies KP 
and Sharp D). STOP
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Consumption of marijuana (Can-
nabis sativa) for medical and rec-
reational purposes is rising both 
domestically and globally. In the 
United States, medical use of mar-
ijuana is legal in 33 states, and rec-
reational use has been legalized in 
11 states.  Cannabinoids have 2 ma-
jor categories: exogenous, which 
are plant-based and include THC 
(Δ9-tetrahydrocannabinol), the 
psychoactive component of mari-
juana, and endogenous, which are 
synthesized by various tissues of 
the human body. THC can alter the 
signaling system within spermato-
zoa by competing with endogenous 
cannabinoids at cannabinoid-bind-
ing receptors, potentially resulting 
in negative effects on spermatogen-

esis, sperm function and male fer-
tility.1 Given the unclear impact of 
marijuana on male infertility, there 
is an increasing demand to better 
understand its potential impacts on 
reproductive health.

We designed a prospective, 
cross-sectional study to charac-
terize differences in semen qual-
ity between men who reported 
consumption of marijuana (either 
current or past use) compared to 
 never-users.2 Reproductive age 
men seeking infertility evaluation 
and without discrete identifiable 
cause for their infertility were in-
cluded. A total of 409 men com-
pleted a semen analysis (SA) and 
a reproductive health question-
naire with questions regarding age, 
marijuana use history, including 
frequency and duration, and tobac-
co smoking history. Questions re-
garding current and past marijuana 
consumption were used to classify 
patients as never, current or past 
users. Past use was defined as any 
marijuana use and a ≥3-month 
period of abstinence from mari-
juana consumption at time of SA.  
A single laboratory performed SA 
in accordance with WHO 2010, 
5th edition guidelines.3

Of the men included in our 
study, 174 (43%) reported marijua-
na use. Among marijuana users, 

current and past users comprised 
71 (17%) and 103 (25%) individuals, 
respectively (see figure). The major-
ity of patients had a body mass in-
dex (BMI) ≥25 in all groups; how-
ever, never-users were more likely 
to have a healthy BMI (20–24.99, 
p <0.02; see table). Current users 
were more likely to have below 
WHO reference semen volume 
(p=0.04), and a higher proportion 
were found to have  abnormal strict 
morphology (p <0.001). Marijua-
na never-users were more likely to 
have below WHO reference sperm 
motility when compared with ev-
er-users (p <0.001). 

In multivariate logistic regres-
sion analysis, both current and past 

users demonstrated significantly 
increased odds of having abnor-
mal strict morphology (OR 2.15, 
95% CI 1.21–3.79 and OR 2.26, 
95% CI 1.37–3.73, respectively). 
Current users had significantly 
increased odds of having below 
WHO reference value semen vol-
ume (OR 2.76, 95% CI 1.19–6.42). 
There was a trend toward current 
users having a greater odds of be-
low WHO reference value total 
progressively motile count (OR 
1.71, 95% CI 0.85–3.47); however, 
the significance threshold was not 
met. Current users had significant-
ly reduced odds of having below 

Figure. Flowchart of study participants.

PRECLINICAL STUDIES IDENTIFY A NOVEL TARGET
Arrow-right Continued from page 7
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WHO reference value total motil-
ity (OR 0.47, 95% CI 0.25–0.91). 
However, a  significant difference 
was not found in regard to progres-
sive motility.

Taken together, these findings 
support the hypothesis that marijua-
na has detrimental effects on semen 
quality, with marijuana ever-users 
having greater odds of below WHO 
reference values for strict mor-
phology and semen volume when 
compared to never-users. Howev-
er, contrary to our  prediction, the 
odds of sperm motility being within 
WHO reference values were higher 
among marijuana ever-users com-
pared to never-users. 

Two recent European studies 
similarly describe negative effects 
of marijuana use on semen quali-
ty, including increased risk of poor 
morphology, as well as a reduction 
in median sperm concentration 
and total sperm count.4,5 In con-
trast, Nassan et al published a con-
flicting report that found marijuana 
users had higher mean sperm con-
centration and total sperm count 
compared to nonusers.6 These 
findings are less clinically meaning-
ful given that both means are well 
within the range of normal as de-
fined by WHO 2010. Notably, this 
study did not demonstrate an ap-
preciable difference between nev-
er-smokers and ever-smokers with 
respect to odds of abnormal strict 
morphology.

The prevalence of marijuana 
use among men presenting for 
infertility in our cohort was com-
parable to use within the general 
population in Washington state.7 
Past use was more common than 
current use (25% vs 17%). Current 
users were found to have a two-
fold increased risk of abnormal 
strict morphology. Surprisingly, 
past users had the highest odds of 
deficits in strict morphology, sug-
gesting a possible delayed nega-
tive effect of marijuana. 

Marijuana ever-users demon-
strated a significantly greater 
chance of sperm motility being 
within WHO reference ranges and 
trended toward improved odds of 

normal progressive motility. Spe-
cifically, current-users demonstrat-
ed a twofold increased likelihood 
of sperm motility surpassing WHO 
reference range compared to non-
users. This finding suggests a pos-
sible partially pro-spermatogenic 
effect, the mechanism of which is 
unclear. 

Among past users of mari-
juana, we found a trend toward 
below WHO reference ranges 
for sperm concentration, and an 
almost threefold increased risk 
of low semen volume. These re-
duced parameters can result in 
a relative decline in total motile 
count (TMC), and we did find a 
trend toward abnormal TMC in 
our cohort of marijuana users. 
Given that TMC has been sug-
gested to be one of the most im-
portant indicators for severity of 
infertility, we recommend against 
marijuana use in men trying to 
conceive or with infertility, espe-
cially in those found to have re-
duced TMC.8

Our study is a single-center study 
in a state where marijuana is legal, 
potentially limiting the generaliz-
ability of our findings. However, a 
growing number of states have le-
galized marijuana for both medic-
inal and recreational use, possibly 
expanding the generalizability of 
our results. Another limitation is 
that exposures such as diet, control 
of sleep apnea, exercise frequency 
and duration could not be con-
trolled. Lastly, we did not evaluate 
subjects’ usage of other recreation-
al drugs, which may impact semen 
quality and warrants additional in-
vestigation.

Our investigation builds on lit-
erature supporting the complex 
interactions between marijuana 
and the male reproductive sys-
tem. We found that marijuana 
consumption had a mixed impact 
on sperm quality in men pre-
senting for infertility evaluation.  
Further large-scale randomized 
studies will be important to fully 
understand the association be-

tween marijuana use and male re-
productive health. STOP
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Table. Participant characteristics and semen analysis results

Variables 
WHO Reference 

Ranges 
Current (71 pts, 

17%)
Past 

(103 pts, 25%)
Never (235 pts, 

57%) 
p Value 

Mean yrs age (SD) 34.8 (5.2) 35.0 (5.3) 36.3 (7.4) 0.39

No. mean kg/m2 BMI (%): <0.02 

 <20 2 (2.8)  5 (4.8)  1 (0.4) 

 20-24.99 16 (22.5) 18 (17.5)  67 (28.5) 

 ≥25 53 (74.7) 80 (77.7)  167 (71.1) 

No. current tobacco use (%):  <0.01

 No 44 (62.0)  78 (75.7) 167 (71.1) 

 Yes  26 (36.6) 25 (24.3) 28 (11.9)

 Unknown  1 (1.4) 0 (0.0) 40 (17.0)

Mean vol (SD) 1.5-7.6 ml 3.2 (1.47) 3.13 (1.48) 3.03 (1.55) 0.68

Mean concentration (SD) 15-259 million/ml 98.36 (98.08) 100.15 (92.76) 79.22 (75.07) 0.26

Mean % motility (SD) 40-81 46.04 (21.66) 48.74 (15.91) 49.99 (18.69) 0.25

Mean % progress motility (SD) 31-75 40.83 (19.73) 40.06 (16.67) 41.7 (18.66) 0.85

Mean % strict morphology (SD) 4-48 5.48 (4.19) 3.94 (3.65) 4.79 (4.71) 0.007

Mean TMC (SD) >20 million 145.48 (174.97) 146.3 (150.29) 139 (169.51) 0.95

Mean total progressive motile 
count  (SD)

>12.5 million 128.15 (150.51) 123.59 (134.37) 121.48 (158.67) 0.93
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“ Not surprisingly, 
stented patients 
experience 
significantly 
higher rates of 
irritative lower 
urinary tract 
symptoms (LUTS) 
and pain.”

“ The best course 
is likely to avoid 
stent placement 
entirely after 
uncomplicated 
ureteroscopy.”

Is Stentless Ureteroscopy Truly Possible  
and Who Is the Best Candidate? 
Ojas D. Shah, MD*
Columbia University, New York, New York

Michael L. Schulster, MD
Columbia University, New York, New York

*Consultant/advisor for Ambu, Applaud 
Medical. Consultant/advisor and lecturer, 
Boston Scientific, Coloplast.

With a steady rise in the inci-
dence of stone disease globally, 
there has been a continuing trend 
toward ureteroscopy as the inter-
vention of choice. This is largely 
due to improvements in uretero-
scope size and flexibility, as well as 
advances in laser efficiency, power 
and availability. These factors have 
contributed to improvements in 
stone-free rates and reduced mor-
bidity in a single ureteroscopic pro-
cedure.1

Historically, post-ureteroscopy  
stenting has been the standard of 
care. This has largely been due 
to the assumed benefits in stone 
fragment passage, as well as mit-
igation of postsurgical infection, 
edema and obstruction with anec-
dotal experience to support these 
claims. This long-standing dogma 
has been challenged over the past 
15 years with multiple randomized 
controlled trials and 2 large me-
ta-analyses demonstrating stent-
less uncomplicated ureteroscopy is 
feasible and safe. However, these 
studies also pre-date the advances 
in ureteroscopes (with larger cali-
ber digital and single-use uretero-
scopes), higher power laser tech-
nology, treatment of larger stone 
burdens, and widespread use of 
ureteral access sheaths. There has 
been no demonstrated improve-
ment in stone-free rates, strictures, 
infection or unplanned emergency 
room visits with ureteral stenting 
after “uncomplicated” ureteros-
copy.2,3 Not surprisingly, stented 
patients experience significantly 
higher rates of irritative lower uri-
nary tract symptoms (LUTS) and 
pain. Based on these data, the AUA 
Guidelines provide a strong recom-
mendation (Grade A) that stenting 
may be omitted in uncomplicat-
ed ureteroscopy when no ureter-
ic injury is suspected, no stricture 
or other anatomical impediment 

is identified and in those without 
renal insufficiency and a normal 
contralateral unit.4 However, what 
constitutes “uncomplicated” uret-
eroscopy and which stones are ide-
al for a stentless procedure remain 
open questions. 

Historically, a 2007 study look-
ing at practice patterns of 173 
American urologists shows that 
about two-thirds of urologists 
placed a stent after “routine” 
ureteroscopy more than half the 
time, and 13% placed them all 
the time.5 More recently (after the 
AUA Guidelines), a 2021 prospec-
tive study of 2,544 patients from 
50 centers worldwide demonstrat-
ed a 91.8% stenting rate after ure-
teroscopy.6 Similar results were 
found in a feasibility study of un-
complicated ureteroscopy with 
stents placed 92% of the time.7  

Every urologist has anecdotal-
ly experienced the postoperative 
patient with severe stent colic of-
ten resulting in multiple phone 
calls, prescriptions, and emergen-
cy room visits. At the same time, 
urologists who do not routinely 
place stents following uncompli-
cated ureteroscopy have also ex-
perienced the occasional patient 
where postoperative pain is so sig-
nificant that it may require more 
analgesics, further imaging, hos-
pital observation overnight and/
or return to the operating room 
for stent placement. Significant 
investigation and resources have 
been dedicated to stent design, 
stent material, as well as optimal 
medical regimens to help com-
bat this issue, with few definitive 
solutions. Considering this, the 

best course is likely to avoid stent 
placement entirely after uncompli-
cated ureteroscopy after a preop-
erative discussion with the patient. 
If guidelines support stentless ure-
teroscopy when certain criteria are 
met, then why are urologists plac-
ing so many stents? 

The above studies cite reasons 
for stenting such as ureteric ede-
ma, stone fragment passage and 
“surgeon preference,” noting this 
last indication as broadly variable 
that is difficult to quantify.6 Inter-
estingly, instances where no ure-
teric drainage was preferred were 
in the pre-stented patient, after 
semirigid ureteroscopy without 
flexible ureteroscopy, with opera-
tive times <45 minutes, and when 
dusting technique was used (see 
figure, part A).7  

Meta-analyses draw broad and 
convincing conclusions that stents 
increase pain and LUTS, while 
demonstrating no benefit with re-
gard to outcomes after uncompli-

cated ureteroscopy. However, the 
exact indications as to who is the 
best candidate are more difficult 
to determine. Are there specific 
patient and/or stone characteris-
tics ideal for a stentless ureteros-
copy? A Cochrane review looked 
at this exact question and was 
unable to conduct a subgroup 
analysis with regard to age, gen-
der, stone size, location, flexible 
vs semirigid ureteroscope use and 
sheath placement.8 Looking at 23 
studies, their analysis highlights 

Figure. A, dusting of larger stone fragments with a high-powered laser. B, pulverized stones after 
completion of dusting technique.

Table. Scenarios to consider stentless ureteroscopy

Patient involvement from the beginning—patient accepts small risk of ureteral stone  
fragment(s), edema or obstruction requiring stenting and/or additional pain control

Preoperative alpha-blocker (off-label use should be discussed with patient)

No ureteral access sheath used

Pre-stented ureter

Use of a smaller caliber ureteroscope (eg fiberoptic)

No active ureteral dilation (balloon or serial dilation)

Atraumatic (no significant bleeding, no risk of perforation, no significant abrasions)

Capacious ureter (eg at baseline, reimplanted ureter) 

See sand/dust in ureter and bladder on the way out

Arrow-right Continued on page 11
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performance and detection bias 
as well as study imprecision. Due 
to marked heterogeneity, the au-
thors concluded that while these 
variables may be important ef-
fect modifiers with regard to stent 
placement, definitive conclusions 
cannot be drawn. Considering 
this, it is likely surgeon judg-
ment and experience that deter-
mines which ureteroscopies are 
“uncomplicated” and warrant no 
stent placement afterward. 

The aforementioned and rel-
atively new technique of “dust-
ing,” in which stones are pul-
verized into extremely small 
fragments without extraction and 

often  without use of a  ureteral 
access sheath, has been popu-
larized due to newer available 
high-powered holmium and thu-
lium lasers (see figure, part B). 
This “dusting” technique has 
been shown to have shorter op-
erative times and is an emerging 
potential area of study for stent-
less ureteroscopy.9 

The high rate of stenting af-
ter uncomplicated ureterosco-
py may reflect skepticism of the 
available data or may be more 
for surgeon comfort rather than 
patient. Regardless, stentless ure-
teroscopy is feasible using a se-
lective approach (see table for 

our typical scenarios when we 
perform stentless ureteroscopy); 
however, more rigorous investi-
gation is necessary to determine 
the ideal candidate. STOP
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Pelvic Lymphocele Post-Radical Prostatectomy: How to 
Prevent and How to Treat? 
John W. Davis, MD
MD Anderson Cancer Center, Houston, Texas

Lymphoceles after pelvic surgery 
are essentially trapped collections 
of lymphatic fluid in the extraper-
itoneal space, often involving the 
bladder wall, and can cause symp-
toms including pain, irritation to 
adjacent organs, or infection—or re-
main asymptomatic. Although any 
pelvic surgery can potentially have 
a lymphocele complication and its 
own narrative of incidence and se-
quelae, the prostatectomy model 
is likely the best example to illus-
trate the concepts of how to prevent 
them and how to treat them. 

The best strategy for prevention 
will be to select appropriate patients 
to skip the pelvic lymph node dissec-
tion (PLND) after radical prostatec-
tomy. Selection can be accomplished 
with any number of nomograms 
and generally a 3%–7% threshold of 
positivity.1 Personally, I use the 2018 
Briganti nomogram if a fusion bi-
opsy was performed (https://www.
evidencio.com/models/show/1555) 
and for systematic-only biopsies 
use the Memorial Sloan Kettering 
Cancer Center nomogram. Patients 
selected for PLND should under-
stand that a therapeutic benefit re-
mains unclear,2 but the additional 
staging information may be valued 
for future treatment decisions. The 
trade-offs include additional oper-
ative time and an increased risk of 
lymphocele.2

For patients undergoing a PLND 
(and it should be an extended tem-
plate if you are going to do one at 
all3), the selection of references in 
this article can create a straightfor-
ward management. The first com-
mon decision point will be how to 
secure the lymphatics. For radical 
cystectomy, my mentors general-
ly used Bovie through the tissue 
without clips or ligatures—but less 
risk of a collection with no blad-
der trap a fluid pocket. For a radi-
cal prostatectomy, I have not been 
able to detect much of a difference 
between clips and energy when 
performing a straightforward tran-
speritoneal robotic technique—and 
I’ve tried clipping every lymphatic 
encountered. The trial by Grande 

et al randomized between clips and 
bipolar coagulation at the main 
point of entry from the leg and 
found no difference.4 Therefore, in 
the interest of time I have migrated 
to the faster bipolar technique, and 
more recently the synchrocele de-
vice on the Intuitive da Vinci® Xi 
device. Several authors have then 
addressed the question about ac-
cess, and it would make sense that 
an extraperitoneal approach would 
have more lymphoceles. However, 
with a high-volume approach, one 
center was able to show equiva-
lence to transperitoneal.4 Another 
high-volume center preferring ex-
traperitoneal approach showed sig-
nificant benefit for fenestrating the 
peritoneum after PLND.5 If you 
have thought about or tried recon-
stituting the peritoneum at the end 
of a case (a Retzius reconstruction, 
or to keep bowel out of the area), at 
least one group studied that effect 
and showed more lymphoceles.6 

Can we do more for prevention? 
One of the simplest concepts has 
been the use of pelvic drains, and 
there are additional reasons for 
placing them including monitor-
ing for bleeding or urinary leaks. 
However, at this point, there is 
convincing evidence that drains are 
not routinely required after pros-
tatectomy—even with PLND. The 
systematic review by Zhong et al fi-
nalized a search with 6 articles with 
extended PLND and there was not 
a significant benefit in preventing 
symptomatic lymphoceles or other 
complications.7 Another systemat-
ic review by Motterle et al focused 
on prevention strategies and found 
12 relevant studies.8 Their search 
found consistently insignificant 
results from various sealing tech-
niques and agents. The other cate-
gory of prevention is called “perito-
neal reconfiguration” with the idea 
of keeping the peritoneum in con-
tact with fluid rather than the blad-
der wall. There are 3 nonrandom-
ized studies with various versions of 
the concept and showing significant 
results, and 1 randomized trial esti-
mated to complete in late 2021. The 
concept is illustrated in the figure.9

Figure. A, right side peritoneal advancement starts at peritoneal edge near bladder with aim to rotate 
this peritoneum towards PLND fossa to right. B, after anchoring stitch to peritoneum, advancing 
second bit is to bladder wall itself, close to pedicles. C, third bit of suture returns to peritoneal edge 
and is anchored with clips. Peritoneum (blue arrow) will finish rotated laterally to PLND fossa. Photos 
courtesy of Dan Eun.Arrow-right Continued on page 13
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What about treatment? In the 
early part of my career when 
open surgery was still more com-
mon than minimally invasive, a 
lymphocele after open surgery 
would be managed by percutane-
ous drainage and possibly sclero-
sis with betadine or doxycycline. 
These were extraperitoneal cases 
and the assumption was that not 
enough clips were placed during 
the PLND. If drainage and sclero-
therapy did not work, another op-
tion was to perform a laparoscopic 
transperitoneal surgery and create 
windows through the peritoneum 
into the lymphocele. The concept 
is simple but the execution was of-
ten more difficult than it sounded, 
and it helped to utilize the drain to 
fill the cavity with fluid to identify 
it in a scarred field. In the era of 
the transperitoneal minimally inva-
sive approach, we hoped that the 
approach alone would solve the 
issue. It did not, but my personal 
observation has been that drained 
lymphoceles after a transperitone-
al approach generally do not need 
much further treatment, such as 
sclerotherapy. So far, I have never 
had to do a peritoneal window af-
ter a transperitoneal PLND. That 
said, urologists should be aware of 
the basic algorithms available that 
differentiate small vs large lympho-
celes (>100 mL) and asymptomat-
ic vs symptomatic presentations.10 
Most likely, drainage alone will suf-
fice, or a followup treatment with 
common sclerotherapy agents.11 
If you find yourself in an unusu-
ally persistent drainage situation 
and want to avoid surgery, a more 
novel approach is lymphatic em-
bolization. I have seen this work at 
our center for a handful of cases of 
chylous ascites after retroperitoneal 
lymph node dissection, and there 
are case reports on using it for post- 
prostatectomy.12 Finally, infected 
lymphoceles need more urgent 
drainage and appropriate antibiot-
ics and consultation with your local 
hospital antibiogram. Hamada et al 
reviewed a single-center series and 
found that of all symptomatic lym-
phoceles, 42% were infected—most-
ly by gram-positive cocci.13 STOP
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Decision Support Tools in Prostate Cancer: Predict 
Prostate and P3P
Christopher P. Filson, MD, MS 
Emory University School of Medicine,  
Winship Cancer Institute, Atlanta, Georgia

Rachel A. Pozzar, PhD, RN
Dana-Farber Cancer Institute and Harvard  
Medical School, Boston, Massachusetts

It can be difficult for a man new-
ly diagnosed with prostate cancer to 
decide which management strategy 
is best for him. There isn’t a “one-
size-fits-all” option for men with 
localized prostate cancer, and pa-
tients’ priorities relating to cancer 
control, sexual function and  urinary 
symptoms may vary according to 
their preferences and values. In 
addition, time constraints during 
a clinic visit can limit a provider’s 
ability to gauge a patient’s priorities 
or to relay all details and nuances of 
available treatment options. 

Decision making is optimized 
when a patient is informed about 
their options in the context of their 

preferences and values, and expe-
riences minimal decisional conflict. 
The concept of decisional conflict 
incorporates elements of uncer-
tainty, feeling uninformed, lack-
ing clarity related to one’s values, 
 perceiving limited support and re-
flecting on the extent to which a de-
cision was effective.1 Patients who 
experience high decisional conflict 
are at risk for distress, indecisive-
ness and delayed receipt of cancer 
treatment or screening tests.2  

For patients with prostate can-
cer, decision support tools can 
help address the barriers to mak-
ing an informed choice with min-
imal decisional conflict. Some of 
these tools are available to the 
public and are free to use. One ex-
ample from the United Kingdom 
is the Predict Prostate risk commu-
nication tool (https://prostate.pre-
dict.nhs.uk). This tool allows the 
user to enter details pertaining to a 

man’s prostate cancer (eg prostate 
specific antigen level, tumor grade 
on biopsy) and provides estimated 
survival outcomes associated with 
conservative and radical treat-
ment (fig. 1, A). Predict Prostate also 
presents nonindividualized infor-
mation about the possible sexual, 
urinary and bowel outcomes of 
different treatments (fig. 1, B). The 
information that the tool provides 
is based on the results of the Pro-
tecT trial, which randomized men 
with localized prostate cancer to 
undergo radical prostatectomy, 
radiation therapy or observation.3 
Compared to subjects who re-
ceived usual care, those who used 
Predict Prostate had lower levels of 
decisional conflict and more ac-
curate perceptions about survival 
outcomes associated with different 
treatments.4 

Another example of a decision 
support tool is the Personal Patient 

Profile–Prostate (P3P; https://www.
p3p4me.org/users/login). There 
are some important differences 
between P3P and Predict Prostate. 
First, unlike Predict Prostate, P3P 
does not provide an individual-
ized report of mortality risk with 
observation or radical treatment. 
Instead, summary statistics from 
recent literature are presented in 
various forms. Second, unlike the 
nontailored content in Predict Pros-
tate, the P3P instrument tailors ed-
ucational content based on a man’s 
self-reported “top concerns” (eg 
years I would expect to live, sex-
ual function etc). The online edu-
cational content includes videos 
of theoretical interactions between 
patients and providers and pro-
vides users with examples of ques-
tions for patients to pose to provid-
ers about their top concerns. 

Figure 1. Representative tailored estimated survival (A) and nonindividualized sexual outcomes (B) 
from Predict Prostate online risk communication tool. 

Figure 2. Sample provider report from P3P decision support tool. 

Arrow-right Continued on page 15
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Third, P3P assesses the patient’s 
preferred role in treatment decision 
making. The American Urological 
Association recognizes the prefer-
ence-sensitive nature of localized 
prostate cancer treatment decisions 
and emphasizes the importance of 
shared decision making in its most 
recent guidelines.5 However, the 
extent to which a patient prefers to 
participate in or share a treatment 
decision may vary. While some 
patients may prefer that the doctor 
exert the most influence on the fi-
nal decision, others may prefer to 
retain control. In P3P, videos of 
interactions between patients and 
providers are tailored to the user’s 
preferred decision-making role. 

Finally, P3P provides a standard-
ized report that includes a concise 
summary of information that is inte-
gral to the prostate cancer treatment 
decision-making process (fig. 2). This 
report includes the current status of 
the patient’s decision (eg “thinking 
about options”), preferred deci-
sion-making role (eg “I prefer that 
my doctor[s] and I share the deci-
sion about which option is best”) 

and the degree of influence attribut-
ed to various personal factors (eg 
the impact of treatment on work). 
The report also provides a summa-
ry of the patient’s baseline sexual, 
urinary, bowel and vitality-related 
quality of life based on the vali-
dated Expanded Prostate Cancer 
Index Composite Short Form ques-
tionnaire6 and a summary of the 
patient’s level of interest in sexual 
activity and satisfaction. This type 
of report can provide a helpful sum-
mary for providers who are short 
on time during busy clinic visits. 

P3P has been shown to have 
variable impact among different 
groups of men with prostate can-
cer. Compared to usual care, use 
of P3P is associated with lower lev-
els of decisional conflict in single 
men and those who have had few-
er than 2 consultations regarding 
their diagnosis.7 Black men who 
used P3P had less decisional re-
gret than those who received usu-
al care; this effect was not seen in 
White men.8 As with Predict Pros-
tate, the adoption of observational 
strategies among lower-risk men 

who used P3P was not higher than 
among men who received usual 
care.9 It is important to note that 
the content of P3P was developed 
before active surveillance was the 
preferred management strategy for 
patients with low-risk prostate can-
cer. Moreover, the intent of deci-
sion support tools is not to replace 
the role of the provider in guiding 
patients with low-risk prostate can-
cer to consider a less-radical ap-
proach to managing their disease. 

In summary, decision support 
tools can help decrease decision-
al conflict and improve other 
psychosocial outcomes for men 
making treatment decisions for 
newly diagnosed prostate cancer. 
Decision support tools do not re-
place the need for a shared deci-
sion-making process that incorpo-
rates patient values and provider 
expertise, but these tools can fa-
cilitate such a process. In turn, 
tools such as Predict Prostate and 
P3P have the potential to improve 
patients’ knowledge and decrease 
their distress related to an often 
difficult decision. STOP

1. Stacey D, Légaré F, Boland L et al: 20th anni-
versary Ottawa Decision Support Framework: 
Part 3 overview of systematic reviews and up-
dated framework. Med Decis Making 2020; 
40: 379.

2. O’Connor AM, Drake ER, Wells GA et al: A sur-
vey of the decision–making needs of Canadians 
faced with complex health decisions. Health Ex-
pect 2003; 6: 97.

3. Hamdy FC, Donovan JL, Lane JA et al: 10-Year 
outcomes after monitoring, surgery, or radio-
therapy for localized prostate cancer. New Engl J 
Med 2016; 375: 1415.

4. Thurtle D, Jenkins V, Freeman A et al: Clinical 
impact of the Predict Prostate risk communica-
tion tool in men newly diagnosed with nonmeta-
static prostate cancer: a multicentre randomised 
controlled trial. Eur Urol 2021; 80: 661.

5. Sanda MG, Cadeddu JA, Kirkby E et al: Clini-
cally localized prostate cancer: AUA/ASTRO/
SUO guideline. Part I: risk stratification, shared 
decision making, and care options. J Urol 2018; 
199: 683.

6. Wei JT, Dunn RL, Sandler HM et al: Compre-
hensive comparison of health-related quality of 
life after contemporary therapies for localized 
prostate cancer. J Clin Oncol 2002; 20: 557.

7. Berry DL, Hong F, Blonquist TM et al: Decision 
support with the personal patient profile-pros-
tate: a multicenter randomized trial. J Urol 2018; 
199: 89.

8. Berry DL, Hong F, Blonquist TM et al: Decision 
regret, adverse outcomes, and treatment choice 
in men with localized prostate cancer: Results 
from a multi-site randomized trial. Urol Oncol 
2021; 39: 493.e9.

9. Filson CP, Hong F, Xiong N et al: Decision sup-
port for men with prostate cancer: concordance 
between treatment choice and tumor risk. Can-
cer 2021; 127: 203.

DECISION SUPPORT TOOLS IN PROSTATE CANCER
Arrow-right Continued from page 14

SEARCH hundreds of urology job 
openings nationwide.

UPLOAD YOUR RESUME, make it searchable, 
and let the perfect job come to you.

STAY INFORMED with the latest 
job search tips and career advice.

SET JOB ALERTS to receive new 
jobs direct to your inbox.

Power Up 
Your Career
With the NEW & IMPROVED AUA JobFinder
AUA is re-launching the AUA JobFinder in partnership with Health eCareers, 
creating a one-stop shop for quality Urology positions across the country.

Browse new jobs at the new AUA JobFinder today. 

healthecareers.com/aua
POWERED BY HEALTH ECAREERS



JANUARY 2022   AUANEWS16
Au Revoir: A Tribute to Joseph A. Smith, Jr.,  
and His Contributions to The Journal  
of Urology®

D. Robert Siemens, MD, FRCSC
Queen’s University, Kingston, Ontario, Canada

I have had the tremendous hon-
or of spending all of 2021 learning 
from Dr. Smith about what it means 
to be Editor of The Journal of Urology®. 
I am not necessarily a stranger to 
such a role, having served as the 
Editor-in-Chief of The Canadian 
Urological Association Journal. How-
ever, the heavy lift that defines the 
Editor position of this most presti-
gious medical journal, The Journal 
of Urology®, means I have had a lot 
to absorb, and I am so fortunate to 
have spent this year learning by Dr. 
Smith’s side.

As soon as January 2021 rolled 
around, Dr. Smith took his as-
signment to train me in all things 
“JU” very seriously. He graciously 
included me in every single staff 
call and Editorial Board meeting. 
He CC’ed me on important cor-
respondences regarding editorial 
decisions, not only sharing his con-
siderations for the sometimes very 
difficult evaluations, but also the 
grace that went into his communi-
cations with authors and members 
of the editorial team. He shared 
the history of The Journal from his 
perspective, but more importantly, 
he shared his vision for it. He gave 
me insight into what he thinks and 
how he works. He prepared me for 
what will undoubtedly be a very 
challenging yet exceptionally re-

warding job. For those who know 
him well, it will come as no sur-
prise how incredibly hard he works  
as Editor, but he never skimped in 
his attention to including me in the 
process. He answered every ques-
tion I had, and he even anticipated 
ones I didn’t realize I had.

A valuable way to measure an 
individual is by what people say 
about him when he is not around. 
Something that really stands out 
to me about Dr. Smith is how be-
loved he is by the AUA’s Editori-
al Office staff. They truly respect 
him and look up to him. They 
have valued working with him and 
have told me countless times how 
much they will miss him when he 
steps down as Editor. Just a few 
superlative quotes I have heard 
directly from the AUA staff with 
whom he interacts: “extremely re-
sponsive,” “brilliant,” “wonderful 
to work with” and (to me, most 
telling) “kind.” I know the staff 
will miss Dr. Smith, and after get-
ting to know him over the last year 
(despite being solely virtual), I will 
count Dr. Smith as an important 
mentor over my career.

In his December 2021 editori-
al, Dr. Smith reflected back on the 
time he served as Editor.1 His ten-
ure is truly remarkable. He main-

tained The Journal’s commitment 
to publishing manuscripts repre-
sentative of all domains of urolo-
gy. He introduced the JU Forum 
feature. He proposed the concept 
of a Statistical Board, which was 
approved by the AUA’s Board of 
Directors and has further elevated 
the premier status of The Journal’s 
editorial and peer review process-
es. Dr. Smith conceptualized and 
introduced the 1-page JU Insights, 
self-written by authors to offer 
their unique perspectives on their 
research. Dr. Smith increased the 
Journal Impact Factor year over 
year, ending with a remarkable 
26% increase to 7.45 as reported in 
June 2021.

Reading back over Dr. Smith’s 
editorials over the years, I am 
reminded not only of his knowl-
edge as a physician, scientist and 
researcher, but of his commitment 
to doing what is right. In his Oc-
tober 2021 editorial, Dr. Smith in-
troduced the concept of open peer 
review and announced that The 
Journal would embrace its prin-
ciples.2 His commitment to trans-
parency into the editorial process 
is brave and novel, and I look 
forward to shepherding the evo-
lution of open peer review into 
the future. In October 2020, he 
wrote about author-friendly publi-
cation in The Journal.3 Certainly, 
JU offers so much reach for our 
authors, with the most social me-
dia followers in all of urology and 
the most citations of articles. In 
February 2017, Dr. Smith reflect-
ed on the 100-year anniversary of 
The Journal.4 As he said at that 
time, “One thing will not change. 
The reason The Journal of Urolo-
gy® exists and why it has endured 
for 100 years is that its primary 
focus is on helping patients.” Dr. 
Smith’s assessment was exactly 
right and will lead us into the next 
100 years of The Journal.

As of January 2022, Dr. Smith 
will have more time for the things I 

know he holds most dear: his family 
and his humanitarian work. I look 
forward to hearing about his adven-
tures with his grandchildren and his 
humanitarian-related travels, and I 
hear he has already committed to 
writing an AUANews Out of Office 
article about his first planned trip to 
Africa since COVID-19 restrictions 
grounded him. Although Dr. Smith 
was a truly amazing Editor, he is an 
even better human being. As he ti-
tled that December editorial, indeed, 
“The Next Chapter in a Good  Story” 
will be fulfilling and enriching.

I know I can count on Dr. Smith 
even when he no longer holds the 
Editor crown. He is known for his 
fair, honest and knowledgeable 
peer review. He dispenses great 
advice and does so without judg-
ment or reserve. I look forward 
to continued collaboration and 
friendship with Dr. Smith. He has 
been the best possible steward 
of the AUA’s most treasured re-
source, The Journal, and I pledge 
to carry on his legacy of dedica-
tion and hard work on behalf of 
our community. This is not good-
bye, Dr. Smith. Thank you for all 
you did and will continue to do for 
The Journal of Urology®. STOP

1. Smith JA Jr: The next chapter in a good story. J 
Urol 2021; 206: 1356.

2. Smith JA Jr: Determination of the worthiness for 
publication. J Urol 2021; 206: 802.

3. Smith JA Jr: Author friendly publication in The 
Journal. J Urol 2020; 204: 645.

4. Smith JA Jr: The Journal of Urology®: 100 years of 
progress, accomplishments and contributions. J 
Urol 2017; 197: 276.

“ Reading back 
over Dr. Smith’s 
editorials over 
the years, I am 
reminded not only 
of his knowledge 
as a physician, 
scientist and 
researcher, but of 
his commitment 
to doing what is 
right.”

“ He has been the 
best possible 
steward of the 
AUA’s most 
treasured 
resource, The 
Journal.”

Dr. Joseph A. Smith, Jr., Editor, The Journal of 
Urology®, 2015–2021.
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What We Accomplished in 2021 and Where  
We’re Going in 2022
John D. Denstedt, MD, FRCSC, 
FACS, FCAHS
Editor, AUANews

The beginning of a new year is 
the perfect time to reflect on the 
accomplishments of the past year, 
and 2021 was an impressive year 
for AUANews. As the Secretary 
of the AUA, one of the roles that 
comes with the position is my ser-
vice as the Editor-in-Chief of AU-
ANews. It has been extremely re-
warding for me to work with our 
members to enhance the clinical 
and membership offerings of our 
newsletter. And even though 2021 
was a great year for this valued 
member resource, 2022 has even 
more exciting plans and innova-
tions in store for our readers. The 
vision for AUANews is to become 
the urological community’s trusted 
news resource, and I am thrilled 
to share with you how we plan to 
make AUANews much more than a 
print newsletter.

In April 2021, AUANews launch-
ed its first ever Diversity and In-
clusion focus issue, focusing on 
the theme “Celebrating Diversity 
with the AUA.” This issue featured 
more than 15 articles on a variety 
of topics related to diversity, equi-
ty and inclusion in urology. I thank 
the AUA Diversity and Inclusion 
Task Force for their close collabo-
ration and many efforts in bringing 
this issue to life. The 2021 articles 
are freely accessible on our website 
(https://www.auanet.org/educa-
tion/auauniversity/for-medical-stu-
dents/medical-students-curricu-
lum/aua-news-diversity-issue) as 
valuable, downloadable resources 
for the use of anyone in our com-
munity. You can now look forward 
to an AUANews Diversity and In-
clusion focus issue every year, and 
we are proud to continue to grow 
this important body of work in the 
years to come.

AUANews launched a complete 
print redesign of the publication in 
July 2021. This aesthetically pleas-
ing redesign allows us to feature 
more clinical articles on the cover 

each month and showcases an at-
tractive layout with improved read-
ability, pull quotes and enhanced 
graphics. We didn’t just redesign 
the print version, though; we dou-
bled and in some cases even tripled 
the world-class urological content 
each month in comparison with 
2020. We have also worked hard 
to cross-pollinate rich content from 
across the AUA in each month’s 
issue. For instance, our “Journal 
Briefs” articles feature self-written 
author summaries of their articles 
that have appeared in recent is-
sues of The Journal of Urology® and 
 Urology Practice®.

Along with the print redesign, 
AUANews was moved to a new 
platform on AUAnet.org, mak-
ing articles easily searchable and 
giving our members the ability to 
share individual articles right to 
their social media accounts. This 
improved user experience has 
made it possible for our readers to 
interact more readily with content 
on an individual article basis.

The New Technologies, Surgical 
Ethics, Out of Office, Coding & 
Billing and Medicolegal columns 
were added to AUANews in 2021. 
These columns have received great 
feedback from our readers and pro-
vide new perspectives on different 
areas of interest within urology.

Another notable 2021 milestone 
happened when the Board of Di-
rectors made the difficult decision 
to pivot AUA2021 from an in-per-
son meeting to a completely virtual 
one. At the time the decision was 
made, the entire annual meeting is-
sue of AUANews had been compiled 
and was ready to go to print. I was 
faced with 3 decisions: 1) attempt 
to edit all content to reflect this 
change, 2) abort the issue entirely 
or 3) print the content as is, with a 
note added in proof to explain that 
the content would not be changed 
despite the last minute changes. I 
selected option 3 knowing how 
much work our presenters/authors 
had put into writing those articles. 
I asked the AUA’s editorial office 
to order extra copies of AUANews 

for future display in the William P. 
 Didusch Center for Urologic His-
tory because I knew that historic 
issue would be one to remember 
forever.

And now it’s time to look ahead 
to 2022. There are many new up-
dates to the AUANews platform we 
are looking forward to launching 
in 2022. We will add a mid-month, 
online-only release, called AUAN-
ewsExtra, which will double the 
number of issues we release in a 
year. Increased pre-, live and post-
AUA2022 coverage will be an in-
tegral part of AUANews, with plans 
to expand our focus on the meeting 
year over year. There will also be 
more focus issues, spotlighting dis-

ease states, innovations in technol-
ogy and more. We plan to feature 
at least 1 case report per month 
in 2022. We will also work to bol-
ster the AUANews online platform 
to host more multimedia content, 
including webinars, podcasts and 
videos. The AUANews platform will 
become a robust digital ecosystem 
that will allow our members to con-
nect with one another and all facets 
of the AUA.

You, our readers and members, 
are integral to the success of these 
improved AUANews offerings. I 
welcome your feedback and con-
tributions to our newsletter, and 
look forward to a healthy, produc-
tive and happy 2022 ahead. STOP

FROM THE AUA SECRETARY

Applications Now Being 
Accepted for Foundation 

Board Member 

The Urology Care Foundation is currently 
seeking a highly-qualified member to serve  

on the Foundation Board of Directors.

Job application information is available at 
AUAnet.org/UCF-board

Deadline to receive applications is  
January 31, 2022
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Discordancy in Rates of Hypospadias Complications  
Reported to U.S. News & World Report: Need for an  
Audit?
Hans G. Pohl, MD
George Washington University School of Medicine and 
Health Sciences, Washington, D.C. 

The goals of hypospadias re-
pair largely reflect the perspec-
tive of the individual assessing the 
procedure’s outcome, whether 
patient, parent, surgeon, or even 
third-party observer.  These goals 
include creating an orthotopically 
placed meatus which provides a 
normal caliber urinary stream that 
can be directed while standing, a 
cosmetically pleasing (circum-
cised) appearance, the absence 
of curvature which precludes in-
tercourse, normal sensation, and 
the absence of voiding symptoms, 
with the fewest number of proce-
dures performed.  The need to 
perform secondary procedures to 
correct a meatus not completely 
at the tip of the glans, glans de-
hiscence, urethrocutaneous fistula 
(UF), diverticula, urethral stric-
tures, meatal stenosis, residual 
chordee or even the presence of 
redundant penile skin deflates any 
exuberance over an initially suc-
cessful repair.  For more proximal 
hypospadias which carries a great-
er risk for complications, function 
is the primary goal while appear-
ance predominates for those with 
milder phenotypes. Complica-
tions for distal repair have been 
reported to be as low as 5%–10%, 
but as high as 12%–23% follow-
ing proximal repairs.1–4 Over 200 
variations of the repair have been 
described, all with the intent of 
improving outcomes. 

Outcome reporting has moved 
beyond the province of academia 
as the public, payers and govern-
ment regulatory agencies hold sur-
geons accountable for outcomes. 
For instance, U.S. News & World 
Report (USNWR) has established 
metrics against which quality is as-
sessed, with hospitals receiving an 
overall grade based on a weight-
ed scoring system that includes a 
measure of the rate of revision sur-
gery for hypospadias. Thus, pedi-
atric urology programs achieve for 
their institutions 0, 1, 2, or 3 points 

should their complication rates for 
distal hypospadias meet >5%, 3%–
5%, between 1% and 3%, and <1%, 
respectively, and for proximal hy-
pospadias meet >15%, 10%–15%, 
between 5% and 10%, and <5%, 
respectively.

However, data from individ-
ual institutions are discordant 
with the expectations held by 
USNWR methodology. Four ma-
jor centers that followed their 
patients for approximately 36 
months individually reported 
complications for proximal hypo-
spadias repairs in 38.3% to 62% 
of cases, depending on whether 
1-stage or 2-stage repairs were 
used.5–8 These 4 institutions are 
not unique. A systematic review 
and meta-analysis compared out-
comes of proximal hypospadias 
repair by single stage foreskin 
pedicle tube, 2-stage foreskin free 
graft or 2-stage foreskin pedicled 
flap over the preceding decade 
from 2010 to 2020.9 Rates of UF, 
glans dehiscence, urethral stric-
tures, meatal stenosis, diverticu-
la, recurrent or residual chordee, 
buried penis and poor cosmesis 
were sought. Of 2,664 patients, 
680 (25%) underwent single-stage 
repair and 1,984 (75%) underwent 
a 2-stage repair; the mean follow-
up for all was 4.5 years (1.8–14 
years). Patients who underwent a 
single-stage repair (foreskin ped-
icle tube) had a statistically sig-
nificant higher rate of complica-
tions than those who underwent 
a 2-stage repair (285/680 [42%] 
and 414/1,984 [21%], respective-
ly, p=0.001). While similar over-
all complication rates were found 

between the 2-stage techniques 
(foreskin free graft, 155/674 
[23%] and foreskin pedicled flap, 
259/1,310 [20%], p=0.1), foreskin 
free graft had fewer rates of UF, 
meatal stenosis, glans dehiscence 
and diverticula than foreskin 
pedicle tube.  

Recently, literature seeking to 
reconcile the discordance in re-
ported rates of hypospadias and 
expected rates established by US-
NWR and which some institutions 
are meeting has been published. 
We examined cases in the Pedi-
atric Health Information System 
(PHIS) database to assess the 
comparable rates for revisions fol-
lowing distal and proximal hypo-
spadias across the 45 not-for-profit 
freestanding pediatric hospitals 
affiliated with the Children’s Hos-
pital Association.10,11 

Twenty-nine hospitals met in-
clusion criteria, providing informa-
tion on 19,931 patients undergoing 
distal hypospadias repairs (median 
hospital level followup, 4.16 years; 
hospital level range 3.46–5.33 
years) and 5,840 patients undergo-
ing proximal hypospadias repairs 
(median hospital level followup, 
3.83 years; range 2.25–5.25 years). 

We observed that the number of 
index cases at each institution over 
a 5-year period remained relatively 
constant overall, with few excep-
tions. The average rate (sum of 29 
mean rates/29 hospitals) was 3.32% 
(range: 0.48%–7.36%) and 12.29% 
(range: 3.48%–36.36%) for distal 
and proximal hypospadias repairs, 
respectively. For any individual 
hospital, revision rates changed 
from year to year, in some cases 
sufficiently to change the number 
of points received from USNWR 
despite no substantive differences 

Figure 1. Median revision rates following distal and proximal hypospadias procedures in 29 hospi-
tals. To evaluate appropriateness of USNWR code list to identify revisions, 3 CPT groups were defined. 
Group A included codes sought by USNWR.  Group B was Group A plus codes for acquired UF in 
males. Group C was Group B plus any revision codes associated with index procedures.

“ Data from 
individual 
institutions are 
discordant with 
the expectations 
held by USNWR 
methodology.”

“ Broadening the 
list of revision 
procedure codes 
identified more 
patients who 
underwent revision 
surgery, indicating 
a selection bias 
using USNWR’s 
methodology.”

Arrow-right Continued on page 19
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in the composition of the program. 
We also noted that broadening the 
list of revision procedure codes 
identified more patients who under-
went revision surgery,  indicating 
a selection bias using USNWR’s 
methodology (fig. 1). Revision rates 
also increased for all degrees of hy-
pospadias when followup time was 
extended beyond 2 calendar years 
as well as when adjusting for lead-
time bias which does not occur as 
part of the USNWR methodology 
(figs. 2 and 3).

Aside from lead-time bias and 
classification bias, limited sample 
sizes also affect USNWR methods. 
Baker and colleagues found that 
10.9% of hospitals did not have ad-
equate distal hypospadias volume 
to achieve full points even when 
reporting no revisions, and the rate 
of misclassification exceeded 50% 
in hospitals reporting distal hypo-
spadias complications.12 

Perhaps the most sobering out-
comes data come from the groups at 

Ghent University Hospital and Med-
ical University of Austria, published 
in the September 2021 issue of The 
Journal of Urology®.13 A case-control 
study of 193 patients (median age 18.1 
years) with all degrees of hypospadi-
as (mean followup, 16.4 years; range, 
8.2–21.2 years) were compared to 50 
unaffected males (median age 19.6 
years). One or multiple revision sur-
geries were performed in 39.2% of all 
cases, sometimes up to a decade later. 
Overall, 52.9% of patients had an un-
satisfactory urinary and/or sexual out-
come as UF occurred in 5.7%, resid-
ual hypospadias in 24.9%, suboptimal 
voiding by uroflowmetry in 22.1% 
and sexual dysfunction in 20.3% (as 
compared with 6% of controls). How-
ever, the authors optimistically report 
the lack of agreement between physi-
cians and patients regarding cosmetic 
outcomes, the patients being more 
satisfied than the physicians, and sug-
gest that substantive revisions be de-
ferred until patients are old enough to 
weigh in on what matters. 

While the “pursuit of the perfect 
penis” is a laudable goal, we should 
remain circumspect about how that 
goal is defined.14 Quality is more than 
the sum of a short list of metrics and 
the methods used to assess quality 
require “careful attention to statisti-
cal principles, [lest] we run the risk of 
doing a disservice to our patients and 
our profession by misrepresenting 
differences between hospitals.”12 STOP

1. Snodgrass WT: Consultation with the specialist: 
hypospadias. Pediatr Rev 2004; 25: 63.

2. Rushton HG and Belman AB: The split prepuce 
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1998; 160: 1134.
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Figure 2. Revision rates following increasing followup after distal and proximal hypospadias repairs. 
To evaluate appropriateness of USNWR followup interval, we assessed revision rates with ever- 
increasing followup intervals up to 7 years.

Figure 3. Revision rates for 19,931 distal and 5,840 proximal hypospadias repairs, normalized to 
length of individual followup for each case. Yearly revision rates were summarized by median and 
quantile to correlate whether median revision rates changed significantly whether enhanced code 
lists or increased followup were used.

DISCORDANCY IN RATES OF HYPOSPADIAS COMPLICATIONS REPORTED TO U.S. NEWS & WORLD REPORT
Arrow-right Continued from page 18



JANUARY 2022   AUANEWS20
Proximal Hypospadias: More Than Meets the Eye?
Lauren E. Corona, MD 
Ann & Robert H. Lurie Children’s Hospital of Chi-
cago and Northwestern University Feinberg School of 
Medicine, Illinois

Emilie K. Johnson, MD, MPH, FACS
Ann & Robert H. Lurie Children’s Hospital of 
Chicago and Northwestern University Feinberg School 
of Medicine, Illinois

Introduction
Hypospadias is a congenital gen-

ital abnormality that affects ~1/300 
live male births.1 Proximal hypo-
spadias is the most severe form and 
involves the urethral opening in 
a penoscrotal or perineal location 
(see figure for example). Boys with 
proximal hypospadias frequently 
also have significant ventral chord-
ee (penile curvature) and may have 
associated scrotal abnormalities 
and/or undescended testes. The 
significance and recommended 
work-up for patients with proximal 
hypospadias are debated among 
pediatric urologists, largely due to 
the social and medicolegal impli-
cations of labeling proximal hypo-
spadias a “difference/disorder of 
sex development” (DSD).2 

What Is the Significance 
of a Proximal 
Hypospadias Diagnosis?

While proximal hypospadias 
can be an isolated genital condi-
tion, boys are at increased risk for 
genetic diagnoses (DSD and oth-
ers) and multisystem comorbidi-
ties. The genetic diagnoses found 
can affect clinical prognosis, med-
ical screening recommendations 
and surgical counseling. 

Finding a proximal hypospadias 

may mean the patient has a spe-
cific, named DSD condition. In a 
recent series from our institution, 
mixed gonadal dysgenesis (MGD; 
45,X/46,XY [or similar] karyotype 
with atypical genitalia) was the most 
frequently diagnosed DSD condi-
tion among infant boys presenting 
with proximal hypospadias.3 Prox-
imal hypospadias is also a feature 
of multiple nonDSD genetic syn-
dromes that have other systemic 
health implications. For example, 
loss of function changes in the tran-
scription factor myelin regulatory 

factor are associated with proximal 
hypospadias, congenital diaphrag-
matic hernia, microphthalmia and 
cardiac anomalies.4 The DSD diag-
noses and other genetic conditions 
that include proximal hypospadias 
identified through genetic and en-
docrine testing at our institution 
are shown in table 1. Notably, most 
boys (11/17, 65%) who had a specif-
ic diagnosis that was not MGD had 
a 46,XY karyotype! 

Establishing a specific diagnosis 
for patients with proximal hypo-
spadias can have important im-

plications for short and long-term 
 counseling and outcomes, as out-
lined in table 2. As examples, pa-
tients with partial androgen insen-
sitivity syndrome may not respond 
well when given testosterone in 
hopes of increasing phallic size, and 
patients with MGD should have the 
same health screenings (eg cardiac, 
audiology) as patients with Turner 
syndrome without atypical genita-
lia.  Also, surgical counseling will 
likely be different when  additional 

Figure. Patient with penoscrotal hypospadias, ventral chordee, bifid scrotum, penoscrotal transposition and descended gonads.

Table 1. Diagnoses among 60 boys presenting with proximal hypospadias3

Diagnosis Karyotypes No. (%)

DSD conditions (N=9)

Mixed gonadal dysgenesis 45,X/46,XY,45,X/46,X,idic(Y)(q11.2),46,XY 5 (8.3)

3-Beta hydroxysteroid dehydrogenase deficiency 46,XY 1 (1.6)

Ovotesticular DSD 46,XX 1 (1.6)

NR5A1 (SF1) pathogenic variant 46,XY 1 (1.6)

Denys-Drash syndrome (WT1 pathogenic variant) 46,XY 1 (1.6)

Other genetic conditions (N=8)

9p24.3p23 Deletion 46,XY 2 (3.3)

15q13.3 Microduplication 46,XY 2 (3.3)

14q11.1q32.22 Mosaic Duplication and Xp22.31 Deletion 47,XY,+14[3]/46,XY[59] 1 (1.6)

1p36.33 Duplication 46,XY 1 (1.6)

9p13p24 Duplication 46,XY 1 (1.6)

Hereditary hemochromatosis (HFE Pathogenic Variant)* 46,XY 1 (1.6)

No specific DSD or other genetic diagnosis identified (N=43)

No diagnosis 46,XY, 45,XY,der(13;14)(q10;q10) (Robertsonian Translo-
cation, incidental, expect normal phenotype)

43 (72)

 *Included in multigene panel due to association with infertility.

“ While proximal 
hypospadias can 
be an isolated 
genital condition, 
boys are at 
increased risk for 
genetic diagnoses 
(DSD and others) 
and multisystem 
comorbidities.”

Arrow-right Continued on page 21
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testing results in a DSD with in-
creased risk for gender dyspho-
ria when compared to counseling 
without this additional information. 
 Finally, there currently is debate 
about whether patients with named 
DSD conditions have an increased 
risk of surgical complications.

What Should Urologists 
Consider When 
Evaluating a Patient with 
Proximal Hypospadias?

Historically, genetic and en-
docrine evaluation has only been 
recommended in boys with unde-
scended testes or other phenotypic 
features of DSD (eg penoscrotal 
transposition).8 Indeed, high rates 
of genetic diagnoses and DSD have 
been reported when proximal hypo-
spadias is associated with at least one 
undescended testis. In our series, all 
boys with proximal hypospadias 
and DSD had a bifid scrotum and/

or penoscrotal transposition. Addi-
tionally, 75% of boys with ≥1 non-
palpable testis and 53% of those with 
≥1 undescended testis had a genetic 
diagnosis. Genetic diagnoses also 
varied by meatal location (41% with 
scrotal/perineal vs 12% with peno-
scrotal meatus location).

The approach of only pursu-
ing further testing for boys with 
proximal hypospadias and unde-
scended testes or overt genital am-
biguity risks missing multisystem 
conditions that would warrant fur-
ther medical evaluation/screening 
or a DSD. Genetic diagnoses have 
been reported to range from 10%–
21% with isolated proximal hypo-
spadias.9,10 This has led some pedi-
atric urologists to adopt the practice 
of pursuing further genetic and 
endocrine testing in all boys with 
proximal hypospadias, even when 
isolated. This practice has the dis-
advantages of costly testing, low di-
agnostic yield for some subgroups, 
and the identification of variants of 

unknown significance leading to 
unnecessary parental distress. A tai-
lored algorithm based on anatomy 
(eg features of genital ambiguity) 
and comorbidities would be more 
appropriate but is not yet available.

A multidisciplinary approach 
to caring for patients with proxi-
mal hypospadias has advantages, 
but our experience when offering 
it to all was that it led to a high 
incidence of confusion for fami-
lies and low diagnostic yield, and 
presented a challenge for clinical 
capacity. Therefore, we now rec-
ommend multidisciplinary evalu-
ation when further testing yields 
a definitive or possible DSD or 
other genetic diagnosis, when fur-
ther testing results in a change in 
sex assignment in the neonatal 
period, or when it is felt that the 
family or patient could benefit 
from the additional psychosocial 
support offered by the multidisci-
plinary clinic (table 3).

Taken together, given high rates 
of DSD and genetic conditions in 
boys with proximal hypospadi-
as, we recommend at minimum a 
karyotype in the initial diagnostic 
approach for these patients. It is 
prudent to pursue further genetic 
and endocrine evaluation in the 
setting of concomitant undescend-
ed testicle(s) or in the presence 
of multiple congenital anomalies. 
Further testing should be consid-
ered if scrotal abnormalities (eg bi-
fid, penoscrotal transposition) are 
present. Finally, it is also appropri-
ate to pursue further testing when 
this is the preference of the family.

Recommendations and 
Conclusions

When evaluated with genetic 
and endocrine testing, many boys 
with proximal hypospadias are 
found to have DSD and other sys-
temic genetic conditions that affect 
future care and prognosis. All boys 
with proximal hypospadias should 
have a karyotype. Further genetic 
and endocrine testing should be 
considered for boys with:
 •  Proximal hypospadias and un-

descended testes
 •  Multiple congenital anomalies
 • Scrotal abnormalities
 •  Families who desire more infor-

mation

We expect that emerging data 
will refine the population of boys 
with proximal hypospadias who 
will benefit most from endocrine 
and advanced genetic testing op-
tions. We are hopeful that a tailored 
algorithm based on anatomy (eg 
features of genital ambiguity) and 
comorbidities will be available in 
the coming years to further guide 
urologists who care for boys with 
proximal hypospadias. STOP
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Table 2. Potential implication of a DSD or other genetic diagnosis

Topic Implication

Sex of rearing/future gender 
identity

If genital ambiguity, specific DSD diagnosis can help inform 
sex of rearing in infancy 
Certain DSDs have increased risk for later gender dysphoria

Medical treatments Certain conditions may have a poor response to testoster-
one if given in hopes of increasing phallic size (eg partial 
androgen insensitivity syndrome) 

Surgical counseling Possible higher hypospadias surgical complication rates5–7 

Fertility potential Predict fertility potential by DSD diagnosis
Determine eligibility for experimental gonadal tissue cryo-
preservation8 

Multisystem comorbidities Targeted screening for multisystem conditions

Genetic transmission Counseling about future pregnancies, possibility of transmis-
sion of condition to future offspring

Table 3. Initial diagnostic approach for boys with proximal hypospadias

Visit 1: Urology •  Describe anatomy: hypospadias phenotype, 
testicular position

•  Order laboratory tests: karyotype, endocrine*
•  Refer to genetics and endocrine 

Visit 2: Genetics and Endocrinology •  Review karyotype and endocrine results
•  Order additional testing if indicated based on 

initial results and genetic counseling (eg DSD 
slice, microarray)

Visit 3: DSD Multidisciplinary Team (if 
needed based on diagnosis, family fac-
tors, ie need for psychosocial support)

•  Review diagnosis
•  Psychosocial support and care
•  Multidisciplinary evaluation, decision making

*If ≤8 months old: Luteinizing hormone, follicle-stimulating hormone, total testosterone, 
dihydrotestosterone, 17-hydroxypregnenolone, dehydroepiandrosterone, androstenedione; if >8 
months old: 17-hydroxypregnenolone, dehydroepiandrosterone, androstenedione.

“ Given high rates  
of DSD and 
genetic conditions 
in boys with 
proximal 
hypospadias, 
we recommend 
at minimum a 
karyotype in the 
initial diagnostic 
approach for these 
patients.”

PROXIMAL HYPOSPADIAS
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Improving Sexual Health Care following Pelvic Trauma
Niels V. Johnsen, MD, MPH
Vanderbilt University Medical Center, Nashville, 
Tennessee

Every year in the United States, 
over 100,000 traumatic injuries to 
the pelvis occur, with the majority 
of these occurring in men under 
the age of 45 years.1–3 While the 
mortality rate from such injuries 
was previously as high as 35%–
40%, improvements in multidisci-
plinary trauma care and motor ve-
hicle safety have led to significant 
improvements in overall survival 
and, thus, a growing population of 
patients who are now living past 
these traumas, albeit with the long-
term adverse side effects that often 
accompany such injuries. Sexual 
dysfunction resulting from pelvic 
fracture has been well-established 
in the urological literature for some 
time, but much of the supporting 
data come from studies focused 
on patients with coexistent lower 
urinary tract injuries. However, 
while patients with pelvic-fracture 
urethral injuries likely have the 
highest rates of associated sexual 
dysfunction following injury, fo-
cusing on this group alone misses 
the approximately 98% of pelvic 
fracture patients without urethral 
injury but who are still at high risk 
for development of sexual health 
complications.

Data from an online survey sent 
to men treated for traumatic pelvic 
fractures at a single, large Level I 
trauma center who did not have as-
sociated lower urinary tract injuries 
found that 46.3% of respondents 
reported de novo sexual dysfunction 
following injury.4 Interestingly, 
while most of the prior literature 
has focused on erectile dysfunction 
(ED) alone as a marker for sexu-
al dysfunction in this population, 
only 27.9% of responders reported 
ED as their primary sexual health 
complaint. Difficulty with orgasm 
and/or ejaculation, decreased libi-
do, pain with intercourse, genital 
numbness and genital pain were 
frequently noted and found to have 
a significant negative impact on pa-
tients’ overall quality of life (fig. 1). 
Furthermore, of those with report-
ed sexual health issues following 
injury, only 16.6% reported sponta-
neous resolution of their symptoms 
over time and, notably, if this reso-

lution did not occur within 1 year 
of injury, it was exceedingly unlike-
ly to occur afterward.

Further evaluation of this co-
hort of men found that after ad-
justment for injury characteristics, 
age and relationship status, men 
with untreated sexual dysfunction 
reported significantly decreased 
overall health-related quality of 
life (HrQOL) as measured by the 
 EQ-5D (EuroQol Group 5 di-
mension questionnaire) generic 
health-related quality of life in-
strument.5 Interestingly, a decline 
in any individual domain (erectile 
function, orgasmic function, inter-
course satisfaction or overall satis-
faction) of the International Index 
of Erectile Function questionnaire 
led to a significant decline in over-
all HrQOL. The presence of ED 
in particular following injury was 
associated with an approximately 
1.6 quality-adjusted life year loss 
per 10 years relative to men with-
out ED (fig. 2). As such, it was not 
surprising to find that 67% of sub-
jects reported that sexual health 
was important to very important 
in determining their overall quality 
of life.4 Taken together, these data 
suggest that although there may be 
many factors that affect HrQOL 
following traumatic pelvic fracture, 
untreated and persistent sexual 
dysfunction appears to have a mea-
surable and independent impact 
on the livelihoods of these men af-
ter injury.

Despite these findings, men are 
exceedingly unlikely to raise the 
topic of sexual health in conver-
sation with health care providers 
after injury. Of men who reported 
difficulties with sexual health, only 
28.6% reported having discussions 
with health care providers about 
this topic, and of those who did, 
74.3% of these discussions were 
patient-initiated.4 There were mul-
tiple reasons patients reported they 
avoided raising the topic: assuming 
their issues would resolve, lack of 
knowledge that their sexual health 
concerns were related to injury, 
embarrassment, feeling they did 
not have appropriate providers to 
discuss the topic with and lack of 
confidence in raising the topic, to 
name a few. However, an in-depth 
qualitative study involving multi-

ple subject interviews revealed that 
patients are often desperate to have 
these issues discussed at their fol-
lowup appointments and to have 
appropriate expectations for treat-
ment and recovery set.6 Patients 
reported that the lack of commu-
nication and predetermined care 
pathways related to sexual health 
after injury resulted in significant 
distress and feelings of helpless-
ness, such that they felt that their 
concerns related to their sexual 
health were often marginalized and 
delegitimized. 

Taken as whole, these data sug-
gest that there is ample room for 
improvement when it comes to es-

tablishing patient-centered trauma 
survivorship programs with a fo-
cus on sexual health. Nonetheless, 
there are a number of inherent dif-
ficulties in the establishment of such 
programs. How to communicate in-
formation and expectations regard-
ing sexual health most effectively to 
patients, at what time and through 
what means remains unknown. 
Care of trauma patients is often 
fragmented and inconsistent, and 
long-term care is often left to pri-
mary care physicians who may not 
feel appropriately equipped to han-
dle such a task. Lastly,  appropriate 

Figure 1. Characterization of sexual health complaints in men reporting sexual dysfunction following 
pelvic fracture.4

Figure 2. Impact of ED on EQ-5D visual analog scale scores for HrQOL.5

Arrow-right Continued on page 23
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screening for sexual health issues 
often takes a back seat to other pa-
tient and provider priorities in the 
immediate post-injury period and 
may be ignored until such a time 
that a patient has already begrudg-
ingly accepted that this is now part 
of their new normal. 

But there is room for optimism. 
By establishing the prevalence and 
burden of these issues in survivors 
and recognizing the impact that 

they have on patient experiences 
and quality of life, we can take 
the first steps in improving the 
care we provide. Establishment 
of close working relationships 
with orthopedic surgeons, trauma 
surgeons and physical therapists 
may help raise awareness of sex-
ual health as a component of sur-
vivorship and help to begin the 
process of bringing screening for 
sexual health issues into normal 

post-injury care pathways. Just as 
care for prostate cancer survivors 
does not end once the cancer is 
cured, care for pelvic trauma sur-
vivors should not end once the 
bones are healed. STOP
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Update on Fournier’s Gangrene Pathophysiology  
and Treatment
Nicholas Beecroft, MD
The Ohio State University Wexner Medical Center, 
Columbus 

Nima Baradaran, MD
The Ohio State University Wexner Medical Center, 
Columbus

Fournier’s gangrene (FG) is a 
necrotizing soft tissue infection of 
the perineal, genital or anorectal 
region. This infection most com-
monly affects males in their fifth 
to sixth decade, and associated co-
morbidities include diabetes mel-
litus, hypertension, renal failure, 
heart failure, alcohol abuse and im-
munosuppression.1 Females are not 
spared, and clinical presentation 
can vary considerably.2 Despite 
modern surgical and antimicrobial 
management, mortality has been 
reported to be 7.5% in the United 
States.3 Delays in diagnosis likely 
contribute to this degree of mortal-
ity. Drobish et al reported that pa-
tients diagnosed with FG presented 
with symptomatically similar diag-
noses on average 12 days prior to 
formal diagnosis, representing an 
opportunity for an earlier diagno-
sis. These patients most commonly 
presented with cutaneous infec-
tions, urinary tract infections and 
constitutional symptoms.4 Warner 
et al found that patients on average 
presented 1.8 times prior to formal 
FG diagnosis for symptomatically 
similar diagnoses and estimated a 
delay in diagnosis of 5.1 days.5

Early diagnosis followed by sur-
gical management and antimicro-
bial coverage are key for optimal 

outcomes in this population. Em-
piric broad spectrum antimicrobial 

therapy should be initiated upon 
diagnosis. FG is most commonly 
polymicrobial, and fungal growth 
was reported in 1 series in 22% of 
patients.6 Broad antibiotic and an-
tifungal agents such as vancomy-
cin, piperacillin-tazobactam and 
caspofungin should be considered 
for initial empiric therapy, though 
local antibiograms may help guide 
initial treatment as well. Blood, 
urine and wound cultures can be 
helpful in narrowing therapy fur-
ther. Urgent debridement of non-
viable tissue is critical followed by 

daily wound monitoring.7 Most pa-
tients will likely require 2 or more 
debridements as the extent of tis-
sue involvement becomes clearer 
in the days following presentation.2

Tissue loss varies considerably 
among patients. In those requiring 
wide excision, reconstruction af-
ter the infection is treated may be 
necessary. Healing by secondary 
intention with or without wound 
VAC (vacuum-assisted closure) can 
be an option for those with small-
er surgical defects. While healing 
by secondary intention for larger 
wounds is an option, employing re-
constructive techniques and wound 
closure can expedite healing and 
may be required to prevent or treat 
scar contracture. For example, the 
patient featured in figures healed 
primarily by secondary intention 
but eventually went on to require 
reconstruction in the form of penile 
release from scar contracture, gran-
ulation tissue excision and skin graft-
ing (figs. 1–4). Classically wound 
closure has been delayed weeks or 
months after initial debridement. 
However, Sandberg et al report-
ed comparable outcomes between 
early and late wound closure 

Figure 1. FG on presentation.

Figure 2. FG after initial debridement and wound VAC placement. Pictures are from same date. 

Figure 3. Four months after initial debride-
ment, healing by secondary intention.

“ Mortality has 
been reported to 
be 7.5% in the 
United States.”
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“ Currently, there 
are no formal 
guidelines by 
the AUA for the 
management of 
this condition.”

“ Patients diagnosed 
with FG 
presented with 
symptomatically 
similar diagnoses 
on average 12 
days prior to 
formal diagnosis, 
representing an 
opportunity for an 
earlier diagnosis.”

FOURNIER’S GANGRENE UPDATE
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groups with median delay of 5 days 
in the early group.8 Reconstructive 
methods vary based on defect loca-
tion, size and surgeon preference. 
Methods described include local 
flap, split thickness skin grafting 
and component separation with 
primary closure.9 There is paucity 
of quality data on long-term quality 

of life as well as urinary and sexual 
function of affected individuals.

FG requires decisive surgical 
management, careful antimicrobi-
al coverage and often reconstruc-
tion to support patients through 
this challenging infection. Delays 

in diagnosis are common, and a 
thorough physical exam is neces-
sary to reduce these delays when 
patients present with related com-
plaints. Currently, there are no 
formal guidelines by the AUA for 
the management of this condition, 
and development of these guide-
lines may be helpful for consistent 
urological management in the fu-
ture. Further research is needed 
to determine how best to support 
these patients in the long term, past 
the acute necrotizing infection. By 
employing the strategies discussed 

here, we can help patients return to 
a high quality of life. STOP
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Figure 4. Eight months after initial presenta-
tion, now status post-excision of penile granu-
lation tissue and release from scar contracture 
with skin graft. He did unfortunately go on to 
develop recurrent FG of left scrotum, which is 
packed.

To Understand Which Genitourinary Conditions May 
Improve with Pelvic Physical Therapy, I Asked the 
Physical Therapists Themselves!
Amy Pearlman, MD
Carver College of Medicine, University of Iowa 
Health Care, Iowa City

Amy Little, PT, DPT, WCS, CLT-LANA
University of Iowa Hospitals and Clinics, 
Iowa City

Cari Everhart, PT, MPT 
University of Iowa Hospitals and Clinics, 
Iowa City

Natalie Kruse, PT, DPT, CLT-LANA 
University of Iowa Hospitals and Clinics, 
Iowa City

Mary Hausler, PT, DPT 
University of Iowa Hospitals and Clinics, 
Iowa City

Jeremy Calame, PT, DPT 
MOOSE Physical Therapy, Peoria, Illinois

Beth Shelly, PT, DPT, WCS, BCB PMD 
Beth Shelly Physical Therapy LLC, Moline, Illinois

I first heard of pelvic physical ther-
apy as a urology resident. In fact, a 
world-renowned pelvic physical ther-
apist worked in our urology clinic. I 
knew that some of our male patients 

with post-prostatectomy stress uri-
nary incontinence and patients with 
interstitial cystitis were referred to 
her but am embarrassed to say I had 
very little idea of what she did. Had 
I known then what I know now I 
would have shadowed her in clinic, 
would have taken her for coffee to pick 
her brain (on multiple occasions) and 
would have referred many more pa-
tients to her for help. After 3 years of 
being in practice, I am proud to say I 
now know better and can confidently 
say that the pelvic physical therapists 
I have had the privilege of working 
with during this time have revolu-
tionized the way I care for patients, 
and as a result, so many of my pa-
tients are no longer suffering. 

When it comes to multidisciplinary 
algorithms, we often find a single spe-
cialty reporting on the role(s) of other 
specialties in the care of the mutual 
patient/symptom. I decided to take a 
different route—I asked several pelvic 

physical therapists to share their ap-
proach to various pelvic conditions, 
ultimately in hopes of answering the 
question, “Which of my patients/con-
ditions can you help me with?” Here is 
what they said.

-Amy Pearlman

Scrotal Content Pain
Cari Everhart, Amy Little, Mary 

Hausler and Natalie Kruse
As pelvic physical therapists, 

we take a whole-person approach 
to scrotal content pain. After med-
ical diagnoses have been ruled 
out (eg urinary tract infection, 
testicular torsion, testicular mass, 
bacterial orchitis/epididymitis/
prostatitis), we focus on the mus-
culoskeletal system as well as the 
complex way the brain processes 
pain. Although we are called “pel-
vic floor physical therapists” and 
are experts in genital pain, we are 

often looking for sources of scro-
tal content pain physically located 
outside of the pelvis. 

Potential musculoskeletal caus-
es of scrotal content pain may 
include pelvic floor muscles, ab-
dominal muscles, hip joint, tho-
racolumbar junction, ilioinguinal 
nerve, genitofemoral nerve, pu-
dendal nerve, and/or scar tissue 
or fascial restrictions along the 
abdomen and groin. Taut or ir-
ritable bands of muscle in the 
pelvic floor or abdominal mus-
cles can refer to the testicles.1,2 
Hip joint pain due to arthritis or 
labral tears can refer to the groin 
and scrotum.3 The ilioinguinal 
and genitofemoral nerves exit the 
spine at the thoracolumbar junc-
tion and travel through potential-
ly restricted areas of muscle, fas-
cia and scar  tissue. These are all 

Arrow-right Continued on page 25
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TO UNDERSTAND WHICH GENITOURINARY CONDITIONS MAY IMPROVE WITH PELVIC PHYSICAL THERAPY,  
I ASKED THE PHYSICAL THERAPISTS THEMSELVES!
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areas that may benefit from a pel-
vic floor therapist skilled in man-
ual therapy techniques involv-
ing this region, as well as home 
programs for tissue release, hip 
stretching and strengthening, 
nerve gliding and body mechan-
ics training.4,5 

In the case of chronic pain 
(generally defined as greater than 
3 months, or beyond expect-
ed tissue healing times), there is 
thought to be a complex interac-
tion between the tissues, nervous 
system and brain. Research shows 
that patients who learn about how 
pain works, along with other ther-
apeutic interventions, are more 
effective at reducing their pain.6,7 
Physical therapists have the ad-
vantage of being able to spend 
more time with patients and can 
provide guidance on how to turn 
the pain “alarms” down through 
breathing techniques, meditation 
and reassurance. 

Premature Ejaculation (PE)
Jeremy Calame 
As a pelvic physical therapist, I 

first seek to understand symptom 
onset, latency to ejaculation, symp-
tom presence with penetrative 
versus nonpenetrative sexual en-
counters, and any prior treatments, 
interventions (pharmacological or 
nonpharmacological) or behavior-
al modifications.

The examination involves a 
thorough musculoskeletal assess-
ment of the pelvic region, including 
the spine and lower extremities, to 
identify any deficits affecting opti-
mal pelvic floor muscle function. 
Detailed postural assessment, and 
range of motion and flexibility test-
ing of the spine and lower extrem-
ities are important to identify any 
compensatory adaptations. Pelvic 
floor muscle testing should target 
the contractile strength, tone and 
performance of the pelvic floor 
muscles. It is clinically more ad-
vantageous to perform the muscle 
testing through an internal (rectal) 

assessment to examine the differ-
ent layers of the pelvic floor mus-
culature, but it is not required if the 
patient is uncomfortable with this 
approach. Biofeedback testing can 
also be beneficial to help assess pel-
vic floor muscle function.

Research supports pelvic floor 
muscle rehabilitation for PE with 
an emphasis on utilizing pelvic 
floor muscle contractions to help 
delay the ejaculatory reflex.8,9  
Those with PE should not simply 
be assumed to have weak pelvic 
floor muscles and instructed to 
perform pelvic floor strengthen-
ing exercises without being thor-
oughly examined. For those with 
shortened pelvic floor muscles, 
stretching may be more beneficial 
prior to strengthening. Pelvic floor 
muscle exercises can be performed 
in many different positions and set-
tings, and accompanied with elec-
trical modalities. They can also be 
enhanced during sexual encoun-
ters to further promote delaying 
the ejaculatory reflex. Physical 
therapists emphasize that improv-
ing muscle function takes time and 
that compliance with exercises is 
critical to achieving optimal sexual 
performance.  

Erectile Dysfunction (ED)
Beth Shelly 
There are many options for the 

treatment of ED, ranging from 
pharmacological to surgical, with 
regenerative therapies gaining 
popularity. For this reason, very 
few men will have untreatable 
ED if seen by appropriate health 
care providers. As a pelvic physi-
cal therapist, however, I wonder if 
we’ve overlooked a very conserva-
tive intervention in the treatment 
of this condition.

To understand the role of the 
pelvic physical therapist in the 
treatment of ED, we must first 
understand the role of the pelvic 
floor in the ability to obtain and 
maintain erections. The ischiocav-
ernosus muscle over the crus of the 

penis assists with erection by com-
pressing venous return. The bulbo-
spongiosus muscle over the bulb of 
the penis empties the bulb of the 
penis of semen and also assists with 
erection. 

When it comes to pelvic floor 
muscle exercises for men, one must 
include focused contraction of the 
anterior pelvic floor musculature. 
Verbal instruction for activation 
of the bulbospongiosus muscle in-
cludes, “Tighten around the anus” 
followed by “shorten the penis.”10

Another explanation for bulbo-
spongiosus contraction is the action 
of squeezing out the last drops of 
urine after voiding. It is  important 
to describe the contraction in sev-
eral different ways and to test the 
patient’s ability to perform the cor-
rect anterior contraction.  Imaging 
ultrasound is the best modality to 
test the contraction of the anterior 
pelvic floor muscles in the male.  
This modality allows the therapist 
and patient to see elevation of the 
bulbospongiosus muscle as it com-
presses the base of the penis.  

Though no optimal training 
protocol has been identified for 
ED after prostatectomy, studies do 
show that pelvic floor muscle train-
ing is better than nothing.8,11,12 Pel-
vic floor muscle training increases 
ability to maintain an erection, and 
biofeedback with imaging ultra-
sound or  electromyography (with 
or without electrical stimulation) 
may produce the best outcomes 
in those with venous leakage.11 
A recent systematic review also 
provides evidence that increasing 
physical activity decreases ED, 
with recommendations for 40 min-
utes of moderate to vigorous ex-
ercise 4 times per week.13 Physical 
therapists emphasize the impor-
tance of overall healthy behaviors, 
including systematic exercise.

Pelvic physical therapists perform 
thorough physical examinations, pro-
vide critical education and reinforce 
practical ways of modifying behavior to 
improve scrotal content pain, PE and 

ED, among many other conditions.
The most incredible part about this 

whole topic is that many pelvic physical 
therapists actually want to treat these 
conditions—we don’t have to feel bad 
about making these referrals!

As a result, the more relevant ques-
tion becomes, “Are there any patients 
with benign genitourinary conditions/
symptoms who should NOT see a pelvic 
physical therapist, at least as part of a 
comprehensive treatment approach?” I 
cannot think of a single one.

-Amy Pearlman STOP
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What Have We Learned from the Work of the Young  
Academic Urologists Trauma and Reconstructive  
Working Party?
Luis Alex Kluth, MD
University Hospital Goethe University, Frankfurt, 
Germany

A Plea for Evidence-
Based Medicine 
in Trauma and 
Reconstructive Urology

Fortunately, I was able to spend 
my residency at one of the most 
renowned urethral reconstruction 
centers in Europe, the Univer-
sity Medical Center Hamburg- 
Eppendorf (Hamburg, Germany), 
under the supervision of Margit 
Fisch and Roland Dahlem. During 
my residency, I did a uro-oncolog-
ic research fellowship specializing 
in bladder cancer with Shahrokh  
Shariat at Weill Medical College of 
Cornell University. Everything I 
found here was about evidence-based 
medicine, clinicians and researchers 
who would thoughtfully develop 
prospective study designs and vali-
date the outcome of guideline-based 
recommended therapies in patients 
with bladder cancer. 

Coming back from this fellow-
ship, I was literally searching for 
this quality of evidence-based med-
icine in reconstructive urology, es-
pecially in urethral reconstruction. 
But I mostly found small retrospec-
tive studies, thus highly underpow-
ered statistics, and inconsistency in 
diagnostic, treatment and followup 
between centers. Then I decided to 
open up a new Young Academic 
Urologists (YAU) Trauma and Re-
constructive working party.  

Never Underestimate 
the Importance of 
Institutional Standards 
and Surgical Schools in 
Reconstructive Urology

I remember being in the operating 
room with Roland Dahlem as a resi-
dent, where I constantly annoyed him 
with questions like, “why do we use 
that suture?” “why continuously, why 

not interrupted?” and “why do we keep 
the catheter for that time?” He always 
had a very reasonable argument, but it 
often sounded to me like, “because we 
do it this way (always).”  

Looking back, I truly think this 
is what reconstructive urology is all 

about: a field that is highly based on 
surgical experience. After I started 
doing reconstructive cases myself, 
I understood that everything re-
constructive surgeons do both in 
and outside the operating room (eg 
preoperative diagnosis, use of an-
tibiotic prophylaxis, evaluation of 
postoperative success) matters, and 
it follows an institutional standard—
in other words, a “surgical school.” 

We believe it is important to pub-
lish these surgical schools, which play 
a key role in the understanding of dif-
ferent techniques and, more impor-
tantly, different outcomes. For exam-
ple, a mid-term urethral stricture-free 
survival rate of 85% is a fantastic re-
sult for both patient and surgeon. But 
the number does not explain how 
the excellent success rate has been 
achieved. Instead of success rate-driv-
en research only, we aim to focus on 
describing and comparing periopera-
tive diagnostic algorithms, standard-
ized reporting on peri-/postoperative 
complications and patient-reported 
outcomes between our centers.1,2

Why Do We Need 
Young Academic 
Urologists in Trauma and 
Reconstructive Urology?

Because it is very difficult to 
find these trauma and reconstruc-

tive urologists who are interested 
in research. Personally, I believe 
it has something to do with age. 
The most productive time for any 
academic urologist will be the 
earlier years of her/his career. 
But first it takes time to deeply 
understand and thus address clin-
ical problems in reconstructive 
urology, and second to provide 
sufficient data on patients you 
operated on. Once we reach the 
clinical expertise, we realize we 
are too old to do research. As an 
academic trauma and reconstruc-

tive urologist, you have to gain 
surgical experience and stay ded-
icated to research; in other words, 
you need a long breath.

We Embrace the 
Heterogeneity and 
Diversity of Our Group, 
Which Widens the 
Spectrum of Research 
Interest and Allows Views 
from Different Angles on 
Each Project

Our YAU Trauma and Recon-
structive Urology working party has 
constantly grown since we started in 
2017 (with 2 members). Currently we 
have 10 members who are national 
and international clinical and scien-
tific experts in the broad spectrum 
of urethroplasty, trauma surgery, 
incontinence surgery, fistula repair, 
ureteral repair, pyeloplasty, penile re-
constructive surgery, corporoplasty, 
urinary  diversion, transgender sur-
gery, 3-dimensional modeling, tissue 
engineering, robotic surgery, androl-
ogy and sexual medicine (see figure). 

One of our main projects is 
merging already existing retrospec-
tive institutional databases. How-
ever, each of our members is able 

Figure. Current members of the YAU Trauma and Reconstructive working party.

“ Instead of success 
rate-driven 
research only, 
we aim to focus 
on describing 
and comparing 
perioperative 
diagnostic 
algorithms, 
standardized 
reporting on peri-/
postoperative 
complications and 
patient-reported 
outcomes between 
our centers.”
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“ This is what 
reconstructive 
urology is all 
about: a field 
that is highly 
based on surgical 
experience.”
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to conceptualize a research idea 
and create prospective multi-insti-
tutional registries.  

Furthermore, all members are 
highly active in other nation-
al and international scientific 
committees and working groups 
in their field of expertise. We 
understand YAU as a huge net-
work platform for projects with-
in the YAU (with other working 
groups),3 within the EAU (Eu-
ropean Association of Urolo-
gy) and with external partners. 
We collaborate with different 
institutions such as ESU (Eu-
ropean School of Urology) and 
ESGURS (European Society of 
Genital Urinary Reconstructive 
Surgeons), and 3 members of our 
group are panel members of the 
new EAU Guidelines Office for 
Urethral Stricture Diseases.4–6

We believe in the importance of 
international collaborations with 
well-established research groups 
such as TURNS (American Trauma 
Urologic Reconstructive Network 
Surgeons) and ESCAP (ESSM [Eu-
ropean Society of Sexual Medicine] 
Scientific Collaboration and Partner-
ship) to create high-quality projects.7

What Have We Learned 
So Far? 

We need young practicing urolo-
gists in Europe with a major  interest 

in trauma and reconstructive urology 
who are dedicated to academia. We 
want to actively collaborate, thereby 
creating a group of young “key opin-
ion leaders” in the field of trauma and 
reconstructive urology in Europe. STOP

1. Vetterlein MW, Loewe C, Zumstein V et al: 
Characterization of a standardized postoperative 
radiographic and functional voiding trial after 
one-stage bulbar ventral onlay buccal mucosal 
graft urethroplasty and the impact on stricture re-
currence-free survival. J Urol 2019; 201: 563.

2. Wenzel M, Krimphove MJ, Lauer B et al: Is 
standardization transferable? Initial experi-
ence of urethral surgery at the University Hos-
pital Frankfurt. Front Surg 2020; https://doi.
org/10.3389/fsurg.2020.600090.

3. Di Mauro M, Tonioni C, Cocci A et al: Penile 
length and circumference dimensions: a large study 
in young Italian men. Andrologia 2021; 53: e14053.

4. Lumen N, Campos-Juanatey F, Greenwell T et 
al: European Association of Urology Guidelines 
on Urethral Stricture Disease (Part 1): Manage-
ment of Male Urethral Stricture Disease. Eur 
Urol 2021; 80: 190.

5. Campos-Juanatey F, Osman NI, Greenwell 
T et al: European Associat ion of Urology 

Guidelines on Urethral Str icture Disease 
(Part 2): Diagnosis, Perioperat ive Manage-
ment , and Follow-up in Males. Eur Urol 
2021; 80: 201.

6. Riechardt S, Waterloos M, Lumen N et al: Euro-
pean Association of Urology Guidelines on Ure-
thral Stricture Disease Part 3: Management of 
Strictures in Females and Transgender Patients. 
Eur Urol Focus 2021; https://doi.org/10.1016/j.
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7. Chierigo F, Bettocchi C, Campos-Juanatey F et al: 
Use of grafting materials during penile prosthe-
sis implantation in patients with Peyronie’s dis-
ease—a systematic review. Int J Impot Res 2021; 
http://doi.org/10.1038/s41443-021-00479-8.

The Young Academic Urologists (YAU) is 
the scientific arm of the of the European 
Association of Urology (EAU) and consists 
of around 100 Urologists in nine working 
groups who are dedicated to research. 
Young means below the age of 40 years; 
many members are still residents. A 
younger age does not always mean being 
more productive, but it often does. 
We aim to promote high-quality studies in 
order to provide strong evidence for the 
best Urological practice, to promote educa-
tional programs in order to boost European 
training standards and to create a platform 
for close international cooperations for 
the future Urology leaders in Europe (and 
beyond). The YAU will also focus on the 
development of leadership skills for young 
Urologists. As a result of this network 
and cooperation, the YAU will be able to 
further enhance his or her academic career 
and improve scientific skills by exchanging 
and exploring new ideas.

The YAU Trauma and Reconstructive work-
ing party was newly founded in 2017 by 
Luis Alex Kluth. 
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The Role of Bundled Payments in Urology
C. J. Stimson, MD, JD
Vanderbilt University Medical Center, Nashville, 
Tennessee

Bundled payments represent a 
category of value-based payment 
models designed to maximize pa-
tient outcomes per dollar spent. In 
contrast to traditional fee-for-ser-
vice payment rules that remuner-
ate providers for each discrete ser-
vice provided, bundled payments 
aggregate or “bundle” all services 
related to a particular clinical ep-
isode and set a target payment 
for these included services.1 Mea-
sures of patient outcomes are then 
aligned to the bundled payment 
to ensure that the payment model 
incentivizes the delivery of high 
value care.2

Although bundled payments 
are broadly deployed across sur-
gical and medical conditions for 
both commercially and govern-
ment insured populations, the 
penetration in urology is limit-
ed. Bundled payments in cardi-
ac surgery,3 orthopedic surgery,4 
cardiology procedures5 and oth-
er medical conditions6 have been 
implemented and tested over the 
past 35 years with varying de-
grees of success. More recently, 
the Large Urology Group Prac-
tice Association developed a 
bundled payment model for the 
treatment of clinically localized 
prostate cancer and proffered 
this unsuccessfully to the Cen-
ter for Medicare and Medicaid 
Innovation (CMMI) as a urolo-
gy-specific alternative payment 
model.7

The bundled payment program 
that is most relevant to the urolo-
gy community and operates at the 
largest scale is CMMI’s Oncology 
Care Model (OCM). The OCM in-
corporates a bundle payment mod-
el methodology (see figure) plus 
$160 per beneficiary per month 
care coordination fees for 6-month 
episodes of systemic therapy for 24 
cancer diagnoses.8 Patients receiv-
ing systemic therapy for kidney, 
bladder and prostate cancer were 
included in the OCM, including 
bladder cancer patients receiving 
bacillus Calmette-Guérin and pros-
tate cancer patients receiving hor-

mone therapy alone. The OCM 
runs from January 1, 2016 through 
June 2022. Provider participation 
in the program is voluntary

The most recent interim evalua-
tion of the OCM assessing episodes 
that started between January 1, 
2016 and January 1, 2019 revealed 
several notable results:9 
 • There were 176 OCM practices 

included in the analysis, result-
ing in 641,451 OCM episodes 
(13.2% were prostate cancer ep-
isodes). 

 • There was a significant decrease 
in episode spending for OCM 
practices compared to non-
OCM practices. This decrease in 
spending, however, was driven 
largely by reductions in spend-
ing across 4 cancer episodes: 
lung (−$1,292 [−3.2%], p <0.01), 
lymphoma (−$1,017 [−2.3%], 
p <0.05), colorectal (−$879 
[−2.4%], p <0.05) and high-risk 
breast (−$790 [−2.2%], p <0.01). 

 • The OCM net financial impact to 
CMMI was a $315.6 million loss 
after combining savings in epi-
sode spending ($144.7 million) 
with the additional monthly care 
coordination ($376.1 million) 
and bonus payments ($84.3 mil-
lion) to participating providers.

 • There was an increase in epi-
sode spending in episodes for 
prostate cancer treated with 
androgen deprivation therapy 
without any other chemothera-
py (“low-intensity prostate can-
cer”) for OCM practices com-
pared to non-OCM practices 
($236 [2.1%], p ≥0.10), although 
not significant.

 • There was a decrease in episode 
spending in episodes for pros-
tate cancer treated with chemo-
therapy (“high-intensity prostate 
cancer”) for OCM practices 
compared to non-OCM prac-
tices (−$387 [−0.9%], p ≥0.10), 
although not significant.  

 • There were significant changes 
in aspects of Medicare spend-
ing for high-intensity prostate 
cancer episodes for OCM prac-
tices compared to non-OCM 
practices

 ο Medicare Part B decrease 
(−$703 [−3.9%], p <0.10)

 – Part B non-chemotherapy 
drug payment decrease 
(−$354 [−6.1%], p <0.10)

 – Part B supportive care drug 
payment decrease (−$280 
[−5.9%], p <0.10)

 ο Medicare Part D increase 
($699 [3.5%], p <0.01)

 • There was a significant  decrease 
in the use of denosumab (com-
pared to bisphosphonates) for 
prostate cancer patients with 
bony metastases for OCM prac-
tices compared to non-OCM 
practices (−4.0%, 95% CI −5.9% 
to −2.2%, p ≤0.01)
Taken together these interim 

OCM results tell a predictable 
story. That is, the ability of bun-
dled payment models to drive 
value-based care is dependent 
on both the design details of the 
model and the idiosyncrasies of 
the targeted clinical conditions. 
To the former point, consider the 
impact to the net financial perfor-
mance of OCM if there was no 
monthly care coordination fee, 
or some fraction of the $160 per 
beneficiary per month. Reducing 
this care coordination fee alone 
could move the OCM from a net 
negative to a net positive financial 
impact. To the latter point, the 
analysis of episodes with high-in-
tensity prostate cancer and pros-
tate cancer with bony metastases 
suggests that where value oppor-
tunities exist (eg non-chemothera-
py or supportive drug utilization, 
denosumab vs bisphosphonates), 
bundled payments can provide 
the right incentive model to max-

imize patient outcomes per dollar 
spent. 

The role of bundled payments 
in all facets of health care, includ-
ing urology, remains the same—a 
solution to the problem of low 
value health care. As purchasers, 
payers and (increasingly) provid-
ers look to extract more value 
from health care spending, bun-
dled payments will provide an 
entrée for urologists to be part of 
that solution. STOP
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Figure.  OCM bundled payment methodology.
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Translating Data into Clinical Practice: Results from  
the Pelvic Floor Disorders Network
Christopher Chermansky, MD, 
FPMRS
UPMC Magee Womens Hospital, Pittsburgh, 
Pennsylvania

The Pelvic Floor Disorders Net-
work is a multicenter group of 
 Female Pelvic Medicine and Recon-
structive Surgery researchers that is 
sponsored by the National Institute 
of Child Health and Human Devel-
opment. Since it was established in 
2001, there have been 148 papers 
published. Over the past few years, 
the Pelvic Floor Disorders Network 
has completed and published on 
2 notable randomized controlled 
trials (RCTs) with level 1 evidence 
that have the ability to change clini-
cal practice: 1) the ESTEEM study, 
which compared mid-urethral sling 
(MUS) combined with behavioral/
pelvic floor therapy to MUS alone 
in women with moderate or severe 
mixed urinary incontinence (MUI), 
and 2) the SUPeR study, which 
compared vaginal hysterectomy 
(VH) with uterosacral  ligament 
suspension (ULS) to sacrospinous 
vaginal mesh hysteropexy (VMH) 
in women undergoing vaginal treat-
ment of  symptomatic uterovaginal 
prolapse.

ESTEEM
ESTEEM was an RCT that 

compared MUS, either retropu-
bic or obturator, combined with 
behavioral/pelvic floor therapy 
(1 preoperative and 5 postopera-
tive sessions through 6 months) to 
MUS alone for women with MUI.1 

Each subject was ≥21 years of age 
and had moderate or severe stress 
and urgency urinary incontinence 
(UUI). Exclusion criteria consisted 
of vaginal prolapse at or beyond 
the hymen, planned concomitant 
surgery for vaginal prolapse, prior 
sling or current overactive bladder 
medication use. The primary out-
come was the change in Urogeni-
tal Distress Inventory (UDI) total 
score (range 0–300 points, with 
higher scores indicating greater 
severity) between baseline and 12 
months, with the minimal clinical-
ly important difference (MCID) set 
at 35 points. Secondary outcomes 
included changes in the 3-day blad-

der diary, Incontinence Impact 
Questionnaire and the need for ad-
ditional treatment of lower urinary 
tract symptoms.

Of the 480 women randomized, 
402 (198 in the combined group and 
204 in the MUS alone group) had 
outcome data and were included in 
the primary analysis. The UDI  total 
score in the combined group de-
creased from 178.0 points at base-
line to 30.7 points at 12 months, 
and the UDI total score in the MUS 
alone group decreased from 176.8 
points at baseline to 34.5 points 
at 12 months (p=0.04  between 
groups). Although the combined 
group had greater improvements 
in the UDI total score, the mod-
el-estimated between-group dif-
ference of 13.4 points did not meet 
the MCID threshold of 35 points. 
As for secondary outcomes, blad-
der diary outcomes were more fa-
vorable for the combined group, 
including greater mean reductions 
in total incontinence episodes per 
day (−2.4 combined vs −1.4 MUS 
alone, p=0.009), UUI episodes/
day (−1.1 combined vs −0.4 MUS 
alone, p=0.02) and normalization 
of voids per day (74% combined vs 
46% MUS alone, p <0.001). Also, 
the combined group had signifi-
cantly greater improvements in In-
continence Impact Questionnaire 
scores (−132 combined vs −102 
MUS alone, p=0.009). Finally, the 
combined group at 12 months was 
less likely to receive additional treat-
ment for lower urinary tract symp-
toms than the MUS alone group 
(8.5% combined vs 15.7%, p=0.01). 
The time to additional treatment 
was greater in the combined group 
as shown in the  Kaplan-Meier curve 
in figure 1 (log-rank test, p=0.008).

In conclusion, in women with 
moderate or severe MUI treatment 
with behavioral/pelvic floor thera-
py and MUS resulted in a small 
statistically significant difference 
in urinary incontinence symptoms 
at 12 months; however, that differ-
ence did not meet the prespecified 
MCID. Yet, adding behavioral/
pelvic floor therapy to MUS did 
result in greater improvements in 
total and UUI episodes, urinary 
frequency and quality of life. Fur-

thermore, adding behavioral/pel-
vic floor therapy decreased the 
need for additional treatment for 
urinary symptoms.

ESTEEM-HMS was a planned 
secondary analysis of ESTEEM 
that aimed to describe whether 
preoperative urinary and vagi-
nal microbiomes were associated 
with surgical treatment respons-
es at 12 months after MUS.2 The 
authors hypothesized that the rel-
ative abundance of Lactobacillus 
among preoperative urinary or 
vaginal microbiota would be asso-
ciated with surgical treatment re-
sponses. Twelve-month objective 
response was defined as a ≥70% 
reduction from baseline urinary 
incontinence episodes in a 3-day 
diary. Compared with responders 
(72), objective nonresponders (28) 
were older (58.5 vs 51.6 years) and 
more likely to be postmenopausal 
without hormone use. Although 
urinary microbiota were not as-
sociated with MUS outcomes, 
a greater abundance of baseline 
vaginal Lactobacillus was associat-
ed with an  objective response from 
MUS surgery (p=0.04); however, 
controlling for age diminished 
this association. Nonresponders 
after an MUS had greater vaginal 
Prevotella (p=0.01), and this rela-
tionship remained significant after 
adjusting for age (p=0.01). Thus, 
vaginal microbiota at the time of 
the surgery were associated with 

objective treatment responses 1 
year later.

Another secondary analysis of 
ESTEEM assessed cost-effective-
ness between the 2 treatment arms.3 
Effectiveness was measured in quali-
ty-adjusted life-years and reductions 
in urinary incontinence episodes 
per day. Incremental cost-effective-
ness ratios of combined treatment 
vs MUS alone were calculated. 
The authors found no difference 
between combined treatment and 
MUS alone in quality-adjusted life-
years (0.87 vs 0.87, p=0.90) or mean 
reduction in urinary incontinence 
episodes per day (−4.76 vs −4.50, 
p=0.13). Yet for women with base-
line UDI irritative scores ≥50th 
percentile, combined treatment was 
cost-effective compared with MUS 
alone. Thus, for that subset of wom-
en with MUI who have baseline 
severe UUI symptoms, combined 
treatment was a good value com-
pared to MUS alone.

SUPeR
The SUPeR study was an 

RCT of surgical treatments for 
uterovaginal prolapse that com-
pared VH with ULS to VMH us-
ing Uphold LITE.4 Eligible partic-
ipants included women ≥21 years 
of age requesting vaginal  surgery 
for symptomatic  uterovaginal 

Figure 1. Kaplan-Meier probability curve for additional treatment in the ESTEEM study.1

Arrow-right Continued on page 30
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prolapse beyond the hymen. Par-
ticipants were amenorrheic for 
at least 1 year to allow masking, 
had completed childbearing and 
had uterine descent into the low-
er half of the vagina. The prima-
ry outcome was treatment failure 
assessed at 3 years as a composite 
measure in which failure could be 
any of the following events: 1) any 
retreatment for prolapse (pessary 
or surgery), 2) any prolapse be-
yond the hymen and 3) positive 
response to the question, “Do you 
usually have a bulge or something 
falling out that you can see or feel 
in your vaginal area?” This out-
come was evaluated with surviv-
al models. Secondary outcomes 
included operative outcomes, ad-
verse events and patient-reported 
outcomes (PROs), and these were 
evaluated with longitudinal mod-
els or contingency tables as appro-
priate. Specifically, the secondary 
outcomes included group differ-
ences in POP-Q (Pelvic Organ 
Prolapse Quantification system) 
points, the Patient Global Impres-

sion of Improvement (PGI-I) and 
the Prolapse  Incontinence Sexual 
Function Questionnaire (PISQ-
IR). Participants consented to 
remaining masked to treatment 
assignment for the study duration 
unless a medical indication for un-
masking was identified. In-person 
POP-Q examinations by nonsur-
geons and PRO assessments ad-
ministered by study coordinators 
masked to study group were per-
formed every 6 months.

A total of 183 women were ran-
domized either to VH with ULS 
(90) or to VMH (93), of whom 
169 (97%) completed the 3-year 
followup. With respect to the 
composite primary outcome, no 
 statistically significant difference 
in failure risk was demonstrated 
between the 2 groups at 3 years 
(p=0.06). Yet the model-estimat-
ed failure at 3 years was 24% for 
the VMH group and 36% for the 
VH with ULS group. Also, the 
mean total vaginal length was 8.5 
cm in the VMH group and 7.7 
cm in the VH with ULS group 

(p <0.001). There was no differ-
ence in the PGI-I between the 2 
groups at 36 months (p=0.93). Of 
the 40% of women (70) who were 
sexually active before surgery, 
sexual function as measured 
by the PISQ-IR improved by a 
mean of 0.4 points after VMH 
vs 0.3 points after VH with ULS 
(p=0.69). Also, de novo dyspareu-
nia was very low and was noted 
in 2 women after VMH and in 3 
women after VH with ULS.

Adverse events included mesh 
exposure (8% after VMH vs 0% 
after VH with ULS), granula-
tion tissue after 12 weeks (1% af-
ter VMH vs 11% after VH with 
ULS) and suture exposure after 
12 weeks (3% after VMH vs 21% 
after VH with ULS). In the same 
year as the publication of this 
study and with the absence of data 
at 36 months supporting superior 
outcomes that were statistically 
significant with transvaginal mesh 
compared to native tissue repair, 
the U.S. Food and Drug Admin-
istration ordered manufacturers of 

transvaginal mesh for prolapse to 
stop selling and distributing their 
products.

In the 5-year SUPeR study, a 
total of 156 women (89%) com-
pleted the 5-year followup, of 
whom 81 underwent VMH and 75 
underwent VH with ULS.5 With 
respect to the primary outcome 
at 5 years, there was now a sta-
tistically significant difference in 
failure risk between the 2 groups, 
as shown in figure 2, with few-
er failures after VMH compared 
to VH with ULS (p=0.03). The 
failure rates at 5 years were 37% 
for VMH and 54% for VH with 
ULS, a difference of 18%. There 
were no new differences in PROs 
(PGI-I and PISQ-IR) at 5 years. 
New or worsening dyspareunia 
was seen in 9% of women (8 of 87) 
after VMH and 2% (2 of 86) af-
ter VH with ULS (p=0.10). Thus, 
among women with symptomatic 
uterovaginal prolapse undergoing 
vaginal surgery, VMH resulted in 
a lower failure rate compared to 
VH with ULS after 5 years. The 
authors concluded that, based on 
their results, the vaginal mesh hys-
teropexy procedure used in this 
study should be made available to 
patients. STOP
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alone on incontinence symptoms among wom-
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322:1066.
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3. Harvie HS, Sung VW, Neuwahl SJ et al: 
Cost-effectiveness of behavioral and pelvic 
floor muscle therapy combined with midure-
thral sling surgery vs surgery alone among 
women with mixed urinary incontinence: 
results of the Effects of Surgical Treatment 
Enhanced with Exercise for Mixed Urinary 
Incontinence randomized trial. Am J Obstet 
Gynecol 2021; 225: 651.e1

4. Nager CW, Visco AG, Richter HE et al: Effect 
of vaginal mesh hysteropexy vs vaginal hyster-
ectomy with uterosacral ligament suspension 
on treatment failure in women with uterovagi-
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2019; 322: 1054.

5. Nager CW, Visco AG, Richter HE et al: Effect 
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Figure 2. Failure probability for composite primary outcome comparing VMH to VH with ULS in the SUPeR study.5
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Screening for prostate cancer, 
which typically starts with a pros-
tate specific antigen (PSA) test, has 
a complicated history. The inher-
ent lack of specificity of PSA for 
detecting aggressive cancer and 
the concerns over the potential 
negative effects in identifying and 
treating indolent cancers have re-
sulted in several changes to screen-
ing guidelines. In 2012, PSA-based 
screening for prostate cancer was 
downgraded to a “D” (“Discour-
age the use of this service”) by the 
United States Preventive Services 
Task Force (USPSTF), one of the 
most influential groups for screen-
ing guidelines.1 Following this 
change in guidelines, research-
ers found a decrease in the rate 
of PSA testing2 and a decrease in 
the rate of overall prostate cancer 
detection, as well as an increase in 
the incidence of metastatic pros-
tate cancer.3 

The incidence and natural histo-
ry of prostate cancer vary among 
races. Black men typically have 
a higher incidence and mortality 
compared to White men, while 
rates among Asian men are low-
er still. We wished to investigate 
possible racial disparities that may 
have arisen (or remained) after the 
USPSTF statement.4 

We performed a longitudinal 
retrospective cohort study using 
our data at Kaiser Permanente 
Northern California.4 As an in-
tegrated health plan, we were 
uniquely situated to observe the 
longitudinal relationship be-
tween changes in screening rates 
and outcomes. Since our study 
population derived from a large, 

community-based, multispecialty 
group practice, we could identi-
fy a true denominator for all rate 
calculations by accounting for all 
eligible individuals in the system. 
Moreover, in our open access sys-
tem, potential financial barriers to 
screening and additional testing 
were minimized.

To examine changes before and 
after the 2012 USPSTF guide-
lines, we defined 2006–2011 as 
the “pre-period” and 2014–2017 
the “post-period.” In comparing 
the pre-period to the post-period, 
there was a statistically significant 
decrease in PSA screening rates 
for all races. This reduction in 
screening was mirrored by a re-
duction in the rates of biopsy and 
all-cancer detection. With the re-
duction of both biopsy and cancer 
detection rates, the original intent 
of the USPSTF statement was ac-
complished. However, at the same 
time, the metastatic prostate cancer 
detection incidence rates increased 
across all races. Of note, the PSA 
screening rate remained the high-
est for Asian men, even though 
they had the lowest cancer detec-
tion rate. At the same time, Black 

and White men had lower but sim-
ilar screening rates, yet Black men 
had the highest cancer-detection 
rate (see figure). Moreover, the 
change in the rate of metastatic 
prostate cancer increased the most 
for Black men.

Given the understanding of the 
natural history of prostate cancer, 
it was surprising to see an increase 
in metastatic rates so quickly fol-
lowing the change in the USPSTF 
recommendation, but this trend 
has nonetheless been observed 
in other studies.5 We are particu-
larly concerned that if the trend 
continued a few more years, the 
difference in the slope of increase 
of metastatic cancer rate for Black 
men would continue to widen the 
disparity. 

As there was another change in 
the USPSTF guidelines in 2018, 
upgrading PSA-based screening 
to a “C” recommendation (“Offer 
or provide this service for selected 
patients depending on individu-
al circumstances”), we may see a 
reduction in the metastatic cancer 
rate, but once again there are no 
race-specific guidelines to try and 
address the disparities that have re-

mained since 2012. We believe that 
organizations and bodies like the 
USPSTF should consider guide-
lines that directly address high-risk 
populations such as Black men 
and those with a family history of 
prostate cancer. While we recog-
nize that we do not have data from 
a randomized screening trial to 
support this assertion, we feel that 
observational studies such as ours 
provide ample evidence to sup-
port this change. Without practice 
change, these disparities will likely 
persist. STOP

1. Moyer VA and US Preventive Services Task 
Force: Screening for prostate cancer: US Preven-
tive Services Task Force recommendation state-
ment. Ann Intern Med 2012;  57: 120.
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incidence and PSA testing patterns in relation 
to USPSTF screening recommendations. JAMA 
2015; 314: 2054.
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Intern Med 2020; 35: 1368. 
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sentation before and after the 2012 United States 
Preventive Services Task Force statement. Urol 
Pract 2021; 9: 64.
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Figure. PSA screening and metastatic cancer rates. Solid lines are screening rates and dashed lines are metastatic rates. Starting in 2012, screening rates 
declined and metastatic cancer detection rates rose.
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A workforce shortage of 65,000 
physicians is projected by the 
year 2025.1 In 2018, there were 
3.89 urologists per capita, which 
is among the most severe specialty 
shortages. Urology has the second 
oldest surgical subspecialty work-
force with an average age of 52.5 
years.2 According to the 2018 cen-
sus, 72.5% of urologists used an ad-
vanced practice provider (APP) in 
their practice, and APPs accounted 
for 41% of an MD/DO full-time 
equivalent.3 

To that end, the AUA published 
the 2020 update to the 2015 Con-
sensus Statement on Advanced 
Practice Providers titled the “Cur-
rent State of Advanced Practice 
Providers in Urologic Practice,” 
with new content on inpatient uti-
lization, procedural data and com-
pensation.4 An abbreviated version 
was just published in Urology Prac-
tice®.5 This document was created 
by an ad-hoc group of urological 
providers formed by the AUA 
board of directors.

Urologists work with APPs fre-
quently, but many may not know 
the most efficient way to incorpo-
rate them into their practice. This 
document examines APP integra-
tion from a regulatory and practice 
management approach, as well as 
provides information on inpatient 
utilization, procedural data and 
compensation.

The AUA endorses the use of 
APPs in the care of patients through 
a formally defined, supervised role 
with a board certified urologist un-
der the auspices of applicable state 
law.6 This physician-led, team-
based approach provides the high-
est quality urological care.

Most APPs primarily work 
in general urology while nurse 

practitioners are more likely than 
physician assistants to work in 
urology specialty areas such as 
oncology and pediatrics. Spe-
cialty areas in which APPs are 
more likely to work are erectile 
dysfunction (61.4% of physician 
assistants and 53.4% of nurse 
practitioners), oncology (52.3% of 
physician assistants and 37.8% of 
nurse practitioners) and endou-
rology/stone disease (47.2% of 
physician assistants and 34.3% of 
nurse practitioners).7

Supervision/collaboration is a 
process in which an APP works 
with one or more physicians to 

deliver health care services with-
in the scope of the practitioner’s 
expertise with medical direction 
and appropriate supervision as 
supported by jointly developed 
guidelines or other mechanisms as 
indicated by the law of the state in 
which the services are performed. 
This requires that each party 
share responsibility for care. Su-
pervision/collaboration is an in-
teractive process involving trust, 
excellent communication, mutu-
al goals and common direction 
in practice as well as a dynamic 
process dependent upon the skills 
and competencies of both the 

APP and physician. An important 
component of collaboration re-
quires professional relations that 
foster the best patient outcomes 
and the optimal use of individual 
skills. This team model is an effi-
cient way to provide high-quality 
medical care.

The role of APPs in a urology 
practice is dependent upon many 
factors, including academic vs 
private practice, large vs small 
group, APP experience, facili-
ty and practice needs, physician 
comfort level, and state laws. The 
supervisory/collaborative model 
may be described as delegated 
autonomy. This model fosters an 
appropriate growth in autonomy 
time as the physician and the APP 
become accustomed to working 
together.

This working group supports the 
AUA’s policy statement that in a 
team based approach with a board 
certified urologist in a supervisory 
role, APPs contribute to the care of 
the patient with genitourinary dis-
ease and, therefore, encourages the 
proper use of APPs. STOP
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A 2020 joint statement from the 
American Urogynecologic Society 
and the International Urogyne-
cological Association established 
evidence-based algorithms for 
managing transvaginal mesh-re-
lated complications in women 
who have been treated for pelvic 
organ prolapse or stress urinary 
incontinence.1 The report iden-
tified multiple gaps in evidence 
regarding the evaluation and man-
agement of mesh exposure and 
mesh-related pain. 

Currently, an office-based pel-
vic examination is the first step 
to evaluate for mesh-related com-
plications by identifying areas of 
tenderness/discomfort and mesh 
exposure. However, if the vagi-
nal examination is limited or not 
possible due to pain or a narrow 
introitus, it is recommended that 
patients undergo an examination 
under anesthesia if the presenting 
symptoms are consistent with a 
possible mesh complication.2 Ad-
ditionally, certain areas, such as the 
lateral fornices in those with prior 
trans obturator sling placement, 
may be difficult to visualize during 
an office-based pelvic examina-
tion.3 Imaging such as translabial 
ultrasonography (TLUS) or mag-
netic resonance imaging, while 
excellent for determining the type 
and course of the mesh material 
or any associated complications, 
is not a reliable modality to detect 
mesh exposure.4-6

Our group has used vaginosco-
py—an office-based evaluation of the 

vagina with a flexible cystoscope—as 
a simple, safe, well-tolerated outpa-
tient procedure to inspect for possi-
ble mesh/suture exposure without 
need for anesthesia. In our recent 

Urology Practice® article, we review 
our experience with this technique 
along with corroborative findings 
at the time of transvaginal mesh re-
moval surgeries.7 

To accomplish this, we evalu-
ated all outpatient vaginoscopy 
procedures and transvaginal mesh 

JOURNAL BRIEFS: Urology Practice®
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•  mCRPC (measurable visceral disease or measurable extrapelvic adenopathy)
•   progression or soft tissue progression
•  Prior treatment with one, and only one, novel hormonal therapy (NHT) for locally advanced 

•
•  No prior non-hormonal therapy for mCRPC; prior taxane-based chemotherapy for locally 

•
*Patients must meet additional eligibility criteria to enroll.
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removal surgeries performed by 
a single female pelvic medicine 
and reconstructive surgery spe-
cialist. Vaginoscopy was typically 
performed in 4 groups of patients. 
The first group included any pa-
tient with a history of mesh sling 
or mesh prolapse (vaginal, open 
or robotic) presenting with vaginal 
complaints such as pressure, pain/
dyspareunia, bleeding, discharge, 
recurrent vaginitis or a report of 
hispareunia (defined by the In-
ternational Continence Society as 
male partner pain with intercourse 
after female reconstructive sur-
gery). The second group included 
patients with a history of surgical 
mesh removal at our institution 
to verify no mesh exposure recur-
rence, especially at the apex. The 
third group of patients had a his-
tory of removal or office excision 
done before at outside institutions 
to verify that the area of mesh ex-
posure had healed. In the fourth 
group, vaginoscopy was per-
formed following the evaluation 
for exposed bladder mesh by cys-
toscopy to exclude a concurrent 
vaginal mesh exposure.

The procedure is performed 
with a flexible cystoscope, fre-
quently after a concurrent cys-
toscopy, although it may be done 
independently. Vaginal compart-
ments are sequentially evaluated 
and findings are photographed and 

documented in the patient’s medi-
cal chart. Examples of vaginoscopy 
findings are depicted in the figure. 
The entire procedure is typically 
performed in 1−2 minutes and is 
well tolerated, and no complica-
tions were observed in our series.

From 2014 to 2020, 159 vagi-
noscopies were conducted in 128 
women. Vaginoscopy was per-
formed twice in 15 patients and 
3 times in 8 patients. Presenting 
symptoms included dyspareunia 
(46 patients), hispareunia (6), vag-
inal bleeding (9), vaginal discharge 
(14) and pelvic pain (31). Many pa-
tients (63%) had more than 1 pre-
senting symptom. 

The total yield of exposed 
mesh/suture detection was 32% 
(51/159 patients), that is 33% of 
patients (23/71) had no prior 
transvaginal mesh removal at-
tempts, 37% (18/49) had a history 
of surgical mesh/suture removal, 
38% (10/26) had a history of of-
fice transvaginal mesh removal 
and no patient (0/13) with bladder 
mesh complications was found to 
have vaginal mesh exposure on 
vaginoscopy. Of note, 5/51 pa-
tients had a negative pelvic ex-
amination for transvaginal mesh 
exposure that was later found to 
be positive on vaginoscopy. 

Median time was 7.5 years 
since initial transvaginal mesh 
placement and 2.8 years since 

prior removal (28 patients). Near-
ly half of patients also had TLUS 
and/or magnetic resonance im-
aging as part of their evaluation 
for mesh-related complications. 
Among those, only 3 exposures 
were suspected−all by TLUS and 
all involving a mesh mid urethral 
sling. The apex was the most 
common site of exposure (63%). 
Mesh/suture removal was mostly 
performed via a vaginal approach 
(90%), with 93% corroboration 
with office-based findings. 

To our knowledge this is the 
first large study on the use of of-
fice-based vaginoscopy to evaluate 
transvaginal mesh/suture-relat-
ed complications. We found that 
the yield of vaginoscopy to detect 
mesh or suture exposure not iden-
tified during routine examination 
due to pain or anatomical limita-
tions was 32%, with 93% surgical 
corroboration. 

Our findings suggest that wom-
en who present with vaginal symp-
toms (such as pain/dyspareunia, 
bleeding/discharge or hispareunia) 
with a history of transvaginal mesh 
implantation (regardless of the ini-
tial date of placement) may benefit 
from vaginoscopy to evaluate the 
possibility of mesh or suture expo-
sure. In addition, when presented 
with a history of mesh/suture ex-
cision or removal within 4 years, 
vaginoscopy may be useful to veri-

fy healing of prior exposure as well 
as evaluate for possible new sites of 
exposure. 

The apex remains a difficult 
area to visualize or palpate, es-
pecially in patients with a narrow 
introitus or long, tented-up vagi-
na. Our findings indicate that ex-
posures were detected commonly 
at the apex and after a median 
time frame of 7.5 years. There-
fore, it is important for any prac-
titioner to keep this timeline in 
mind and to consider a vaginos-
copy in a symptomatic patient 
with a history of mesh  placement 
for incontinence and/or prolapse 
when the examination findings 
are seemingly negative to care-
fully explore all vaginal walls, 
including the apex. The CPT® 
code for vaginoscopy is 57420, 
with a Medicare fee reimburse-
ment of 1.60 relative value units 
and a nonfacility price between 
$118.11 and $166.58, depending 
on the geographic region.

Office-based vaginoscopy is a 
safe and simple tool to exclude or 
detect mesh/suture exposure in 
selected patients, as well as pre-
cisely locate the site/size of expo-
sure to aid in surgical planning to 
address mesh/suture-related com-
plications. STOP
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Figure. Examples of vaginoscopy findings confirming mesh surface exposure. a, exposed vaginal mesh sling in lateral sulcus behind granulation polyp 
causing dyspareunia and vaginal discharge. b, vaginal mesh exposure very high up at right apex after prior abdominal sacrocolpopexy causing  
episodes of unexplained recurrent vaginal bleeding. c, small mesh exposure at vaginal apex responsible for recurrent vaginitis.

OFFICE-BASED VAGINOSCOPY TO EVALUATE TRANSVAGINAL MESH COMPLICATIONS
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Erectile dysfunction (ED) and 
benign prostatic hyperplasia (BPH) 
are  2 of the most common uro-
logical issues for aging men. First-
line management for both ED and 
BPH involves medication therapy; 
however, medication pricing for 
uninsured patients remains high. 
High pricing, pricing variability 
and a poor understanding of med-
ication pricing have been cited as 
barriers to medication adherence, 
which may lead to worse clinical 
outcomes.1,2

Previous studies have identified 
significant cost differences in the 
cash prices for medications sold at 
chains and independent pharma-
cies in large geographic areas.3,4 
However, no study has focused on 
specific urban neighborhoods with 
unique socioeconomic statuses. 
We explored how pharmacy type 
(chain, independent) and neigh-
borhood socioeconomic status 
may influence the cash prices for 
common urological medications 
in 2 socioeconomically disparate 

neighborhoods—the wealthier Up-
per East Side (UES) and poorer 
East Harlem (EH) neighborhoods 
of New York City.5  

To answer this question, we con-
tacted all chain (CP) and indepen-
dent (IP) pharmacies in the UES 
and EH via phone call to obtain 
the cash price for a standardized 
30-day supply of 14 medications 
(table 1). Median drug prices and 
variability in prices were analyzed 
based on pharmacy type (chain vs 
independent) and neighborhood 
(UES vs EH). Of the 96 total phar-
macies across both neighborhoods, 
81 (84.4%) responded, of which 29 
(35.8%) were CPs and 52 (64.2%) 
were IPs. Though the total num-
ber of pharmacies in each neigh-
borhood was similar (UES: 50; 
EH: 46), the distribution of CP:IP 
was significantly different between 
neighborhoods. The UES had a 
roughly even distribution with 23 
CPs (56%) and 18 IPs (44%); how-
ever, EH had a significant skew 
toward independent pharmacies, 
with only 6 CPs (15%) and 34 IPs 
(85%). 

When comparing medication 
prices based on pharmacy type, 
the average prices of 9/14 (64.3%) 
and 14/14 (100%) medications were 
significantly cheaper at IPs in the 
UES and EH, respectively. This 
suggests that pharmacy type may 
influence medication cash prices. 
Across both neighborhoods, the 
greatest variations in drug pricing 
were seen in the 2 ED medications 
studied: tadalafil 20 mg (UES: 15.0-
fold; EH: 26.7-fold) and sildenafil 
100 mg (UES: 8.4-fold; EH: 15.4-
fold). Notably, a regimen of tadala-
fil 5 mg—typically utilized for men 
with BPH—did not show as much 
variability (UES: 4.2-fold; EH: 6.6-
fold). Therefore, this may suggest 
that pricing variation may be great-
er for ED medications compared to 
BPH medications (table 1). 

When comparing prices based 
on neighborhood, CPs had stan-
dardized pricing across both the 
UES and EH, whereas medication 
pricing at IPs demonstrated signif-
icant variability between neighbor-
hoods. Compared to EH, IPs in the 
UES charged significantly more for 
9/14 medications (64.3%), suggest-
ing that a neighborhood’s socio-
economic status may also influence 
medication cash prices (table 2).

These adjacent neighborhoods 
are unique in their demographic 
and socioeconomic makeups, rep-
resenting opposite ends of the so-
cioeconomic spectrum within the 
state of New York and across the 

country. The UES is 78% White 
with a median household income 
of over $130,000 (nearly twice 
the statewide median household 
income);6 in contrast, EH is 50% 
Latino, 30% Black and 12% White 
with a median household income 
of less than $32,000 (more than half 
the statewide median household 
income).7 Based on our findings, 
lower IP prices in the poorer EH 
neighborhoods suggest that pric-
es may be appropriately tailored 
to the clientele’s economic needs. 
However, standardized and gen-
erally higher prices at CPs  suggest 
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Table 1. Variability in medication pricing based on pharmacy type. Variability in median (IQR) prices 
of 14 common urological medications based on pharmacy type (CP and IP) for UES and EH neigh-
borhoods of New York City. 5ARi, 5alpha reductase inhibitors; ER, extended release; IR, immediate 
release; PDE5i, phosphodiesterase 5 inhibitors. 
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these may be a less favorable op-
tion for uninsured patients looking 
to keep health care costs low. 

IPs in EH had reduced prices, 
and there was a significantly great-
er number of independents than 
chains in EH, which on its surface 
appears to suggest that health care 
costs remain low in the lower in-
come neighborhood. However, 
this skew in pharmacy type distri-
bution may actually lead to hidden 
health care disparities for patients 

in EH, with some suggesting that 
a lack of chains can disadvantage 
residents of poorer neighborhoods 
by decreasing access to certain 
medications and the broader range 
of preventive health care services 
that chains can offer.8 So, while our 
study concluded that IPs in EH 
were generally less expensive, the 
EH patients may still be disadvan-
taged by having so few CPs, which 
provide more consistent health 
care support to their customers.

The main limitation of our 
study relates to its generalizability. 
Though comparing UES and EH 
pharmacies offers a unique anal-
ysis of opposite ends of the socio-
economic spectrum, these findings 
are not necessarily generalizable to 
New York City as a whole or to ur-
ban centers nationwide. Addition-
ally, since this study focused on the 
uninsured patients who pay cash 
prices, these trends may not be 
generalizable to patients with com-
plete or partial insurance coverage. 

While our study identified trends 
in medication pricing at CPs and 
IPs, it does not consider pricing of-
fered by online pharmacies, which 
have seen a sharp rise in use due 
to reduced prices and greater ac-
cessibility for all patients. Nor does 
it consider discount coupon pro-
grams, which offer reduced pricing 
at many CPs and IPs. We have be-
gun to study how online pharma-
cies and discount programs can 
alter the pharmaceutical ecosystem 
to identify how providers can uti-
lize these resources to optimize rec-
ommendations for their patients. 

Ultimately, our findings should be 
considered in the continued efforts 

to improve patient education and 
reduce health care costs, particularly 
for the nearly 1 in 8 Americans who 
are uninsured. It is important that 
physicians educate their patients on 
the variability in pricing for many 
common medications to increase 
medication adherence. STOP
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Health care provider markets 
have drawn increasing interest 
from private equity (PE) firms in 
recent years following successful 
investments across several spe-
cialties such as dermatology and 
 ophthalmology.1,2 When investing 
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Figure. From August 2016 to March 2021, 5 PE-backed urology platforms have emerged. In New Jersey and Maryland, PE-backed platforms employ over 
25% of the urology workforce. Arrow-right Continued on page 37
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Arrow-right Continued from page 35
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“ Urology practices 
may be attractive 
targets for PE 
investment 
given their high 
procedural volume, 
labor shortages 
and common 
affiliations with 
revenue generating 
ancillary services 
such as radiation 
oncology and 
pathology.”

“ Another advantage 
platforms have over 
smaller practices 
is in achieving 
economies of scale 
from centralization 
of administrative 
tasks and cost-
spreading of 
medical and 
information 
technology 
infrastructure.”

“ In the dermatology 
market, PE 
acquisition has 
been associated 
with higher prices 
for commercial 
payers and reports 
of pressure 
on physicians 
to increase 
productivity 
and revenue via 
increased self-
referrals for 
ancillary services.”

in health care practices, PE firms 
typically conduct leveraged buy-
outs, in which majority debt fi-
nancing is combined with a small 
proportion of capital raised from 
institutional investors to acquire a 
controlling stake in practices.3 In 
general, the investment firms are 
legally separated from practices 
through “platform” companies, 
which consist of a management arm 
partnered with a physician-owned 
professional medical corporation, 
to comply with laws that ban the 
corporatization of medicine.4 Fol-
lowing acquisition, PE firms will re-
structure practices to reduce costs, 
streamline operations, and increase 
revenue to raise the valuation of the 
acquired practice for future sale.3,5 

Urology practices may be attrac-
tive targets for PE investment given 
their high procedural volume, labor 
shortages and common affiliations 
with revenue generating ancillary 
services such as radiation oncolo-
gy and pathology.6 To understand 
changes in the ownership and prac-
tice consolidation in urology we 
conducted an analysis of all recent 
acquisitions using data from finan-
cial databases and Internet search-
es. By characterizing recent trends 
in practice acquisition, we aimed 
to provide a contemporary view of 
changes in the practice landscape 
that may affect care delivered to 

patients as well as the employment 
prospects for new and established 
urologists. We found that the first 
publicly announced PE investment 
in a urology practice occurred in 
August 2016. By March 2021, 5 PE-
backed urology platform compa-
nies had been established, with the 
2 largest spanning 5 noncontiguous 
states each (see figure).6 We found 
that PE firms executed a “buy 
and build” strategy, in which they 
sought to acquire a large practice 
(mean size of 60.8±32.6 urologists) 
with ownership of revenue-gener-
ating ancillary services (radiation 
centers, surgical centers, pathology 
labs) for initial platform formation, 
followed by subsequent acquisi-
tions of smaller practices (mean 
of 15.9±14.5 urologists), a strategy 
that may aim to further develop 
geographic market power.6 On a 
national level, PE-backed platforms 
employed just 3.8% of the total urol-
ogy workforce; however, in New 
Jersey and Maryland PE-backed 
platforms accounted for over 25% 
of the urology workforce. Platforms 
in these states are the most mature, 
and therefore, may provide insight 
about approaches that may be 
carried forward in other markets. 
Both New Jersey and Maryland 
are among the highest in urologists 
per capita.7 Therefore, by consoli-
dating practices in these regions, 
PE-backed platforms can achieve 

significant bargaining power with 
suppliers, payers, and physicians to 
reduce costs, raise prices, and limit 
physician choice in employment, 
respectively.7 Another advantage 
platforms have over smaller prac-
tices is in achieving economies of 
scale from centralization of admin-
istrative tasks and cost-spreading of 
medical and information technolo-
gy infrastructure. In addition, their 
size may  allow them to influence 
referral patterns, making it difficult 
for smaller, neighboring practices 
to compete.6 

The long-term impact of PE 
investment in urology remains 
unclear. The development of urol-
ogy platforms with national scale 
may represent the next stage of 
evolution in the trend of urol-
ogy practice consolidation that 
has been occurring over the past 
30 years in response to declining 
reimbursement and growing ad-
ministrative burdens.8 For small-
er practices, proponents may ad-
vocate that acquisition can lead 
to the implementation of work-
flow improvements and enhance 
physician clinical focus. Howev-
er, specific considerations of PE 
based strategies represent a de-
parture from conventional acqui-
sition strategies in notable ways. 
In particular, the “buy and build” 
strategy is drawing increasing at-
tention from antitrust regulators, 
who cite concerns with “high-
er costs and reduction in quality 
of care” resulting from reduced 
competition.9 In addition, the rel-
atively narrow ownership horizon 
and focus on short-term valua-
tion may, at times, be misaligned 
with high-quality, cost-effective 
care. Indeed, in the dermatology 
market, PE acquisition has been 
associated with higher prices for 
commercial payers and reports of 
pressure on physicians to increase 
productivity and revenue via in-
creased self-referrals for ancillary 
 services.5,10 

The emergence of PE invest-
ment in urology is reflective of the 
broader patterns of consolidation 
across health care and is poised 
to continue. In light of changes 

in ownership and employment 
structures, these findings also un-
derscore an opportunity for pro-
viding education about practice 
structure to urologists in practice 
as well as trainees entering the 
workforce. STOP
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Ureteroscopy is the most com-
mon therapeutic modality to treat 
upper urinary tract stone disease1 
and one of the most frequently 
performed procedures by urolo-
gists.2 Stents are routinely placed 
by urologists in nearly 75% of uret-
eroscopy procedures to help main-
tain the outflow of urine from the 
kidney to the bladder.3 Removing 
the ureteral stent often requires 
a return visit to a medical facility 
and a subsequent cystoscopic pro-
cedure. Cystoscopy-based stent 
removal (CBSR) can be a painful 
procedure for the patient and may 
entail a high cost for the health care 
system. Patients undergoing CBSR 
may also  experience procedure-re-
lated complications such as infec-
tion or encrustation of the stent due 
to long stent indwell times.4

Given the potential burden of 
CBSR, the rate of CBSR following 
ureteroscopy for stone disease and 
its economic burden among work-
ing-age adults in the United States 
was examined.5 This retrospective 
cohort study included privately in-
sured adults who underwent uret-
eroscopy and stent placement for 
upper urinary tract stones between 
2014 and 2018 using the IBM® 
MarketScan® Commercial Data-

base, a nationally representative 
health care claims database of U.S. 
workers with employer-provided 
health insurance. Patients were 
categorized as those with CBSR 
or without CBSR within 6 months 
post-index ureteroscopy and ex-
amined the medical costs paid by 
insurers at 6 months post-index 
surgery. 

The key findings of this study 
were 1) more than half of the pa-
tients (57%) in this claims data 
study had a CBSR procedure with-
in 6 months following ureterosco-
py and stenting for stone disease, 
and 2) medical costs for CBSR 
patients were significantly high-
er than for nonCBSR patients in 
this large working-age population.5 

Approximately 70% of the CBSR 
patients had their stent removed in 
a physician’s office setting, and the 
remaining 30% had their stents re-
moved in either a hospital setting 
or ambulatory surgical center. The 
average 6-month medical costs for 
patients undergoing CBSR were 
significantly higher than those 
for nonCBSR patients ($7,808 vs 
$6,231, p <0.0001; see figure).5 

An incremental $1,500 was spent 
on CBSR per patient, indicating 
a substantial economic burden as-
sociated with stent removal. The 
findings provided insight into the 
economic burden of CBSR and 
are consistent with prior single- 
institution studies examining the 
costs and medical resource utiliza-
tion associated with ureteral stent 
removal showing that CBSR pa-

tients were more costly than non-
CBSR patients.6,7 

A key strength of this study 
was the identification of nearly 
30,000 patients who underwent 
ureteroscopy with stent placement 
and more than 16,000 patients 
with CBSR. The analysis repre-
sented all settings of care and all 
U.S. geographic regions, which 
improves the generalizability of 
these findings compared to sin-
gle-institution studies. Additional-
ly, this study employed a unique 
methodological approach that 
established a patient comorbidity 
profile prior to the index surgery 
and then followed these patients 
longitudinally over 6 months to 
capture their costs and medical 
resource utilization. A key limita-
tion of this study is the lack of data 

in the IBM MarketScan database 
for stents removed either by the 
patients themselves or by provid-
ers without the use of cystoscopy. 
This information is not available 

in the IBM MarketScan  database 
as these types of encounters are 
not reimbursed and paid for by 
insurers. Therefore, the economic 
burden from this study is only ap-
plicable to CBSR. 

The findings of this study un-
derscore the importance of stent 
selection by urologists. Stents that 
facilitate an easy extraction with 
an extraction string (ie via self-re-
moval at home) instead of a cys-
toscopic procedure may decrease 
the costs of care to the health care 
system by potentially avoiding 
a procedure at a medical facility 
and freeing up urologists’ time for 
other patient care activities. Stent 
designs that offer biocompatible 
materials, promote optimal drain-
age, improve tolerability and mit-
igate some of the complications 
related to CBSR such as encrus-
tation may provide an economic 
benefit to the health care system 
as well. Given the growing em-
phasis on value-based health care 
among payers and providers, the 
findings of this study suggest shift-
ing to a less costly treatment path-
way for stone patients undergoing 
ureteroscopy with stent placement 
may lead to cost-savings for the 
health care system. STOP
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“ Removing the 
ureteral stent 
often requires a 
return visit to a 
medical facility 
and a subsequent 
cystoscopic 
procedure.”

“ An incremental 
$1,500 was spent 
on CBSR per 
patient, indicating 
a substantial 
economic burden 
associated with 
stent removal.”
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Figure. Medical costs at 6 months post- 
ureteroscopy in patients with CBSR (n=16,682) 
versus without CBSR (n=12,853).5
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Background
Recognizing how social factors 

largely impact patient and popula-
tion health, social determinants of 
health (SDOH) was the term coined 
to describe those conditions under 
which people are born, live, grow, 
work and play (fig. 1). Studies have 
shown that unmet social needs con-
tribute to poorer health outcomes, 
increased emergency department 
utilization and deepened health in-
equities.1–3 The American College 
of Physicians has recommended 
research, screening and treatment 
around SDOH to improve patient 
care and promote health equity.4 
Already, primary care providers 
have sought to better acknowledge 
and address unmet social needs 
through SDOH screening and re-
ferral under various models. Yet 
despite studies highlighting the rel-
evance of SDOH across fields, lit-
tle movement has been made thus 
far in addressing social needs with-
in surgical subspecialties.5,6 

Having the only urology clinic 
in a diverse, predominantly ur-
ban county targeted specifically 
to serve uninsured/underinsured 
patients, we were compelled to 
explore how we may best under-
stand and address these needs in 
the larger effort to promote health 
and healing for all urology patients. 
We conducted a SDOH screening 
pilot across 2 urology clinics in 
Charlotte, North Carolina aiming 
to evaluate the feasibility of imple-
menting a social needs screening 

and referral program. Here, we de-
scribe our pilot program and share 
key takeaways based on our expe-
rience on the relevance and opti-
mization of social needs screening 
in a urological setting.7 

Screening 
Implementation 

The pilot was conducted across 2 
urology clinics that are part of Atri-
um Health, which houses a tertiary 
care academic medical center in 
Charlotte, North Carolina. At Clin-
ic 1, roughly 10% of patients are 
either enrolled in Medicaid or un-
insured, while over 50% of the pop-
ulation at Clinic 2 are enrolled in 
Medicaid or uninsured. It is import-

ant to note that Clinic 2 is the only 
urology clinic in the city specifically 
set up to serve uninsured patients. 

We structured our pilot after the 
validated WE CARE model, a pedi-
atrics SDOH screening and referral 
program. The model involves an 
SDOH screening, community re-
source information sheets if positive 
for ≥1 SDOH domains and optional 
followup with navigators as request-
ed.8 Patients were screened with the 
validated North Carolina Depart-
ment of Health and Human Services 
(NCDHHS) SDOH screening tool 
to address food, housing, utilities, 
transportation, interpersonal safety 
and the urgency of needs. A con-
venience sample of 40 patients was 
engaged at each clinic for screening 

for a total of 80 patients. A followup 
survey was sent to all staff and clini-
cians who participated in the pilot 
with focused questions to assess per-
ceptions and feedback. Implemen-
tation involved multiple  operational 
components; thus, we developed a 
standardized workflow in alignment 
with the WE CARE model (fig. 2). 

Findings
Among 80 patients screened, 

39% (31/80) were White, 43% 
(35/80) were Black and 14% 
(11/80) were Hispanic. We ob-
served a high burden of need 
among patients, particularly those 
at Clinic 2 (see table). Across both 
clinics, 30% screened positive for 
≥1 need in any domain, with food 
and housing being the most fre-
quently indicated needs. Over half 
of the patients who screened pos-
itive for ≥1 social need requested 
additional follow-up with a patient 
navigator for further support.

We assessed clinical and staff 
feedback using surveys sent to those 
who participated in the screening pi-
lot. All respondents either agreed or 
strongly agreed among other things 
that screening was valuable and al-
lowed them to better understand the 
needs of their patients, aligns with 
departmental goals and mission, and 
is moderately to highly feasible.

Future Insights
Through this pilot, we learned 

that successful screening for SDOH 
requires not only fine-tuning work-
flow, but beyond that involves a 
paradigm shift wherein urologists 
expand their scope of care deliv-
ery and role as providers. Here, 
we share several insights based on 
our pilot to optimize implementa-
tion and highlight the relevance of 
SDOH screening in urology as we 
look to the future of urological care.

Screening for social need was 
overall feasible, and we discovered 
facilitators to leverage and barriers 
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Figure 1. Factors influencing overall health. Figure used by permission of the Institute for Clinical 
Systems Improvement.

Figure 2. Workflow design for social determinants of health screening implementation. Arrow-right Continued on page 40



JANUARY 2022   AUANEWS40

to reduce. Provider buy-in around 
screening was advantageous, which 
we believed to be propelled by 
our collective mission to improve 
health and advance healing for 
all urology patients. Additionally, 
time-minimizing components in-
cluding readily available resource 
guides and having screeners filled 
out in the waiting room enhanced 
workflow. Adopting electronic 
components and increasing lan-
guage accessibility of screeners and 
resource guides could further ease 
workflow and increase accessibility 
for patients.9 Finally, we observed 
a high number of patients request 
additional support with a patient 
navigator, underscoring the impor-
tance of planning to ensure prop-
er care is available for patients in 
terms of resources and personnel 
prior to implementation.10 

Given the high level of need we 
observed, our results draw attention 
to the relevance of expanding screen-
ings outside of primary care into oth-
er subspecialties. While screenings 
have occurred largely within prima-
ry care, 28% of the population in the 
county we screened do not regularly 
see a primary care provider.11 Ad-
ditionally, our findings demonstrat-
ed complex needs among patients. 
Taken together, we see that tackling 
social needs should not rest solely 
on primary care providers, but rath-
er could be addressed by physicians 
across specialties. 

Overall, a great opportunity and 
onus exists for urologists to explore 
addressing SDOH within our prac-
tice. Larger studies of urological 
patient populations are needed to 
further explore SDOH screening 
and will allow us to better relate the 

impact of SDOH on patient out-
comes, which can be used to collab-
orate efforts to address SDOH with-
in and across health care systems. 
Additionally, continuing education 
is needed for SDOH and health 
equity for providers, including sub-
specialists. As we learned from this 
pilot, we have only scratched the 
surface of tackling social need with-
in urology, and we remain ener-
gized to continue this work toward 
better urological care for all. STOP
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Table. Level of need within each domain

Total Both Centers Clinic 1 Clinic 2

Total no. pts 80 40 40

No. overall needs (%)

Pts with ≥1 need in any domain 24 (30) 6 (15) 18 (45)

No. SDOH domain needs (%)

Pts with ≥1 food need 15 (19) 5 (13) 10 (25)

Pts with ≥1 housing need 9 (11) 1 (3) 8 (20)

Pts with ≥1 utilities need 5 (6) 0 (0) 5 (13)

Pts with ≥1 transportation need 8 (10) 2 (5) 6 (15)

Pts with ≥1 safety need 3 (4) 2 (5) 1 (3)
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Arrow-right Continued from page 39

The Engage with Quality Improvement 
and Patient Safety (E-QIPS) repository 
is designed to highlight QIPS 
accomplishments, foster QIPS growth, 
encourage collaboration, and elevate 
urological care.

SHARE & COLLABORATE
The E-QIPS repository will contain: 

1.  Works-in-Progress, which are projects currently 
available for multi-institutional collaboration. 

2.  Guides, which are peer-reviewed, concise outlines 
of previously implemented practice improvement 
strategies that can be applied to increase safety, 
efficacy, and efficiency of patient care.

SUBMIT YOUR PROJECTS
Any member of the urological community can submit a 
completed or in-progress project to the E-QIPS repository. 

To submit an E-QIPS project,  
please visit AUAnet.org/E-QIPS

Patient safety just 
got collaborative!
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Testicular cancer (TC) is the 
most common cancer in men aged 
20-40 and has excellent oncologic 
outcomes with treatment. Survi-
vorship issues associated with long-
term toxicities relating to treatment 
in this young population are being 
increasingly recognized. The bur-
den of treatment in TC is stage 
dependent, suggesting that ear-
ly diagnosis of TC should reduce 
long-term treatment toxicities. 

In 2004, an era when TC 
 survivorship issues were less recog-
nized, the USPSTF (U.S. Preven-
tive Services Task Force) reviewed 
evidence surrounding screening 
for TC and recommended against 
screening adolescent or adult 
males.1 This was upheld following 
updates in 2009 and 2011.1 The 
rationale for this recommendation 
was that screening examinations 
performed by patients are unlikely 
to provide meaningful health ben-
efits because of the low incidence 
rate and high survival rate of TC.1 
However, delay in treatment of tes-
tis cancer has a negative impact on 
disease stage, treatment outcomes 
and mortality, and poor public 
awareness of the disease and possi-
ble prevention strategies (eg self-ex-
amination) could be improved. 
Testicular self-examination (TSE) 
presents an easy and cheap way to 

monitor the signs and symptoms of 
testicular cancer,2 thus making it a 
potentially ideal screening and pre-
vention tool for a wide demograph-
ic. In an effort to better understand 
how practitioners should approach 
TC education and screening with 
patients, we surveyed the general 
American male population regard-
ing this topic. 

We performed an institution-
al review board approved study 
which included a web-based sur-
vey pertaining to general view-
points on TC and TSE, with full 
findings recently published.3 This 
was a prospectively designed sur-
vey that included 51 questions, 
including demographics, person-
al knowledge of TC and personal 
knowledge of TSE, including from 
whom they received this informa-
tion, whether their doctor had dis-
cussed and/or demonstrated TSE 
with them, awareness of current 
guidelines and potential reasons 
to perform TSE.4,5 After iterative 
review, the survey was distributed 
and participants were accrued via 
Amazon Mechanical Turk (MTurk; 
Amazon, Seattle, Washington), an 
online crowdsourcing platform 
seeking individuals to perform spe-
cific tasks for minimal compensa-
tion.

The final sample size included 
250 participants. Men’s self-per-
ceived knowledge was moderate 
to low, with no men considering 
themselves “very knowledgeable” 
(fig. 1) Although 91.2% of men 
knew they could get cancer of the 
testicle, only a minority (26.4%) 

knew it was curable most of the 
time. Objective knowledge (eg 
what age range is most likely to de-
velop TC) was also low (fig. 2).

Of the men 68.6% had heard 
they should check their testicles 
for cancer and, on average, partici-
pants said they checked themselves 
for TC once per year, although 20% 
said they had never performed TSE 
(fig. 3). A total of 90.3% of men felt 
their doctor had a role in discussing 
TC/TSE with them (fig. 4). Prefer-

ences for wanting their doctor to 
discuss TC/TSE were mixed: about 
two-thirds of men wanted to dis-
cuss this at least once, while 20% 
did not want to discuss the topic at 
all. Married men, men with higher 
education and those who felt more 
knowledgeable about TC were 
more likely to want to discuss this 
with their doctor (p <0.01). Despite 
an increased risk of false-positives 
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Figure 1. Objective measures of testicular cancer knowledge were variable, with only minority (26.4%) knowing that it is curable most of time. 

Figure 2. Many men consider their knowledge of testicular cancer limited, with no respondents 
considering themselves “very knowledgeable.”

Figure 3. Only two-thirds of men had heard that they should check their testicles for cancer, with that 
information primarily coming from doctors, the Internet and media. 

Arrow-right Continued on page 42
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when conducting TSE, 52.4% of 
men thought TSE was important 
for cancer screening, while only 
8% thought TSE was not worth 
the risk. Men reported that they 
would be more likely to follow 
up with their doctor if they found 
something concerning, even with 
the increased cost and time (see 
table). 

American men are indeed 
aware of TC, with the majority 
of survey respondents indicating 
that they have heard of both TC 
(91%) and TSE (69%). This is in-
creasing, with older studies report-
ing much lower awareness of TC 
and TSE.6 Despite the awareness, 
few feel that they are very knowl-
edgeable on these topics. This is 
exemplified by only a minority of 
men being able to correctly an-
swer basic questions about TC. 
Unsurprisingly, knowledge of TC 
was related to income and educa-
tion level. These findings support 
well-described disparities in male 
health knowledge and outcomes, 
likely originating from health care 
access limitations and/or societal 
normative values and nonconfor-
mity for males to seek help.4,7 

Current recommendations by 
the USPSTF against TSE are like-
ly being heeded by many primary 
care providers, with 68% of respon-
dents stating that their doctor had 
not shown them how to conduct a 
TSE. This is unsurprising given that 
the USPSTF is the main body that 
makes cancer screening recom-
mendations for primary care physi-
cians in the United States.  Despite 
this, respondents have significant 
interest in learning about TC from 
their doctor, and additional knowl-
edge about TC correlates with a 
willingness to both learn more 
about and perform TSE. 

Table.  Breakdown of men’s responses to followup questions regarding TSE and TC, based on their initial response as to whether they would still like to 
perform TSE, despite fact that they might be at risk for false-positives and additional testing

Men who regularly examine their own testicles may be more likely to find an early testicular cancer. This may be good for treating their cancer. 
That being said, men who examine their own testicles for cancer will often feel things that are non-cancerous and this leads to unnecessary 
worry, testing (ultrasound / lab work), and specialist visits. Based on this information, would you want to examine yourself?
[Yes: 131 (52.4%), Yes, but mixed feelings: 99 (39.6%), No: 20 (8.0%)]

Yes No

If you ended up getting testicular cancer, do you think you would feel 
differently?
                               Chi-square: p <0.001

Yes: 43/131 (32.8%)
Mixed: 69/99 (69.7%)
No: 9/20 (45.0%)

Yes: 88/131 (67.2%)
Mixed: 30/99 (30.3%)
No: 11/20 (55.0%)

If you knew that testicular cancer was the most common cancer in your 
age group, do you think you would feel differently?
                               Chi-square: p=0.009

Yes: 43/131 (32.8%)
Mixed: 52/99 (53.1%)
No: 9/20 (45.0%)

Yes: 88/131 (67.2%)
Mixed: 46/99 (46.9%)
No: 11/20 (55.0%)

If you knew that the most common symptom of testicular cancer is a 
bump that you could find by examining your own testicles (but most 
men don’t know this and only find out later than they could have),  
do you think you would feel differently?
                               Chi-square: p=0.048

Yes: 45/131 (34.4%)
Mixed: 50/99 (50.5%)
No: 8/20 (40.0%)

Yes: 86/131 (65.6%)
Mixed: 49/99 (49.5%)
No: 12/20 (60.0%)

If you examined your testicles and found something abnormal that 
worried you, your doctor would generally order an ultrasound, blood 
work, and send you to a specialist. This has no known harms to you 
but would take up your time and have some cost. Would you alert your 
doctor if you found something worrisome?
                               Chi-square: p <0.001

Yes: 122/131 (93.1%)
Mixed: 79/99 (79.8%)
No: 8/20 (40.0%)

Yes: 9/131 (6.9%)
Mixed: 20/99 (20.2%)
No: 12/20 (60.0%)

If you found something abnormal while examining your testicles, would 
you be worried about it until a specialist told you what it was?
                               Chi-square: p=0.056

Yes: 116/131 (88.5%)
Mixed: 76/99 (76.8%)
No: 16/20 (80.0%)

Yes: 15/131 (11.5%)
Mixed: 23/99 (23.2%)
No: 4/20 (20.0%)

If you found something abnormal while examining your testicles and a 
specialist confidently reassured you that it was all right and nothing to 
be worried about, would you still be worried about it? 
                               Chi-square: p=0.796

Yes: 24/131 (18.3%)
Mixed: 15/99 (15.2%)
No: 3/20 (15.0%)

Yes: 107/131 (81.7%)
Mixed: 84/99 (84.8%)
No: 17/20 (85.0%)

Figure 4. Total of 90.7% of men thought their doctor should have some role in addressing testicular cancer risk with them. Despite increased risk of 
false-positives, 52.4% of men thought TSE was important for cancer screening, while only 8% thought it was not worth the risk. 

“ Respondents who 
would perform 
TSE are highly 
likely to bring an 
abnormal finding 
to their doctor’s 
attention.”

Arrow-right Continued on page 43
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Respondents who would per-
form TSE are highly likely to 
bring an abnormal finding to their 
 doctor’s attention, theoretically 
 allowing for an earlier pre-symp-
tomatic diagnosis. This is support-
ed by prior studies, which have 
shown that TSE creates a 90% 
possibility of early diagnosis.8,9 
Furthermore, other studies have 
reported that patients are agree-
able to the ease, privacy and ac-
cessibility of TSE.4,5 Given that 
treatment of TC is less intensive 
at earlier stages, earlier diagnosis 
should reduce long-term treatment 
toxicities experienced by survi-
vors. Early diagnosis is also cost-ef-
fective. A cost-utility study equated 
the treatment for advanced-stage 
testicular tumor (seminoma at 
$48,877 USD and nonseminoma 
at $51,592 USD) to 313–330 be-

nign office visits ($156/visit)  
or 180–190 office visits with scro-
tal ultrasound ($272/visit).10 This 
study illustrated that there is an av-
erage of 2.4:1  cost-benefit  ratio for 
early detection of TC compared to 
advanced stage disease. This cost 
analysis is consistent with the views 
of respondents to our survey, with 
only 8% feeling that the potential 
for false-positives outweighed the 

potential benefits of TSE. 
Overall, American men don’t 

feel knowledgeable about testic-
ular cancer. They are aware TC 
exists, have a favorable attitude 
toward screening with TSE and 
want their doctors to discuss both 
of these topics. Although addi-
tional clinical studies are certain-
ly warranted before widespread 
endorsement of TSE, our study 
supports a greater emphasis on 
TC education in the primary care 
setting and shared decision mak-
ing regarding TSE given patients’ 
interest and the low risk of patient 
harm. STOP
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“ There is an 
average of 2.4:1 
 cost-benefit  ratio 
for early detection 
of TC compared 
to advanced stage 
disease.”
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Over the last few decades, the 
rising incidence of kidney cancer 
has been largely driven by the in-
creased detection of small local-
ized renal masses.1,2 This down-
ward stage migration has led to 
the detection of more benign dis-
ease and indolent tumors, both 
more prevalent among smaller 
masses.3,4 Although most small, 
benign renal neoplasms pose lit-
tle risk to the patient, these tu-
mors are often treated because of 
the inability to reliably differen-
tiate them radiographically from 
malignant entities. As a result, 

anywhere from 10%–30% of treat-
ed renal tumors may be benign, 
most commonly renal oncocyto-
ma or fat-poor angiomyolipoma. 
Estimates of the ensuing treat-
ment-related morbidity, mortali-
ty (1 in 500) and cost (over $140 
million annually) have been well 
documented and may largely be 
considered unnecessary.5 

Preoperative discrimination of 
benign masses such as renal onco-
cytoma is challenging due to the 
limitations of cross-sectional im-
aging as well as a low frequency 
of renal mass biopsy utilization, 
often driven by concerns that the 
results will not impact clinical de-
cision making.6 While active sur-
veillance has been suggested to 
have equivalent cancer-specific 
survival outcomes to primary in-
tervention for small renal masses 
in well-selected populations, this 
treatment option is largely un-
derutilized.7 Indeed, prior investi-
gations have suggested that inter-
ventions offered for kidney cancer 

are more dependent on provider 
practice patterns than patient or 
tumor-related factors.8 

Understanding the patient ex-
perience with treatment of benign 
renal tumors is important. Anec-
dotally, some patients may express 
relief with the discovery that their 
treated renal mass was benign, 
while others experience disap-
pointment and frustration with 
their management and outcome. 
Significant decisional regret and fi-
nancial toxicity may burden these 
patients after treatment and should 
be recognized and discussed during 
urological consultation, yet there is 
a paucity of literature to document 
this aspect of care. In surveying a 
cohort of patients with benign re-
nal tumors, we found that nearly 
50% of patients expressed signif-
icant decisional regret associated 
with their treatment. Only 42% of 
patients agreed that their manage-
ment decision was wise and 39% 
strongly agreed that they would 
make the same choice again.9 

These high levels of decisional re-
gret exceeded those reported from 
prostate cancer patient cohorts un-
dergoing radical prostatectomy, a 
treatment with measurable quality 
of life impairments such as impo-
tence and incontinence.10 Though 
qualitative analysis of reported pa-
tient experiences identified themes 
including a lack of discussion that 
the tumor could be benign as well 
as distress over postoperative com-
plications, determinants of deci-
sional regret may be complex and 
worthy of further study as our pri-
mary outcome was independent of 
the treatment chosen, knowledge 
of the potential for benign disease 
and presence of treatment-associ-
ated complications in multivariate 
analysis. 

Financial toxicity was also no-
table among respondents, with 
median comprehensive score for 
financial toxicity similar to that of 
a historical validation cohort of 
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patients with stage IV solid organ 
cancers  undergoing chemotherapy. 
Comprehensive score for financial 
toxicity was independent of treat-
ment option and estimated house-
hold income, and was determined 
not just by out-of-pocket costs, but 
also by high toxicity in other do-
mains including financial distress. 
These data provide novel insights 
into patient experience with man-
agement of small renal tumors, 
 laying the groundwork for further 
prospective investigation and po-
tential intervention for patients 
considering treatment for small re-
nal masses.

As urologists, it is imperative 
to provide as much information 
as necessary to our patients and 
further risk stratify tumors before 
embarking on a treatment course. 
However, as we continue to re-
fine our methods for pre-treat-
ment disease characterization and 
counseling, it behooves us to ac-
knowledge the potential for deci-
sional regret and financial toxicity 
among patients diagnosed with 
benign renal masses. In doing so, 
we may better set expectations for 
patients and potentially improve 
satisfaction with treatment. Deter-
minants of success for these pa-

tients not only should include sur-
gical parameters such as ischemia 
time and estimated blood loss, but 
should incorporate the patient ex-
perience as well. STOP
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Introduction
While the cornerstone of man-

aging patients with nonmuscle in-
vasive bladder cancer (NMIBC) 
is white light (WL) cystoscopy 
with transurethral resection of 
bladder tumor (TURBT), WL 
cystoscopy has limited accuracy 
in differentiating benign from ma-
lignant lesions, particularly in the 
case of carcinoma in situ.1 Blue 
light (BL) cystoscopy (BLC) uti-
lizes preoperative instillation of 
protoporphyrins that accumulate 
in neoplastic cells and provide 
differential fluorescence at wave-
lengths of 360–450 nm. BLC has 
been shown to improve the detec-
tion of bladder tumors and its use 
is associated with improved clini-
cal outcomes.2 

BLC was approved for use in 

the United States in 2010 and 
is recommended by many soci-
ety guidelines. Despite this, the 
clinical uptake of BLC since its 
approval has been limited. As 
of 2019 there are only 233 BL 
platforms installed in the U.S.3 
While the widespread use of BLC 
may be hindered by several fac-
tors including initial capital in-
vestment, training and practical 
obstacles including the need for 
prolonged instillation time, there 
are limited data regarding how 
practicing urologists perceive the 
clinical usefulness of BLC. A re-
cent publication in Urology Prac-
tice® by Stout et al evaluated the 
perceived clinical utility of BLC 
for the perspective of practicing 
urologists.4 This study also evalu-
ated changes in attitudes towards 
BLC over time and assessed fac-
tors associated with higher per-
ceived utility. 

Methods
Patients from 14 institutions 

across the U.S. with known or sus-
pected NMIBC were included in 
the study, which took place from 
2014–2019. Patients underwent 
rigid cystoscopy with BL and WL 

and all suspicious lesions were 
resected. Immediately following 
cystoscopy, the participating urol-
ogist assessed the utility of BLC 
in that specific case on a 4-point 
scale, with response options in-
cluding 1—“of no real clinical 
utility over standard WL,” 2—“of 
some clinical utility over standard 
WL,” 3—“of moderate assistance 
over WL” or 4—“essential for iden-
tification and/or elimination of le-
sions that would otherwise have 
been missed by standard WL.” 
Outcomes included the perceived 
clinical utility among high-vol-
ume and low-volume urologists, 
changes in perceived utility over 
time and factors associated with 
high perceived clinical utility (de-
fined by a rating of 3 or 4 on the 
4-point scale).

Results and Discussion 
Over the course of the 6-year 

study period, 1,702 cystoscopies 
were performed by 65 urologists 
in 1,336 patients. Of the cystos-
copies 67% were performed in 
patients with recurrent disease 
and, not surprisingly, the majority 
(65%) had received prior intraves-
ical therapy. Of the 3,771 lesions 

biopsied 60.6% were identified on 
both WL and BL, followed by 23% 
identified with BL only and 11.2% 
identified with WL only. Among 
all post-cystoscopy surveys, urolo-
gists perceived BLC to be of some 
utility (38.1%), moderate assistance 
(25.4%), essential (19%) and no real 
utility (17.5%). 

The percentage of users who 
perceived BLC to be essential sig-
nificantly increased from 11.5% in 
2014 to 28.3% in 2019 (p=0.006). 
Due to the learning curve associat-
ed with BLC, it was proposed that 
the perceived utility of BLC may 
be higher in high-volume urolo-
gists (upper quartile of the num-
ber of BLC performed) compared 
to low-volume urologists (lower 
3 quartiles). There was no signif-
icant change in perceived utility 
among low-volume urologists 
over the study period (p=0.227; 
fig. 1, A). Among high-volume 
urologists, however, there was 
significantly higher perceived 
utility over time (p = 0.013). In 
2017, 34.0% of high-volume urol-
ogists perceived BLC to be of 
moderate assistance or essential, 
and this increased to 55.2% by 
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Figure 2. Multivariable logistic regression of factors associated with high perceived utility of BLC 
(rating BLC to be either of moderate assistance or essential).

2019 (fig. 1, B). On multivariable 
regression factors associated with 
a significantly higher perceived 
utility were more lesions seen only 
with BLC (LR 4.88, CI 2.27–8.78), 
malignant pathology from biopsies 
taken during the cystoscopy (LR 
3.31, CI 2.10–5.23) and total num-
ber of lesions seen with BLC (LR 
1.36, CI 1.19–1.55; fig 2).

In 1,702 rigid BLCs, this study 
found that the perceived clinical 
utility of BLC has been increas-
ing over time, particularly among 
high-volume urologists. As high-vol-
ume urologists likely have the great-
est proficiency with BLC they can 
better utilize the technology and 
find it more clinically useful. Urolo-
gists who identify more lesions with 
BLC, particularly if such lesions are 
only visible on BL, also find BLC 
to be more helpful. To increase 

uptake of BLC across the U.S., ef-
forts should be placed towards ad-
equately training urologists to best 
utilize the technology, as that will 
hopefully increase perceived utility, 
and therefore adoption into clinical 
practice. STOP

1. Chang SS, Boorjian SA, Chou R et al: Diagnosis 
and treatment of non-muscle invasive bladder 
cancer: AUA/SUO guideline. J. Urol 2016; 196: 
1021.

2. Daneshmand S, Schuckman AK, Bochner BH et 
al: Hexaminolevulinate blue-light cystoscopy in 
non-muscle-invasive bladder cancer: review of 
the clinical evidence and consensus statement on 
appropriate use in the USA. Nat Rev Urol 2014; 
11: 589. 

3. Schneider D and Dahl E: Photocure–Company 
Update, April 27, 2020. Photocure 2020. Avail-
able at https://photocure.com/globalassets/in-
vestor-relations/presentations/photocure--com-
pany-update--27-april-2020.pdf. Accessed June 
2020.

4. Stout TE, Regmi SK, Daneshmand S et al: 
Clinical utility of rigid blue light cystoscopy: 
results from a post procedure user survey in 
a prospective multicenter registry. Urol Pract 
2021; 9: 94.

Figure 1.  Perceived utility of BLC over time among 1,243 low-volume users (A) and 459 high-volume users (B).
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Steinmetz A, Gantz J, Fiscel-
la K et al: Improving rates of 
immediate postoperative in-
travesical chemotherapy with 
gemcitabine for low-grade 
bladder cancer: an implemen-
tation analysis. Urol Pract 2021; 
9: 47.

The randomized clinical trial 
SWOG S0337 provided level 1 ev-
idence that immediate postopera-
tive intravesical gemcitabine (Gem) 
resulted in an absolute reduction of 
recurrence of 20% for patients with 
low grade, nonmuscle invasive 
bladder cancer.1 Although the Uni-

versity of Rochester Medical Cen-
ter (URMC) was one of the lead-
ing accrual sites for the study, an 
audit performed at 2 URMC sites 
4 months after study accrual closed 
revealed unexpected  findings: only 

JOURNAL BRIEFS: Urology Practice®

Arrow-right Continued on page 46



JANUARY 2022   AUANEWS46
HOW TO PRACTICE WHAT YOU PREACH
Arrow-right Continued from page 45

Figure. Gem usage rates for appropriate patients (low-grade [LG], nonmuscle invasive) at SMH (a) 
and HH (b).

“ The 
underutilization 
of immediate 
postoperative IVC 
agents for patients 
with nonmuscle 
invasive bladder 
cancer may lead 
to avoidable 
morbidity and 
additional 
treatment costs.”

21% of eligible patients were re-
ceiving this therapy.2

But why? Discrepancies such 
as these between evidence-based 
practices (EBPs) and clinical care 
are common in medicine and cer-
tainly the field of urology is no ex-
ception.3 Despite published data 
supporting its efficacy, numerous 
studies have reported low adher-
ence to intravesical chemotherapy 
(IVC) recommendations with sig-
nificant practice variation among 
urologists.4 Barriers to successful 
implementation of EBPs are usual-
ly multilayered and involve patient, 
provider team and institutional fac-
tors.5 Implementation science—the 
scientific study of methods to pro-
mote the uptake of EBPs—seeks to 
bridge these gaps between research 
and clinical practice.6 We used an 
implementation science frame-
work—specifically, the Consolidat-
ed Framework for Implementation 
Research (CFIR)—to guide both an 
evaluation of barriers to Gem use 
at our institution and the develop-
ment of subsequent intervention 
strategies to overcome them.2,7 The 
CFIR can be adapted across disci-
plines and study contexts; relevant 
constructs are used to guide an 
evaluation of the implementation 
setting, appraise implementation 
progress and organize research 
findings.7

We performed a retrospective 
chart review audit to determine 
usage rates of Gem after transure-
thral resection of bladder tumors 
(TURBTs) at 2 URMC hospitals, 
Strong Memorial Hospital (SMH) 
and Highland Hospital (HH). 
Pre-intervention rates of appropri-
ate use of Gem were 11% at SMH 
and 37% at HH (see figure). Using 
CFIR as a guide, we identified 
stakeholders (those invested in or 
affected by the implementation) 
and so-called champions (those 
who support the implementation 
and help overcome resistance with-
in an organization).7 We also clari-
fied the organizational context and 
baseline operational characteristics 
that influenced whether Gem was 
given to an eligible patient.2 

The CFIR provides guidance 
on how to systematically collect 
data on relevant barriers to an 
implementation. We conducted 
semi-structured interviews with 

individuals at various levels of the 
Gem supply chain and sent an on-
line survey to URMC urologists. 
The CFIR was used to organize 
themes from our data into domains 
defined by the framework that have 
been shown to impact implemen-
tation. Since there is no validated 
tool for selecting strategies to ad-
dress CFIR domains and barriers, 
we adapted our interventions from 
the evidence-based methods listed 
in the Expert Recommendations 
for Implementing Change. The Ex-
pert Recommendations for Imple-
menting Change provide standard-
ized implementation terminology 
and suggestions for evidence-driv-
en implementation strategies.2,8 

We found that the major impedi-
ments to Gem use at our institution 
were logistical workflow issues, 
which are referred to as friction in 
behavioral economics. These arose 
at almost every level of care de-
livery, beginning in the outpatient 
clinic when TURBT cases were 
first booked to the post-anesthesia 
care unit where Gem needed to be 
properly handled and disposed of. 
During S0337, the details of the 
Gem workflow were the responsi-
bility of a study coordinator, not 
the URMC providers and nursing 
staff. The processes surrounding 
identifying patients likely to benefit 
from the therapy, ensuring timely 
drug delivery and proper instilla-
tion, and managing post-instillation 
issues were cumbersome and sim-
ply not feasible without the support 
of the study.2  

Our intervention strategies were 
devised through collaborative ef-

forts of the research team and key 
stakeholders from each involved 
department. We created education-
al materials and conducted training 
sessions to ensure that ordering, 
dispensing and handling Gem were 
streamlined. Designated individuals 
from leadership in each department 
were asked to provide feedback and 
input at regular intervals. The re-
sults were impressive; repeat usage 
audits measured practice change 
at 1 year, and rates of appropriate 
use of Gem had increased to 88% at 
SMH and 94% at HH (see figure). 
This overall increase from 21% to 
91% meant that more patients had 
access to an evidence-based thera-
py aimed at reducing their chanc-
es of cancer recurrence—effectively 
bridging the gap in research and 
practice at our institution.2

The underutilization of imme-
diate postoperative IVC agents 
for patients with nonmuscle inva-
sive bladder cancer may lead to 
avoidable morbidity and addition-
al treatment costs. Our findings 
are consistent with other studies 
demonstrating that only 11%–28% 
of eligible patients receive post-
TURBT IVC appropriately.4,9 Data 
suggest that physician factors 
(awareness and bias, fellowship, 
practice location and volume), pa-
tient factors (recurrence and pro-
gression risk), and local pharmacy 
and hospital circumstances influ-
ence IVC usage rates.4,10

Our study results support the 
argument that systematic, evi-
dence-based methods should be 
used to improve utilization of 
EBPs in urology. Using an im-
plementation science approach, 
we increased our rates of postop-
erative IVC with Gem by over 
300% within 1 year.2 The CFIR 
framework can be adapted by 
institutions interested in improv-

ing post-TURBT Gem usage or 
the adoption of other urological 
EBPs. STOP

1. Messing EM, Tangen CM, Lerner SP et al: Ef-
fect of intravesical instillation of gemcitabine vs 
saline immediately following resection of sus-
pected low-grade non–muscle-invasive bladder 
cancer on tumor recurrence: SWOG S0337 ran-
domized clinical trial. JAMA 2018; 319: 1880.

2. Steinmetz A, Gantz J, Fiscella K et al: Improv-
ing rates of immediate postoperative intravesical 
chemotherapy with gemcitabine for low-grade 
bladder cancer: an implementation analysis. 
Urol Pract 2021; 9: 47.

3. Balas EA and Boren SA: Managing clinical 
knowledge for health care improvement. Yearb 
Med Inform 2000; 1: 65.

4. Cookson MS, Chang SS, Oefelein MG et al: Na-
tional practice patterns for immediate postoper-
ative instillation of chemotherapy in nonmuscle 
invasive bladder cancer. J Urol 2012; 187: 1571.

5. Ferlie EB and Shortell SM: Improving the quali-
ty of health care in the United Kingdom and the 
United States: a framework for change. Milbank 
Q 2001; 79: 281.

6. Eccles MP and Mittman BS: Welcome to imple-
mentation science. Implement Sci 2006; 1: 1. 

7. Damschroder LJ, Aron DC, Keith RE et al: 
Fostering implementation of health services 
research findings into practice: a consolidated 
framework for advancing implementation sci-
ence. Implement Sci 2009; 4: 50.

8. Waltz TJ, Powell BJ, Chinman MJ et al: Expert 
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(ERIC): protocol for a mixed methods study. Im-
plement Sci 2014; 9: 39.

9. Seo GH, Kim JH and Ku JH: Clinical practice 
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base study. Sci Rep 2016; 6: 22716.
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of intravesical chemotherapy after TURBT of 
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Urol 2014; 32: 525.

“ Using an 
implementation 
science approach, 
we increased 
our rates of 
postoperative IVC 
with Gem by over 
300% within  
1 year.”
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Shoureshi P, Guerre M, Seide-
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Pract 2021; 9: 101.

Urologist burnout has been well 
documented over the last sever-
al years.1,2 Stressors are numerous 
and vary from increased non-
direct patient care to decreased 
work-life balance.2,3–6 The effects 
of  depersonalization, low person-
al accomplishment and emotion-
al exhaustion affect both patient 
care (eg medical errors) and the 
longevity of a urologist’s career.5 
With a shortage of urologists and a 
growing number of patients seek-
ing urological care, understanding 
effective burnout interventions 
and organizational/institutional 
involvement in this process is key. 
Unfortunately, very little has been 
published in this area. Our study in 
the January 2022 issue of Urology 
Practice® helps to understand this 
important issue.7

A 29-question, general work-
force survey was sent electronically 
to practicing and retired urologists 
who were members of the West-
ern Section of the American Uro-
logical Association (WSAUA). Of 
note, this was distributed during 
the COVID-19 pandemic. A por-
tion of this survey focused on the 
level of physician burnout, burn-
out interventions and workplace 
sponsorship. In regards to inter-
ventions, only those who tried 1 

(or more) were included in the data 
collection and analysis.

Of the 1,700 urologists who were 
eligible to participate, 400 respons-
es were received (25.9% response 
rate). Of the responders 82.2% 
were male, and the most common 
practice types were private prac-
tice, single-specialty group/network 
(124) and employee of a teaching 
hospital/academic medical center 
(79). While the majority of urolo-
gists noted some level of burnout 
(noted as “mild, moderate, severe;” 
349/439, 79.5%), only 31% noted 
moderate to severe levels (136). 

Table 1 demonstrates the vari-
ous interventions utilized by urol-
ogists to prevent or reduce burnout 
and if they were work sponsored. 
Fewer than half of the responders 
noted these were work-sponsored 
interventions (185/440, 42.5%). 
The figure shows the interventions 
that were rated “very effective” and 
table 2 notes “very effective” inter-
ventions by gender. There was no 
statistically significant difference 
by gender. 

In this study, levels of physician 
burnout were similar to what has 
been previously reported (38.8%–
78%).1,2 The interventions cited 
most often as “very effective” were 
hiring a scribe (30/48, 62.5%), reg-
ular exercise (189/337, 56.1%), par-
ticipating in one-on-one gatherings 
with colleagues outside of work 
(58/130, 44.6%) and decreased or 
modified work hours (104/233, 
44.6%). In regards to scribe use, 
any intervention to increase elec-
tronic health record efficiency has 
been shown to be beneficial.8 In ad-
dition, a recent urology publication 
also found exercise and socializing 
to be protective against burnout in 
practicing urologists.9 

As for reducing or modifying 
work hours, only 1.3% noted it 
was work sponsored (3/233). As 
of 2019, the AUA census noted 
that approximately a third of urol-
ogists work more than 60 hours/
week, with 44% spending at least 
5 hours/week at home performing 
nonclinical work.10 Shanafelt et al 

has noted that increasing emotion-
al exhaustion and/or decreased 
satisfaction increased the odds of 
decreasing one’s full-time employ-
ment status.11 With a large patient 
population to take care of and a 
relatively small workforce, de-
creasing work hours due to burn-
out will exacerbate our existing 
patient care issues.

Burnout/stress management sem-
inars and meditation/mindfulness 
interventions were cited the least 
as being “very effective” (26.9% 
and 11.5%, respectively). These are 
 often typical offerings by practices/
organizations. Unfortunately, rea-
sons that these were less effective 
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Table 1. Type of burnout intervention performed and work sponsored status 

Type of intervention No. (%) No. Work-Sponsored  
(%)

Participate(d) in regular physical exercise 
(≥3 days/wk)

337 (76.6) 2 (0.6)

Read nonmedical literature (fiction, nonfiction) 295 (67.1) 0 (0)

Decreased or modified work hrs 233 (52.3) 3 (1.3)

Hired an advanced practice provider 137 (31.1) 25 (18.2)

Participate(d) in recreational one-on-one or small 
group gatherings with colleagues (eg happy hour, 
dinner)

130 (29.6) 6 (4.6)

Participate(d) in meditation/mindfulness  
interventions

122 (27.7) 11 (9.0)

Participate(d) in burnout or stress management 
seminar(s)

52 (11.8) 11 (21.2)

Hired a scribe 48 (10.9) 10 (20.8)

Participate(d) in physician/employee counseling 
services

28 (6.4) 4 (14.3)

Table 2. Number of responders by gender who noted “very effective” for interventions

Type of Intervention No./Total No. Male 
(%)

No./Total No. 
Female  (%)

p Value

Hired a scribe 23/38 (60.5) 4/7 (57.1) 1.00*

Regular exercise (≥3 days/wk) 148/277 (53.4) 34/51 (66.7) 0.08†

One-on-one or small group gather-
ing with colleagues

44/100 (44.0) 10/23 (43.5) 0.96†

Decreased or modified work hrs 83/192 (43.2) 16/31 (51.6) 0.38†

Hired an advanced practice pro-
vider

39/117 (33.3) 7/15 (46.7) 0.31†

Physician/employee counseling 
services

7/22 (31.8) 1/5 (20) 1.00*

Reading nonmedical literature 56/237 (23.6) 14/49 (28.6) 0.46†

Meditation/mindfulness interven-
tions

18/94 (19.1) 6/20 (30.0) 0.36†

Burnout or stress management 
seminars

7/39 (17.9) 2/12 (16.7) 1.00*

* Fisher’s exact test.
† Chi-square test.
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were not elucidated in our study. 
One possible reason may be the 
belief that each physician should 
be in charge of their own profes-
sional satisfaction and burnout.12 
Another may be that these types 
of interventions do not directly ad-
dress the underlying practice issues 
contributing to burnout.

A systematic review of controlled 
interventions found  improved 
effects for organization-directed 
 interventions.13 However, all orga-
nization-directed interventions are 
not equal and usually fall into one 
of 2 categories: 1) organizational 
interventions that alter the current 
work environment in order to make 

it a better place to work and 2) in-
terventions that put the onus on the 
physician to change their work en-
vironment. At this time, our study 
showed that less than 50% of inter-
ventions tried by urologists in the 
WSAUA were work-sponsored. 
It is unknown if more urologists 
would have parti cipated in these 
options if they were work-spon-
sored and/or if they would have 
been more effective with organi-
zational support. Our data show 
that both institutional and personal 
interventions can be effective. We 
believe that practices should con-
sider both in tandem when creating 
a multipronged effort to decrease 
burnout, as it is not a “one-size-fits-
all” issue. STOP
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Figure. Percentage and 95% confidence intervals of responders who noted “very effective” for inter-
ventions. APP, advanced practice provider.
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Decision aids have been found 
to help men with localized prostate 
cancer (PCa) navigate their choic-
es.1 PCa decision aids are tools 
that provide patients information 
about PCa, the treatment options 
and their harms and benefits, and 
help patients clarify preferenc-
es for decision making. Several 
high-quality decision aids exist for 
PCa, but factors driving decision 
aid use are unknown.2,3 In 2018, 
the Michigan Urological Surgery 
Improvement Collaborative (MU-
SIC) implemented the use of the 
Personal Patient Profile–Prostate 
(P3P), an efficacious web-based 
decision aid for PCa (free online 
version available at p3p4me.org), 
as a quality improvement initia-
tive. Our recent article, “Factors 
Associated with Decision Aid Use 
in Localized Prostate Cancer,” an-
alyzes data from patients within 
practices that adopted P3P from 
2018–2021 to assess influential 
factors on men’s decision to enroll 
in P3P.4 

Over the observation period, 
data from 15,500 men with local-
ized PCa were entered into the 
MUSIC registry from 46 prac-
tices comprising 252 urologists. 
Of these men, 2,629 (17%) were 
seen among the 13 practices that 
participated in the P3P initiative.  
In all, 45% (1,174) of men within 
practices offering P3P registered 
to use the tool (fig. 1). Surprising-
ly, multilevel, logistic regression 

analysis found that 41% of the 
variation in men’s registration to 
use P3P was attributable to their 
grouping under specific urologists, 
whereas patient-level factors con-
tributed only 1.5% of variation in 
P3P registration and no clinically 
meaningful patient factors contrib-
uted to whether a man enrolled to 
use the decision aid. The logistic 
regression model was used to es-
timate the adjusted probability of 
P3P registration among patients of 
urologists who treated more than 
25 men. The resultant caterpillar 
plot showed significant variation 
between urologists (fig. 2).

 These results show that men 
treated by the same urologist 
tend to make similar decisions on 
whether or not to register to use a 
PCa decision aid, leading to the 
conclusion that urologists may be 
key facilitators of patients’ use of 
decision aids and that engaging 
urologists may be crucial to their 
implementation. The data for this 
study were collected within a uro-
logical surgery improvement col-
laborative in which physicians are 
generally highly engaged. Despite 
this, overall engagement of prac-
tices in the decision aid was low, 
suggesting that further research 
investigating and addressing im-
plementation barriers at the orga-
nizational and health system may 
be needed.

The study also found significant 
variation in urologists’ effect on 
men’s use of decision aids, rang-
ing from a very negative effect to 
a very positive effect (fig. 2) While 
this study did not explore reasons 
behind the variation, a recent 
qualitative study from the same 
cohort found physician skepticism 
towards the benefits of decision 
aids to be an ongoing barrier to 
their use.5 Research aimed at un-
derstanding how decision aids im-

pact men’s clinical outcomes and 
quality of life may help address 
physician skepticism. For exam-
ple, in separate work, we found 
that patients who used P3P had 
decreased odds of bother from 

post-prostatectomy erectile dys-
function.6 Further research aimed 
at clarifying the clinical impact of 
decision aids on men undergoing 
PCa treatment may help inform 
urologists’ opinions of decision 
aids and decrease variation in 
their use.

 In summary, this retrospec-
tive study finds that urologists 
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Ajith Dupati, Ji Qi, Stephanie Ferrante, Rodney L. Dunn, Roshan Paudel, Daniela Wittmann, Lauren Wallner, Donna L. Berry, Chad Elli-
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Figure 1. Depiction of sample and sampling frame. A, at practice level, practices that participated in 
P3P are compared to practices who elected not to participate in P3P initiative. B, among patients seen 
within P3P participating practices, we assess patient factors associated with registration into P3P 
while controlling for nesting of patients under specific urologists. 

Figure 2. Adjusted probability of registration into PCa decision aid (caterpillar plot). Each point rep-
resents a urologist. Data are rank-ordered based on point estimate of adjusted probability; error bars 
denote standard error. Urologists with fewer than 25 patients in sample were excluded. 
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may have a large influence on 
patients’ use of a PCa decision 
aid. This  influence far outweighs 
the impact of any of the mea-
sured patient factors on men’s 
decision aid use. In addition to 
this, there is wide variation in 
the influence clinicians have on 
men’s use of a decision aid. This 

information, paired with findings 
that decision aid use is associat-
ed with decreased bothered from 
post-prostatectomy adverse ef-
fects like erectile dysfunction, 
suggests that further research 
into methods to effectively dis-
seminate decision aids in this 
population is needed. STOP

1. Stacey D, Légaré F, Lewis K et al: Decision aids 
for people facing health treatment or screening 
decisions. Cochrane Database Syst Rev 2017; 4: 
CD001431. 

2. Berry DL, Halpenny B, Wolpin S et al: Develop-
ment and evaluation of the personal patient pro-
file-prostate (P3P), a web-based decision support 
system for men newly diagnosed with localized 
prostate cancer. J Med Internet Res 2010; 12: e67. 

3. Lane GI, Ellimoottil C, Wallner L et al: Shared 
decision-making in urologic practice: results from 
the 2019 AUA Census. Urology 2020; 145: 66.

4. Lane GI, Dupati A, Qi J et al: Factors associated 
with decision aid use in localized prostate can-
cer. Urol Pract 2021; 9: 108.

5. Paudel R, Ferrante S, Woodford J et al: Imple-
mentation of prostate cancer treatment decision 
aid in Michigan: a qualitative study. Implement 
Sci Commun 2021; 2: 27. 

6. Lane GI, Qi J, Ferrante S et al: MP23-18 Assess-
ing the impact of decision aid use on post pros-
tatectomy patient reported outcomes. J Urol, 
suppl., 2021; 206: e409.
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Have You Read?
Craig Niederberger, MD, FACS
College of Medicine and College of Engineering, 
University of Illinois at Chicago

Iyer S, Amegashie C, deMartel-
ly V et al: Patient perceptions 
impact progression to third-line 
therapy for treatment of over-
active bladder. J Urol 2021; 206: 
1240–1247. 

(Special thanks to Drs. Rabun 
Jones and Omer Acar at the Uni-
versity of Illinois at Chicago.)

Overactive bladder (OAB) affects 
up to 43% of American  women. 
Treatments range from behavior 
modifications to procedural inter-
ventions. As a disorder that greatly 
affects quality of life, patient input 
is paramount when selecting appro-
priate therapy. This study sought to 
assess patient reasoning in decision 
making for third-line therapy and 
the factors that may influence that 
decision.

Via a mixed-methods approach, 
51 women with medical therapy 
for OAB completed surveys and 
interviews to determine their im-
pressions of third-line therapy and 
the rationale for their treatment 
decisions. During the study dura-
tion of 6 months, although 75% of 
patients were interested in third-
line therapies, only 37% actually 
progressed to those treatments. Of 
those, 52.6% chose percutaneous 
tibial nerve stimulation (PTNS), 
47.4% chose botulinum toxin A, 
and none chose sacral neuromod-
ulation (SNM). Patients were mo-
tivated toward therapy by the cost 
of incontinence products and their 
embarrassment. Their concerns 
included the side effects and inva-
siveness of third-line therapy.

Notably, this qualitative study 
was concluded in August 2019 and 

did not include newer magnetic 
resonance imaging-compatible or 
rechargeable SNM devices, so its 
findings may not be reflective of 
today’s patient preferences. Some 
limitations also exist due to the 
small sample size and mixed-meth-
ods approach employed in the 
study, but the themes identified 
suggest that counseling matters 
more than we may acknowledge. 
This study is an important re-
minder that assessing patient un-
derstanding of therapeutic options 
is a critical component of shared 
decision making, whether in the 
setting of OAB or any urological 
issues affecting quality of life.

Bentellis I, El-Akri M, Cornu JN 
et al: Prevalence and risk fac-
tors of artificial urinary sphinc-
ter revision in nonneurological 
male patients. J Urol 2021; 206: 
1248–1257.

(Special thanks to Drs. Andrew 
Lai and Omer Acar at the Univer-
sity of Illinois at Chicago.)

Artificial urinary sphincter 
(AUS) is regarded as the gold 
standard for treatment of male 
stress urinary incontinence 
(SUI), yet much of the existing 
literature regarding the preva-

lence and risk factors for device 
revision is limited. 

The authors reviewed retro-
spective data from more than 
1,000 males who underwent AUS 
implantation in 16 French centers 
over 16 years, excluding those 
with  neurogenic SUI and those 
who underwent AUS revisions 
due to infection or cuff erosion. 
Most patients (86.8%) suffered 
from incontinence following radi-
cal prostatectomy.

Over the study period, 214 of 
1,020 patients (21%) underwent at 
least 1 AUS revision. Over half of 
those revisions were due to non-
mechanical failures defined as re-
current or persistent SUI despite 
a normally functioning AUS com-
pared with 27% that were due to 
mechanical failures. The overall 
median time to AUS revision was 
9 years. Although the median fol-
lowup time was 20 months, the 
estimated 5-year and 10-year revi-
sion-free rates were 60% and 40%, 
respectively. Larger cuff size was 
the only predictor of revision over-
all and for nonmechanical failure. 
The authors did not identify any 
significant risk factors for mechan-
ical failure.

This is the largest series pub-
lished to date on AUS revisions. 
These results challenge the existing 
hypothesis that implanting smaller 
cuffs increases the risk of revision 
by means of urethral atrophy. Yet 
the generalizability of the study is 
limited, because the authors chose 
to exclude patients who had re-
visions due to infection or cuff 
 erosion. Moreover, the surgical 
technique, preoperative workup 
and postoperative followup were 
not standardized across partici-
pating centers. Nevertheless, this 

study provides valuable insight 
with regards to patient counseling 
and highlights the importance of 
appropriate cuff size selection.

Nagirnaja L, Mørup N, Nielsen 
JE et al: Variant PNLDC1, de-
fective piRNA processing, and 
azoospermia. N Engl J Med 
2021; 385: 707–719. 

(Special thanks to Drs. Erica 
Ditkoff and Martin Kathrins at the 
Brigham and Women’s Hospital.)

Although roughly 1 in 6 couples 
suffer from infertility attributable 
to a male factor, little is known 
about the genetic etiologies of im-
paired spermatogenesis. Recent 
observations indicate that pachy-
tene P-element-induced wimpy 
testis-interacting RNA (piRNA) are 
indispensable for spermatogene-
sis. Previous studies in mice linked 
mutated piRNA processing en-
zymes such as PNLDC1 to matu-
ration arrest. But what of PNLDC1 

“ This is the largest 
series published 
to date on AUS 
revisions. These 
results challenge 
the existing 
hypothesis that 
implanting smaller 
cuffs increases the 
risk of revision by 
means of urethral 
atrophy.”

“ Assessing patient 
understanding 
of therapeutic 
options is a critical 
component of 
shared decision 
making.”
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 mutations in men with azoosper-
mia due to spermatogenic dysfunc-
tion (ASD)? 

The authors conducted an ob-
servational study of 924 men with 
ASD. DNA exome sequencing 
and testicular biopsies were per-
formed. An independent cohort of 
55 Dutch men with ASD also un-
derwent exome sequencing. Four 
unrelated men of Middle Eastern 
descent were identified as carriers 
of PNLDC1 mutations. Each pa-
tient was otherwise healthy with a 
normal male phenotype. Testicu-

lar histopathology revealed matu-
ration arrest at the late pachytene 
stage. The men had relatively 
normal follicle-stimulating hor-
mone levels, typical for ASD due 
to maturation arrest. Additionally, 
expression of PNLDC1 as well as 
other piRNA processing enzymes 
was significantly diminished. In 
men with PNLDC1 mutations, 
piRNAs were longer but overall 
reduced in quantity. Similar num-
bers of spermatogonia in study 
patients and fertile controls were 
observed. 

Of the 3 patients with PNLDC1 
mutations for whom sperm re-
trieval data were available, no 
sperm were obtained. Overall, 
this study demonstrates that mu-
tations in PNLDC1 and other 
genes involved in piRNA pro-
cessing likely lead to impaired 
spermatogenesis in a small sub-
group of men with ASD. These 
results add to our limited library 
of genomic tests for  severe male 
factor infertility, specifically for 
maturation arrest. STOP

“ Mutations in 
PNLDC1 and 
other genes 
involved in piRNA 
processing likely 
lead to impaired 
spermatogenesis in 
a small subgroup 
of men with 
ASD.”

You’ve Ended the Residency, Now What?
Ana Vidal Brandt, MD
Centro Médico Nacional Siglo XXI, Mexico City, 
Mexico

You have finished college, med-
ical school, internship and resi-
dency. You are at the finish line of 
training, and you can see on the 
horizon the time to start working, 
make money, pay off loans, begin 
saving for financial goals or to sup-
port a family. However, for a mo-
ment, the possibility of pursuing a 
fellowship crosses your path.

The question is, why would 
somebody want to continue study-
ing for 1 or 2 more years after so 
many years of study? There are 
many good reasons not to pursue a 
fellowship: the ability to start work, 
job opportunities that may have 
presented themselves, gaining ex-
perience or making money. 

On the other hand, people who 

decide to pursue a fellowship have 
a long way to go, which starts from 
choosing the subspecialty and 
where to do it, and continues with 
all the work and study that must be 
done for as long as it lasts. Talk to 
your teachers, see specialists in the 
area of interest and ask about the 
best program where you could do 
the fellowship. It is also important 
to attend conferences on the specific 
area of interest where you could es-
tablish social relationships and meet 
other young people who are look-
ing for something such as you are. 

To make any of these decisions it 
is important to consider your goals 
and objectives, and both options 
are valid. If you like the diversity of 
patients and their clinical problems, 
and you see yourself moving from 
minor to major procedures, general 
urology might be the perfect fit for 

you. However, if you prefer to be 
considered an expert in your sub-
specialty and take on more involved 
patients and surgical presentations, 
pursuing fellowship and learning 
complex medical and surgical man-
agement within a subspecialty may 
be the correct path for you. 

Continuing medical education 
is part of any successful career; 
whether you decide to become a 
fellow or not, you must be a life-
long learner and continuously 
refine your surgical and medical 
management techniques.

But the options do not end at 
deciding to pursue a fellowship 
or not. Research must be kept in 
mind. I highly recommend it, ei-
ther within a fellow’s program or 
not. Doing research can allow you 
to attend conferences, expand your 
network of colleagues, meet other 

people in the field and cultivate 
relationships. This networking 
may also help when you begin to 
look for jobs. Research can be ex-
tremely rewarding; when you do 
research, you can change the way 
multiple people diagnose, consider 
or treat a condition. 

I will finish with this last para-
graph just telling you that it is 
possible that at the end of the res-
idency you can decide to pursue a 
fellowship, do research and garner 
publications. Or you could choose 
not to pursue a fellowship and start 
your work life, and still do research. 
The most important thing, and the 
best way to decide, is to think on 
how you see yourself in 10 years 
and think about what would be the 
path that will let you live every day 
peacefully. STOP

RESIDENTS & FELLOWS COMMITTEE

HAVE YOU READ?
Arrow-right Continued from page 50
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How a Urologist’s Hobby Progressed from Photographing 
Kids’ Activities to Urology Meetings to Wildlife
John W. Davis, MD
MD Anderson Cancer Center, Houston, Texas

Photography has been a long-
time hobby of mine, starting back 
in high school with the yearbook 
team. The subjects were mostly 
student candids and events. The 
1980s era would feature mostly 
black-and-white film technique, 
and darkroom techniques to crop 
and optimize images. As my focus 
turned to medicine and the many 
training years without much time 
or resources for hobbies, the inter-
est faded other than the usual fami-
ly pics. As I settled into an academ-
ic urology career with professional 
travel and had kids in various ac-
tivities, I rekindled my interest. 
This time, however, the variables 
were very different: better resourc-
es to acquire gear, digital camera 
technology with mind-boggling 
mega-pixel sensors and seemingly 
endless free content on YouTube 
and photography websites to learn 
technique. Photography has sev-
eral sub-specialty areas—kind of 
like surgery—that have their own 
equipment and skill sets, including 
portraits, landscapes, sports, spe-
cial events, street photography and 
wildlife. 

Most photographers have a pre-
requisite desire to create history 
and/or visual art. For me, I really 
like the visual art component cou-
pled with the technical challenges 
of going out and capturing an in-
teresting image. This latter point 
is an ongoing topic of debate, as 
we all walk around with the latest 
smartphone cameras—do we really 
need high-end, expensive, heavy 
gear to capture an exceptional im-
age? In many cases, smartphones 
are quite good at well-lit landscapes 
and posed people shots. The new-
er smartphones have impressive 
software to help you balance the 
lighting and control focus points. 
On-camera smartphone flashes are 
still limited as the light source goes 
straight at the subject and can cre-
ate shadows and red eyes. You have 
probably seen professional photog-
raphers at events with flashes aimed 
at the ceiling or with large diffusers—
these effects are dramatically better 
at obtaining a balanced image.

So yes, I also walk around with 
a smartphone camera. But what 
happens when you try to capture 
an image beyond the limits of your 
smartphone? Or, more likely, why 
are some of your images poor qual-
ity? There are many possible rea-

sons, and my top 5 would be 1) 
you missed the best moment, 2) 
focusing error, 3) exposure (light-
ing) error, 4) shutter speed error, 
and 5) not enough zoom reach to 
your subject. How will a digital 
camera with its various attachable 
elements (lenses, flashes) make im-
provements? Going down the same 
top 5, the improvements would 
include 1) quicker access to the 
shutter button with high frame rate 

bursts, 2) improved auto tracking 
focus with eye detection, 3) avail-
able low-light lenses (low f-stop) 
and/or on-camera flash power, 4) 
high shutter speeds and/or image 
stabilized lenses and 5) higher  focal 
length lenses. 

An example of where I started 
photographing an event and try-
ing to fix bad pictures was from 

Figure 1. Evolution of Technique and Events. Photographing indoor sports was an early interest of 
mine—upper right showing my daughter performing a duet with a school team. Photographic needs 
of such an event including timing, long reach zoom lens capable of low light situations, and patience 
to take hundreds of frames to get a good one. It turns out this skill set is similar for photographing 
urology meetings and trying to capture interesting moments that reflect our educational efforts. 
Upper left and lower right: South Central AUA quiz bowl moderator and judges. Lower left: team of 
intense residents competing in quiz bowl.

Figure 2. Wildlife Photography: start with local options. In this collage, you can see good practice 
options I’ve found locally. Upper left: great blue heron was sharing a tree stump with some turtles on 
Lake Conroe, Texas and decided to take off. Upper right: a great egret in Brazos Bend State Park, Texas 
comes in for a landing. Lower right: approximately 250 American alligators live in Brazos Bend State 
Park, Texas. Many tourists walk and ride bikes right past them with no recorded incidents—the open 
mouth is a temperature-regulating method even though it may seem like a tasty tourist may be too 
close. Lower left: you can practice your skills at your local zoo. This Malayan tiger has a large habitat 
at the Houston Zoo, and if you frame it right it can look like a shot in the wild. 

Figure 3. Getting Out There. The next challenge becomes packing your nice (and heavy) gear and 
flying to new opportunities for wildlife photography. Left: charging white rhino at a reserve near Cape 
Town, South Africa. Upper right: mountain goat near Jackson, Wyoming. Lower right: herd of bison 
decides to gallop by our snowmobile tour of Yellowstone National Park. 

OUT OF OFFICE
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my older daughter’s involvement 
in dance and ballet while in high 
school. There are several chal-
lenging layers to photographing 
such an event: cannot get very 
close to the subject (performing), 
low light, and moving subject. 
With a pocket camera or smart-
phone, these led to the subject 
being too far away for available 
zoom and resulting images that 
were dark, grainy and not always 
sharp. My initial digital camera 

kit was a Canon® Rebel with a 70-
200 F2.8 lens. This setup would 
allow shooting 7 frames per sec-
ond, triple the zoom reach, and 
quadruple the available light to 
the sensor. This latter point is 
critical, as when the available 
light to the sensor increases (with 
high-end lenses) you can signifi-
cantly increase the shutter speed 
to freeze a moving subject. The 
technology keeps improving, and 
my current setup features a Can-

on mirrorless R5 body, a range 
of F2.8 lenses (one of the highest 
available light capabilities for a 
lens) with zooms up to 500 mm, 
a 45-megapixel sensor, shutter 
speeds up to 1/8,000 of a sec-
ond, shooting speeds of up to 20 
frames/second, and an impres-
sive eye-detection focus system 
that can be set to track human or 
animal eyes. The megapixel spec 
is worth comment—most smart-
phones are around 12 megapix-
els compared to newer mirror-
less sensors that are 30–50 range 
megapixels. With the higher pixel 
count you can effectively crop in 
on a subject that is beyond your 
lens zoom range and still have a 
good chance for a sharp picture 
without distortion or pixilation. 

As we move to the figures, I 
should emphasize that the gear 
acquisition and picture taking are 
just the start of the process. Once 
you get home from an event you 
will likely spend several hours 
“processing” your photos with var-
ious software products. Currently, 
I use Adobe® Lightroom® to crop, 
balance, dehaze, denoise and push 
more color/sharpness as needed. I 
think it is useful to shoot any seri-
ous pictures with the RAW picture 
format—a noncompressed file for-

mat that preserves all information 
collected by the sensor. This format 
will allow you to make significant 
enhancements to a picture beyond 
a compressed JPG format. How-
ever, when your images are finally 
optimized you can certainly save 
final versions as JPG. 

In figures 1–4, I give you an ex-
ample of the progression of skills 
and situations I have tried to learn 
over the years—beyond what smart-
phones can do. In figure 1, the ex-
amples show how photographing 
an indoor event can be a reward-
ing challenge—bounce flashes and 
telephoto fast zooms are needed to 
capture interesting moments that 
are sharp and well lit. As you prog-
ress to the wildlife challenge, you 
will probably need less flash but 
even more telephoto zoom reach. 
Figure 2 shows examples of local 
options—state parks, lakes, and 
zoos. Birds in flight (BIF on pho-
tography boards) are the ultimate 
challenge that combine motion, 
timing, focus and positioning. Fig-
ures 3 and 4 show the more high-
end progression to finding wildlife 
in national parks, Africa and Alas-
ka. Enjoy using your smartphone 
for what it can do—and if you want 
to take it to the next level, give me 
a shout. STOP

Figure 4. Develop Photography ”Bucket List.” I’ve been to Southeast Alaska several times with a 
charter fishing company, and been fortunate enough to photograph many humpback whales waving 
their tails or lunge feeding and bald eagles watching us from a tree. But lacking has been the ultimate 
challenge of getting the humpback breaching (left) and/or the eagle plucking a fish from the water 
(right) at close enough range. During my 2021 trip I was able to capture both from my bucket list. 

RUC Survey: Your Role in Helping Shape Medicine
Jonathan N. Rubenstein, MD, FACS
Chair, AUA Coding and Reimbursement Committee

I am frequently asked by AUA 
members who receive a Relative 
Value Scale Update Committee 
(RUC) survey the following ques-
tion: “Is it OK that I just delete the 
email?” 

My answer to them is: “No! Do 
not erase it! You need to fill it out!” 

We at the AUA need your help.    
From a coding and reimburse-

ment standpoint, there may be no 
bigger impact that an individual 
provider can have on their special-
ty (and to organized medicine) than 
filling out a RUC survey. Here’s 

why: the RUC is a multispecialty 
committee created by the American 
Medical Association which makes 
recommendations to the Centers 
for Medicare & Medicaid Services 
for valuation of the work, direct 
practice expense and professional 
liability insurance values for CPT 
(Current Procedural Terminology) 
codes. The RUC became neces-
sary when Medicare transitioned to 
the Resource-Based Relative Val-
ue Scale for Part B reimbursement 
for the physician fee schedule. The 
recommendations made by the 
RUC are typically accepted by the 
Centers for Medicare & Medicaid 
Services, which directly and ulti-

mately determines the payment to 
a provider for their work. The RUC 
itself involves input from over 100 
specialty societies and meets 3 
times a year to value new and re-
vised codes and to re-value codes 
that may be mis-valued. One of the 
critical inputs to the RUC process is 
input from specialty societies.  This 
input includes data derived from 
submissions of RUC surveys by 
providers who perform the service 
being valued. Without such surveys 
(or enough surveys), procedures 
are not able to be accurately and 
appropriately valued.  

When AUA input is needed to 
help the RUC value a code, the 

AUA sends a RUC survey to a ran-
dom sampling of AUA members 
asking for their help. It must be 
random and providers cannot be 
selected by a subspecialty or specif-
ic interest. The survey may include 
the code being valued and may 
also include related CPT codes 
from the same family that will ul-
timately also be re-valued. Since 
not everyone receives a survey, it is 
critical for those who do receive a 
survey to participate in the process 
if they are able to do so. 

“OK, I get it. You convinced me. 
So how do I fill out the survey?”

CODING TIPS AND TRICKS

HOW A UROLOGIST’S HOBBY PROGRESSED
Arrow-right Continued from page 52
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If you receive a RUC survey 
from the AUA, here is what you 
will do: 
1. Open the link. See if it is a proce-

dure that you personally perform 
or have performed recently (typ-
ically within the last 5 years). If 
you do, please continue on with 
filling out the survey. The survey 
can be completed online, and 
you can pause at any time and 
pick up again later if you cannot 
complete it in one sitting. Note 
that the survey may include the 
code being valued along with 
other codes within the same fam-
ily that are being re-valued. Do 
your best and fill out what you 
can. If the code being surveyed 
is not a procedure you personally 
perform or have not recently per-
formed, please notify the AUA as 
then others can be randomly sent 
the survey. The link and survey 
cannot be shared with or sent to 
anyone else directly.  

2. Provide the requested contact 
information. This information 

is mainly related to your profes-
sional information. These ques-
tions are standard questions that 
help prevent fraud and to ensure 
that actual health care profes-
sionals are participating in the 
survey.

3. Carefully read the description 
and vignette of the new or re-
vised procedural code. It is 
important not to make any as-
sumptions about what the code 
means or says. The new or re-
vised code may differ from a 
current code or what one thinks 
is or is not included. When be-
ing asked about time, please 
estimate the time based on the 
details described, meaning the 
vignette will describe when the 
time clock starts at what part of 
the procedure (such as initial 
incision or insertion of a cys-
toscope). The vignette will also 
describe what is included and 
not included in the valuation. 
It is important that these details 
are understood when providing 

the data requested. Remember 
that time does not include ser-
vices provided by technicians 
or other services provided on 
the same day that can be coded 
separately.

4. Provide the information re-
quested about the amount of 
time, mental effort and judg-
ment, technical skill and phys-
ical effort, and the psychologi-
cal stress that occurs during the 
procedure being valued.  It is 
important to remember that you 
are considering a typical patient 
undergoing a typical procedure. 
You are not being asked about 
the easiest or hardest, fastest or 
slowest, or least or most compli-
cated procedure. 

5. Compare the relative time and 
value of this code to a reference 
code. You will be provided with 
a list of existing procedures to 
use as a comparison to the code 
being assessed. The reference 
list might include CPT codes for 
services performed by other spe-

cialties. Select a procedure from 
the list provided that you believe 
is most similar in time, complex-
ity, mental effort and judgment, 
technical skill or physical effort, 
and psychological stress, and 
compare the surveyed code to 
the reference code. Remember 
that the reference procedure and 
the surveyed procedure do not 
have to be equal in work, but 
rather the reference code serves 
as a reference point. Some as-
pects of the code being valued 
may be higher and some may be 
lower and some may be equal 
to the reference code. Use your 
best clinical judgment. 

6. Estimate the work RVU based 
on the instructions within the 
survey. 
There may be no bigger im-

pact that an individual provid-
er can provide to their specialty 
and to organized medicine than 
filling out a RUC survey. If you 
receive a survey, don’t delete it. 
Fill it out! STOP

RUC SURVEY: YOUR ROLE IN HELPING SHAPE MEDICINE
Arrow-right Continued from page 53

Diagnostic Dilemma: Contrast-Enhanced Ultrasound  
Imaging for Indeterminate Small Renal Mass Found during 
Workup in a Patient with Chronic Renal Insufficiency 
Thomas Williams, MD
The Smith Institute of Urology at Northwell Health, 
New York, New York

Ardeshir Rastinehad, DO
The Smith Institute of Urology at Northwell Health, 
New York, New York

This is a 67-year-old patient with 
severe comorbidities in whom on 
evaluation for cardiac transplant, 
noncontrast computerized tomog-
raphy (CT) of abdomen and pelvis 
showed an indeterminate small left 
renal mass measured to be 1.5 cm 
(fig. 1). His past medical history is 
significant for chronic renal insuffi-
ciency (CKD IV), congestive heart 
failure (chronic systolic, ejection 
fraction 24% on milrinone pump), 
atrial fibrillation (on apixaban), in-
sulin-dependent diabetes mellitus 
(IDDM), hyperlipidemia (HLD). 

Of note, he was overall asymptom-
atic from the incidentally discov-
ered renal mass without hematuria 
or flank pain. Given his consider-
ation for cardiac transplantation, 
further workup and diagnosis was 
required; however, the patient’s glo-
merular filtration rate/renal insuffi-
ciency made contrast-enhanced CT 
or magnetic resonance imaging a 
suboptimal option.

After consultation regarding op-
tions for proceeding as a cardiac 
transplant candidate, the decision 
was made to undergo contrast-en-
hanced renal ultrasonography. Ra-
diology’s protocol involved 4.8 cc 
of Lumason® microbubble admin-
istration intravenously. Grayscale 
imaging confirmed a 1.7 × 1.6 cm 
lesion arising exophytically from 

the lower pole of the left kidney 
(fig. 2). The target lesion demon-
strated low-level internal echoge-
nicity and mild increased through 
transmission of sound. Following 
contrast administration, there was a 

centripetal pattern of enhancement 
with early washout. The lesion en-
hanced to a lesser degree than the 
adjacent normal renal cortex. On 

RADIOLOGY CORNER

Figure 1. Noncontrast CT abdomen and pelvis showing posterior left 1.5 cm exophytic nodule (red 
arrow) arising from left lower pole of kidney. Indeterminate lesion on noncontrast evaluation. 

Arrow-right Continued on page 55
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impression, this enhancement pat-
tern was suspicious for papillary re-
nal cell carcinoma. The diagnostic 
step was a percutaneous renal bi-
opsy, which confirmed a patholog-
ic diagnosis of papillary renal cell 
carcinoma (low grade). 

For end-stage renal disease, pa-
tients are often able to undergo 
contrast-enhanced cross-sectional 
imaging when coupled with their 
dialysis session. However, in the 
setting of a patient who still has 
some viable parenchyma left, the 
decision to administer contrast 
comes with the risk of injuring any 
remaining nephrons. The devel-
opment of stable and reproducible 
intravenous contrast agents has led 
to the use of contrast-enhanced 
ultrasonography. Initially intro-
duced to monitor hepatic lesions, 
widespread adaptation has led to 
 diverse applications such as mon-
itoring activity of bowel inflam-
mation in Crohn disease to even 
characterizing tumor response to 
antivascular drug therapies. 

Ultrasound affords the benefits 
of real-time imaging with high spa-
tial resolution in which thin septae 

or small masses can be identified in 
a radiation-free manner.1 In 2019, 
the U.S. Food and Drug Adminis-
tration released a white paper high-
lighting their initiative to reduce 
 unnecessary radiation exposure 
from medical imaging and under-
lined the use of contrast-enhanced 
ultrasonography.2 Ultrasound con-
trast agents are synthesized using 
microbubbles of heavy gas stabi-
lized with a lipid, protein or lipo-
protein shell. Their unique size 
(~size of a red blood cell) prevents 
extravasation to the interstitium 
and stays entirely intravascular. 
Elimination occurs with exhalation 
via the lungs, with lipoprotein shell 
metabolic breakdown, and there-
fore ultrasound contrast agents 
have no hepatic or renal toxicity 
profiles.1 

While the idea of contrast-en-
hanced ultrasonography rep-
resents a novel imaging modality, 
multiple studies have highlighted 
the use of contrast-enhanced ul-

trasound to identify and evalu-
ate renal masses/abnormalities.3–5 
Inherent in the ultrasound con-
trast agent’s properties, vascular 
enhancement of renal neoplasms 
differs from the  surrounding renal 
cortex in at least 1 vascular phase.1 
Characteristic patterns of enhance-
ment allow further differentiation 
of benign vs malignant tumors. In 
a study looking at evaluation of in-
determinate renal masses, Barr et 
al found a negative predictive val-
ue of 100% in diagnosing benign 
lesions.5 While most practicing cli-
nicians routinely use contrast-en-
hanced CT or magnetic resonance 
imaging as the gold standard to 
characterize renal masses, advanc-
es in ultrasonography may offer a 
portable, safe and cheaper diag-
nostic modality to replace current 
standards in the near future. STOP

1. Barr RG: Use of lumason/sonovue in con-
trast-enhanced ultrasound of the kidney for 
characterization of renal masses—a meta-anal-
ysis. Abdom Radiol (NY) 2021; https://doi.
org/10.1007/s00261-021-03295-2. 

2. U.S. Food and Drug Administration: White Pa-
per: Initiative to Reduce Unnecessary Radiation 
Exposure from Medical Imaging. U.S. Food and 
Drug Administration 2019. Available at https://
www.fda.gov/radiat ion-emit t ing-products /
initiative-reduce-unnecessary-radiation-expo-
sure-medical-imaging/white-paper-initiative-re-
duce-unnecessary-radiat ion-exposure-medi-
cal-imaging. 

3. Robbin, ML, Lockhart ME and Barr RG: Renal 
imaging with ultrasound contrast: current status. 
Radiol Clin North Am 2003; 41: 963. 

4. Tamai H, Takiguchi Y, Okaet M et al: Con-
trast-enhanced ultrasonography in the diagnosis 
of solid renal tumors. J Ultrasound Med 2005; 
24: 1635. 

5. Barr RG, Peterson C and Hindi A: Evaluation 
of indeterminate renal masses with contrast-en-
hanced US: a diagnostic performance study. Ra-
diology 2014; 271: 133.

Figure 2. Left, grayscale ultrasound with hypoechoic lesion arising posteriorly from left lower kidney 
(red). Right, contrast-enhanced dynamic image with Lumason microbubble administration. 1.7 × 1.6 cm 
exophytic lesion with low-level internal echogenicity. Centripetal pattern of enhancement. Lesion (red) 
shows lesser enhancement compared to normal renal cortex (purple). 

“ In the setting of a 
patient who still 
has some viable 
parenchyma 
left, the decision 
to administer 
contrast comes 
with the risk 
of injuring 
any remaining 
nephrons.”

“ Ultrasound affords 
the benefits of 
real-time imaging 
with high spatial 
resolution in 
which thin septae 
or small masses 
can be identified 
in a radiation-free 
manner.”
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Penile Surgery and Informed Consent
Glenn W. Dopf, JD, LLM 
DOPF, P.C.

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

A fundamental premise of medi-
cine is that a competent patient has 
the right to decide what medical 
care, if any, he or she is to receive. 
The physician provides informa-
tion to the patient that allows the 

patient to choose to undergo or 
to refrain from undergoing a pro-
posed surgical or other procedure. 
“A physician’s duty to disclose to 
a patient information material to 
the decision whether to undergo 
treatment is the central constituent 
of the legal doctrine known as ‘in-
formed consent’...”1

In the realm of surgery, “the in-
formed consent doctrine… grants 

the competent patient the right to 
medical self-determination regard-
ing an operative or surgical proce-
dure… The goal of the informed 
consent doctrine is to provide the 
patient with material information 
necessary to determine whether to 
proceed with the surgical or opera-
tive procedure or to remain in the 
present condition.”2

To succeed on a claim based 

upon lack of informed consent, 
the plaintiff (the patient who is su-
ing for injuries) must prove that 
the defendant (the physician being 
sued) failed to disclose a material 
risk or alternative to the medical 
procedure, that the plaintiff would 
not have consented had he or she 
been fully informed of the risk 

MEDICOLEGAL COLUMN

Arrow-right Continued on page 56
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“ A physician is 
not required to 
enumerate in detail 
every aspect of 
surgery or every 
possible thing that 
might go wrong.”

and alternative, and that the lack 
of informed consent proximately 
caused the injury that the plaintiff 
attributes to the medical procedure.

Scope of Disclosure  
by a Physician

A physician is obliged to dis-
close the risks, benefits and alter-
natives of a proposed procedure. 
When an implant or medical de-
vice is part of the procedure, then 
the risks and alternatives of the 
implant or device should be dis-
cussed with the patient.

The physician is not burdened 
with an obligation to disclose every 
conceivable risk of a procedure. In-
stead, the physician must disclose 
“only those which are material to the 
intelligent decision of a reasonably 
prudent patient.”3 “A physician is 
not required to enumerate in detail 
every aspect of surgery or every pos-
sible thing that might go wrong.”4

A physician is not obliged to 
disclose rare and remote risks:  
“... health care providers are general-
ly not required to disclose risks that 
are not material, such as those that 
are extremely unlikely to occur...”5

In a surgical malpractice case, a 
patient suffered permanent leg pa-
ralysis following chest surgery. In 
affirming a verdict for the surgeon, 
the appellate court found that the 
evidence supported the jury’s find-
ing that the surgeon was not negli-
gent for failing to advise the patient 
of the risk of paraplegia. Evidence 

showed that paraplegia “would be 
extremely uncommon and an un-
expected complication of any chest 
surgery. Furthermore, [the defen-
dant’s] expert testified that given 
the unexpected nature of this type 
of complication, failure of [the de-
fendant] to specifically advise her 
of this remote possibility did not 
constitute a departure from the re-
quired standard of care,” observed 
the court.6

A surgeon does not have a duty 
to disclose alternatives that the sur-
gical community does not consid-
er to be feasible. Only reasonable 
therapeutic alternatives to surgery 
are encompassed by the duty to 
disclose alternatives. Caution: 
The alternative of “doing nothing” 
should be disclosed and document-
ed where appropriate.

Exceptions to the Duty 
to Procure a Patient’s 
Informed Consent

Situations may arise in which 
the consent of a patient is not prac-
tical. Those situations can serve as 
defenses to claims by the patient of 
a breach of the duty to obtain an 
informed consent. 

States have recognized, either 
by statute or by case law, several 
such situations that can serve as 
defenses. The risk may have been 
too commonly known to necessi-
tate disclosure. The patient may 
have assured the physician that he 
or she did not want to be advised 
of the risks of the procedure. Con-
sent may not have been reasonably 
available, such as where emergen-
cy care is being provided or the pa-
tient is unconscious.  

The “therapeutic privilege” may 
also be a defense. The physician 
may have reasonably believed that 
disclosure of risks and alternatives 
could have adversely and substan-
tially affected the patient’s physical 

or emotional condition. Howev-
er, this defense can be easily chal-
lenged. If utilized, there should be 
extraordinary documentation and a 
second opinion–also documented.

Detailing the Disclosure 
and Consent

Recording in the hospital chart 
and the written informed consent 
form the material details of a sur-
geon’s disclosure and the patient’s 
informed consent can be of signif-
icant assistance in the defense of a 
lawsuit claiming lack of informed 
consent. A contemporaneous writ-
ing can avoid the natural waning 
of memory occurring between the 
date of surgery and the date of a 
trial of a lawsuit.

The fact that a patient signed a 
written consent form does not by it-
self allow a surgeon being sued for 
lack of informed consent to have 
the claim dismissed. This is purely 
a jury question.

Despite a signed consent form, 
a surgeon is still obliged to explain 

risks and alternatives. As one court 
explained: A consent form is inade-
quate if it is “generic” in that it does 
“not contain any details about the 
operation… [and does] not disclose 
the risks specific to the… [contro-
verted] operation, or alternatives to 
that operation…”7

The importance of documenting 
the disclosed risks and alternatives 
of a proposed surgical procedure 
was revealed in a recent case in 
which a patient underwent surgery 
at a Veterans Affairs (VA) facility 
to implant a penile prosthesis. The 
implant later became infected. The 
patient had to undergo explant sur-
gery. The patient alleged that the 
surgeries resulted in pain and scro-
tal swelling as a result of the surger-
ies. The patient argued in court that 
the VA did not obtain his informed 
consent prior to the implant surgery. 
The Board of Veterans’ Appeals af-
firmed a decision that denied com-
pensation under the applicable fed-
eral statute. The patient had argued 
that “a progress note indicating that 
informed consent was obtained… 
does not contain any reference to the 
possibility of infection or any other 
specific risk of the surgery.” Howev-
er, the Secretary cogently explained 
that “the progress note only refer-
ences the informed consent docu-
ment, which clearly lists ‘infection or 
erosion of prosthesis requiring total 
removal’ as a known risk.”8 STOP

1. Arato v. Avedon, 5 Cal.4th 1172, 23 Cal. Rptr. 2d 
131, 858 P.2d 598 (Cal. 1993).

2. Sinclair by Sinclair v. Block, 534 Pa. 563, 633 
A.2d 1137 (Pa. 1993).

3. Sard v. Hardy, 281 Md. 432, 379 A.2d 1014 (Md. 
1977).

4. Longmire v. Hoey, 512 S.W.2d 307 (Tenn. Ct. 
App. 1974).

5. Shadrick v. Coker, 963 S.W.2d 726 (Tenn. 1998).

6. McElroy v. Yousuf, 268 A.D.2d 733, 702 
N.Y.S.2d 190 (N.Y. App. Div. 2000).

7. Walker v. St. Vincent Catholic Med. Ctrs., 979 
N.Y.S.2d 697, 114 A.D.3d 669, 2014 N.Y. Slip 
Op. 653 (N.Y. App. Div. 2014).

8. Allen v. Shulkin, WL 1034514 (U.S. Appeals 
Veterans Claims 2017).

“ Despite a signed 
consent form, 
a surgeon is 
still obliged to 
explain risks and 
alternatives.”

“ A surgeon 
does not have a 
duty to disclose 
alternatives that 
the surgical 
community does 
not consider to  
be feasible.”
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Paying It Forward and Moving It Forward
Harris Nagler, MD, FACS
President, Urology Care Foundation

The Urology Care Foundation 
supports, at its foundation, research 
and the development of future 
thought leaders in urology. I take 
this opportunity to recognize some 
of the creative approaches taken to 
strengthen these 2 cornerstones by: 

1. broadening the Foundation’s 
community engagement and 
support, and

2. harnessing resources to help 
guide the foundation during 
these tumultuous times.

Research Scholars 
Outreach—Honoring the 
Past 

Led by Drs. Ralph Clayman, 
Larry Lipshultz and Joseph Smith, 
this group has worked diligent-
ly to engage the community of 
Urology Care Foundation Alum-
ni Awardees, which include more 
than 850 past Research Scholars 
and other award recipients dating 
back to 1975. Those individuals 
funded in the inaugural 1975-1985 
decade of the Research Scholars 
Program have been engaged as a 
Founding Scholars community. Vir-
tual conferences have allowed us 
to hear stories about how funding 
from the Foundation helped propel 
their aspirations to become career 
investigators, and for our leaders to 
teach them about new and expand-
ing programs from the Foundation. 
Testimonials from these individuals 
are helping us engage other subsets 

of this community, as we encour-
age all to pay it forward to the next 
generation. It is amazing to see how 
today’s awardees are engaged with 
a sense of belonging in this special 
community. Virtual reunions will 
be planned for additional classes of 
scholars in the coming year.

The 2021 Research Honors Pro-
gram was held virtually in Novem-
ber and was a remarkable event.  
Awards were bestowed to research-
ers in a number of categories, and 
industry supporters shared their 
vision for continuing partnerships. 
Many of those recognized will be-
come our future leaders. Congratu-
lations to all!

Diversity and Inclusion

The Urology Care Foundation 
is on the move with vision and 
creativity, embedding Diversity 
and Inclusion (D&I) initiatives 
within each of its 3 pillars: re-
search, education and its philan-
thropic programs. Councils and 
committees are diversifying, pa-
tient education materials are be-
ing developed to meet the needs 
of underrepresented populations, 
and new research programs are 
being established to support par-
ticipants from racial and ethnic 
backgrounds underrepresented 
in the scientific workforce and in 
urology. Additionally, heritage 
initiatives and the evolution of 
humanitarian programs are being 
designed to address disparities of 
care within underserved popula-
tions and geographic areas and 
regions across the globe.

In May 2021, the Foundation 
Board approved the creation of a 
D&I subject matter expert to serve 
as a Special Advisor to the Board. 
An advisor will educate the board 
on D&I matters, help identify 
new programmatic opportunities 
and allow Foundation leaders to 
work outside normal networks to 
build a stronger, more inclusive 
organization. Led by Dr. Arthur 
Burnett, another work group used 
Board connections and leads to 
identify potential candidates. Dis-
cussions throughout the summer 
led to interviews in the fall and 
the successful recruitment of Dr. 
Kathleen Reeves for the position. 
A well-respected thought lead-
er on community competence, 
health equity and inclusion, Dr. 
Reeves brings more than 2 de-

cades of experience to her new 
role. Dr. Reeves serves as Chair 
and Professor of Urban Bioethics 
and Population Science, Director 
and Professor of the Center for 
Urban Bioethics, and Professor 
of Clinical Pediatrics at the Lewis 
Katz School of Medicine at Tem-
ple University, where she has led 
the University’s long-standing 
commitment to D&I and was a 
catalyst in re-igniting their charge 
to build a more diverse health 

care workforce and environment.
We continue to assess every-

thing we do, as well as explore 
new opportunities to be certain 
we achieve our vision of being the 
leader in improving health care 
for urological patients worldwide 
by supporting research, providing 
education and advancing humani-
tarian initiatives. STOP 

FROM THE UROLOGY CARE FOUNDATION PRESIDENT

5th Annual Urology Advocacy Summit
Eugene Rhee, MD, MBA
Chair, AUA Public Policy Council

The Western Section AUA 
in Palm Springs, California in 

 November reflected great hope 
and optimism. There is a palpa-
ble need for us to share our stories 
over the past 19 months of what I 
label, “The Grand Pause of the 21st 

Century.” Many ask, “What does it 
all mean?” The real question and 
challenge to us all is to answer the 
question, “What are you going to 
make it mean?” 

Many of our legislatures and 
regulatory organizations in D.C. 
are fascinated with our struggles, 

FROM THE AUA PUBLIC POLICY COUNCIL
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“ Virtual 
conferences have 
allowed us to 
hear stories about 
how funding from 
the Foundation 
helped propel 
their aspirations 
to become career 
investigators, 
and for our 
leaders to teach 
them about new 
and expanding 
programs from the 
Foundation.”

“ The Urology 
Care Foundation 
is on the move 
with vision 
and creativity, 
embedding 
Diversity and 
Inclusion (D&I) 
initiatives within 
each of its 3 
pillars: research, 
education and 
its philanthropic 
programs.”
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and quite frankly it’s our opportu-
nity to share the stories on behalf of 
our patients and practices in urolo-
gy. It’s vital we expand, strengthen 
and unify the voice of urology on 
policy matters impacting our prac-
tices and our ability to engage in 
cutting-edge research and delivery 
of quality patient care.

This is why I’m quite pleased 
to share with you details for our 
5th Annual Urology Advocacy 
Summit planned for March 14–16, 
2022. This 3-day, AUA-led event 
to be held in Washington, D.C. 
will bring together a broad array of 
stakeholders, including community 
urologists, residents, researchers, 
patient groups, advanced practice 
providers and urology subspecial-
ty organizations, to expand and 
strengthen our specialty’s breadth, 
depth and influence in D.C. Ad-
ditionally, it will complement the 
advocacy efforts of the urology 
community by building upon our 

credible and longstanding work on 
Capitol Hill and with government 
agencies and state legislatures by 
bridging the relationships between 
the urology community and our 
specialty-specific advocates (fig. 1).

Open to all medical profession-
als, researchers and patient advo-
cates, this AUA Summit will provide 
an opportunity for attendees to join 
thought leaders from more than 15 
different organizations, within and 
outside the specialty of urology, to 
exchange ideas,  synergize advocacy 
efforts and strategize on key legisla-
tive priorities. It will offer a variety 
of advocacy-related activities and 
opportunities, as well as expanded 
educational sessions to attend, in-
cluding point–counterpoint debates 
and continuing medical education. 
Advocacy and networking oppor-
tunities will be available through 
congressional visits and meetings 
with key lawmakers, speaker lun-
cheons, evening receptions and an 

AUAPAC-sponsored breakfast and 
featured speaker. 

We’re also excited to announce 
that, new in 2022, the Urology 
Care Foundation’s Patient Advoca-
cy Connections Program (PACP) 
will be part of the AUA Summit. 
This program has been moved 
from the AUA’s Annual Meeting, 
as it is important to bring patients 
and providers concerned with pol-
icy together in the place where 
policy is made: Washington, D.C. 
The 2-day program will be held 
on March 13 and 14, and include 
2 roundtable discussions and a 
networking event. More than 20 
patient advocacy groups are ex-
pected to attend. Our featured key-
note speaker is Major Garrett, an 
American journalist who is chief 
Washington correspondent for 
CBS News (fig. 2). He is also the 
creator and host of The Takeout and 
The Debrief podcasts. Garrett has 
reported from the frontlines of the 
nation’s most pressing news stories 
for more than 30 years. He breaks 
down complex hot-button policy 
issues and is universally recog-
nized as balanced, having worked 

for the White House teams of both 
CNN and Fox News. 

A focused effort to involve the 
younger members of our special-
ty is a high priority for the AUA 
Summit, which is why we will also 
feature discussions led by urol-
ogy’s authorities in federal, state 
and third-party advocacy that will 
leave them feeling empowered and 
well-versed in advocating for poli-
cy matters impacting our practices, 
patients and the future of urology.

Finally, the success of this 
AUA Summit relies on the input 
and broad participation from the 
“Urology Community,” which is 
why as preparations for this event 
begin to ramp up we have been 
meeting virtually with a variety of 
groups to discuss the development 
of the program and how they can 
be involved.

My hope is that we see everyone 
in D.C., eager to catch up with col-
leagues, friends and acquaintances. 
It has been all too long. STOP

Figure 1. Welcome back to Capitol Hill! Pictured left to right: Norm Smith, MD, Representative  
Rodney Davis (D IL 07), Petar Bajic, MD, Larissa Bresler, MD.

Figure 2. Major Garrett, Chief White House 
Correspondent, CBS News, Correspondent at 
Large, National Journal
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“ Many of our 
legislatures 
and regulatory 
organizations 
in D.C. are 
fascinated with 
our struggles, and 
quite frankly it’s 
our opportunity 
to share the 
stories on behalf 
of our patients 
and practices in 
urology.”
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Don’t Miss the

REGISTRATION IS FREE.
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Urology  
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Summit20
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To Register, Visit

AUASummit.org

Connect with colleagues and lawmakers on policies 
that impact your practice and patient care!

HILL DAY 
March 15

Connect with Federal Agencies, 

Lawmakers and Staff 

Don’t miss this unique opportunity to connect with 
key federal agencies, lawmakers and their staff on the 
topics impacting your practice and patients! Be part 
of these meetings to share your voice and personal 
stories with those shaping laws and regulations. 

Keynote Speaker:

Major Garrett
Chief Washington Correspondent, 

CBS News

Correspondent at Large, National Journal

Major Garrett is the chief Washington correspon-
dent for CBS News and creator and host of nationally 
recognized podcasts The Takeout and The Debrief. 
His illustrious journalism career spans more than 30 
years including coverage of the 2016 Republican race 
for the White House and the 2021 assault on the US 
Capitol. Register today for the 2022 AUA Advocacy 
Summit on March 14-16 in Washington, DC.



a newly  redesigned  
report  for clinically  
low-risk prostate  
cancer

3+4

PSA 
<=10

T1c

INTRODUCING

Oncotype DX Genomic Prostate Score, Genomic Prostate Score, and GPS are trademarks of Genomic Health, Inc.
Exact Sciences is a registered trademark of Exact Sciences Corporation. 
All other trademarks are the properties of their respective owners. 
©2021 Genomic Health, Inc. All rights reserved.  M-US-GPS-00393 

Visit Oncotypeiq.com

AUANEW1110.indd   1 13/12/21   10:20 PM


