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Expanding Use of Trimodal Therapy in Muscle-Invasive 
Bladder Cancer
Daniel D. Joyce, MD
Mayo Clinic, Rochester, Minnesota

Vidit Sharma, MD
Mayo Clinic, Rochester, Minnesota

Yong Shan, PhD
University of Texas Medical Branch, Galveston

Stephen B. Williams, MD, MS, FACS
University of Texas Medical Branch, Galveston

Although radical cystectomy 
(RC) remains the most common 
treatment approach for patients with 
nonmetastatic muscle-invasive blad-
der cancer (MIBC), the compet-
ing risks of bladder cancer patients 
present challenges to this manage-
ment strategy. With an average age 
of 73 years and high likelihood of 
comorbidities at diagnosis, RC 
(and the significant perioperative 
morbidity and mortality that come 
with it) may not be the appropriate 
treatment option for some MIBC 
patients after shared decision mak-
ing.1 Consequently, bladder sparing 
approaches that offer the promise of 
limiting morbidity and maximizing 
quality of life continue to garner in-
terest from patients both fit and unfit 
for surgery.

Among the most consistently uti-
lized bladder sparing approaches 
is trimodal therapy (TMT), which 
includes maximal transurethral 
resection of visible bladder tumor 
followed by radiotherapy in con-
junction with radiosensitizing che-
motherapy regimens.2 Generally 
accepted criteria for surgically fit 
patients suitable for this approach 
include those with small (<4–7 cm) 
unifocal tumors, well-functioning 
bladders and an absence of obvious 
extravesical extension, carcinoma 
in situ or hydronephrosis. Although 
stringent, it is estimated that ap-
proximately 1 out of every 5 MIBC 
patients meets these criteria.3 

To date, randomized compari-
sons of TMT to RC are unavailable 
and are unlikely to be undertaken 
in the wake of SPARE, a phase 
III randomized controlled trial 
which launched in 2007 and pre-
maturely closed due to poor ac-
crual.4 Comparative outcomes are 
therefore limited to observational 
studies with conflicting results. In a 
recent systematic review of 12 ret-
rospective single-center and pop-

ulation-based studies, overall sur-
vival outcomes varied significantly. 
Meta-analysis of the included sin-
gle center studies showed a non-
statistically significant advantage 
for TMT while the pooled estimate 
after adding the population-based 
studies favored RC.5 These find-
ings were recently challenged by 
abstract data from a multicenter 
retrospective 3:1 matched com-
parison analysis of TMT (282) and 
RC (834) showing no difference 
in 5-year metastasis-free survival 
between treatments (78% vs 73%, 
p = 0.07) and a statistically signif-
icant cancer-specific and overall 
survival advantage in those treated 
with TMT (85% vs 78%, p = 0.02, 
78% vs 70%, p <0.001, respective-
ly).6 Furthermore, only 13% of pa-
tients undergoing TMT required 
salvage cystectomy for treatment 
failure or toxicity. As always, cau-
tious interpretation of these find-
ings is warranted. The discrepancy 
between an insignificant difference 
in 5-year metastasis and a signifi-
cant difference in cancer mortality 
between treatment groups raises 
concern for errors in classifying 
cause of death. Intuitively, it would 
be unlikely for a patient to have a 
cancer-related death that was not in 
the setting of metastasis. Similarly, 
the risk of death once metastases 

are present is likely to be similar 
regardless of the modality of local-
ized treatment. While the similar 
observed efficacy is promising, fur-
ther methodological detail is need-
ed prior to applying these findings.

In addition to the heterogeneity 
of clinical stage and patient comor-
bidity and performance status that 
exist in these studies, there are sev-
eral additional limitations import-
ant to consider when attempting 
to translate these data into clinical 
practice. First, a standard definition 
of TMT is lacking. Radiotherapy 
target volumes and fractionation 
vary in the literature. Similarly, 
while cisplatin-based regimens, 
gemcitabine monotherapy, or com-
bination fluorouracil and mitomy-
cin C are most common, there is 
lack of consensus on which radio-
sensitizing chemotherapy regimen 
to employ or how to employ it (ie 
split course vs continuous course). 
Inclusion of neoadjuvant or adju-
vant therapies to these treatments 
leads to even greater heterogeneity. 
Second, each of the 3 components 
of TMT requires skilled specialists 
to maximize outcomes. The quality 
of transurethral resection of blad-
der tumor, radiation planning, sur-
veillance and chemotherapy man-
agement likely vary depending on 
the provider and introduce further 
unmeasured confounding. Final-
ly, the criteria for continuing with 
TMT and management of progres-
sion vary between centers. For ex-
ample, in an analysis of long-term 
outcomes in patients treated with 
TMT at Massachusetts General 
Hospital, a restaging post-induc-
tion transurethral resection of blad-
der tumor was performed.7 Patients 
without a complete response were 
recommended to receive immedi-
ate RC (which was performed in 
17% of all patients) instead of fin-
ishing the remaining consolidation 
treatment doses. Understanding 
the impact of such protocol varia-
tions on outcomes is critical.

Lack of data describing long-term 
functional outcomes and treatment 
toxicity present additional challeng-
es to shared decision making. Cur-
rent literature would suggest that 
late severe toxicities such as end 

stage bladder and surgically man-
aged bowel complications are rare 
(1%–3%) and post-treatment qual-
ity of life is at least comparable to 
RC.8,9 However, the paucity of these 
data beyond 15 years, including the 
understudied possibility of second-
ary malignancy, makes evaluations 
of the appropriateness of TMT in 
younger populations with longer 
life expectancies challenging.

Finally, the impact of these treat-
ment approaches on the health 
care system as well as patients’ fi-
nances must be considered. In an 
analysis of 2,963 patients includ-
ed in the Surveillance, Epidemi-
ology, and End Results-Medicare 
linked database, median total costs 
were significantly higher for TMT 
compared to RC resulting in na-
tionwide excess spending of $468 
million.10 The extent to which pa-
tients are responsible for this add-
ed cost is unknown, but there is a 
clear need for further evaluation of 
potential financial toxicity that may 
influence treatment choice and re-
gret in this population.

Utilization of TMT among other 
bladder sparing approaches is an-
ticipated to grow as advancements 
occur. There are currently over 
half a dozen clinical trials evaluat-
ing the potential value of adding 
immune checkpoint inhibitors to 
TMT regimens. Biomarker direct-
ed therapy, application of novel 
intravesical drug delivery systems 
(such as TAR-200), advancements 
in disease imaging and higher pre-
cision radiotherapy technology are 
just a few of the potential innova-
tions that hold promise for con-
tinued improvement of oncologic 
outcomes and toxicity profiles as-
sociated with TMT.

The demographics, comorbidi-
ties, and preferences of these MIBC 
patients along with promising onco-
logic outcomes are the driving force 
behind TMT’s expanded use. How-
ever, the emergence of improved 
long-term evaluations of toxicity 
and quality of life in the context of 
oncologic outcomes and economic 
considerations are needed to un-
derstand which patients are most 

“ Among the most 
consistently 
utilized bladder 
sparing approaches 
is trimodal therapy 
(TMT), which 
includes maximal 
transurethral 
resection of 
visible bladder 
tumor followed by 
radiotherapy in 
conjunction with 
radiosensitizing 
chemotherapy 
regimens.”
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appropriate for bladder sparing 
approaches. We live in an exciting 
time for bladder cancer care and 
look forward to therapies which 
hold the promise of challenging RC 
and ultimately improving “bladder 
intact event-free survival.” STOP
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Emerging Role of Mobile and Smart Technology 
in the Prevention of Stone Disease
Vishnu Ganesan, MD
University of Minnesota, Minneapolis

Deepak Agarwal, MD
University of Minnesota, Minneapolis

Introduction
Nephrolithiasis is an increasing-

ly common medical condition, af-
fecting nearly 1 in 11 people in the 
United States.1 The cornerstone 
of stone prevention is dietary and 
medical management. Advance-
ments in technology over the last 
decades have revolutionized how 
kidney stones are diagnosed and 
treated. Likewise, there has been 
an emergence of mobile and phys-
ical technology aimed at prevent-
ing stone disease.

Technologies to Increase 
Fluid Consumption

One of the tenets in the preven-
tion of stone disease is increasing 
fluid intake. The AUA recom-
mends an intake of enough fluid 
to produce 2.5 L urine daily; how-
ever, the adherence to this recom-
mendation among patients is only 
50%.2 Interventions such as instruc-
tion and self-monitoring with urine 
dipsticks or measuring urine vol-
umes have been shown to increase 
fluid intake behaviors of patients.3 
Mobile health technologies may 
help overcome one of the common 
barriers, namely remembering to 
drink. There are over 50 applica-
tions in the Apple App Store that 
specifically target hydration. Most 
of these apps can provide notifica-
tion reminders, keep a log of daily 

water intake and/or allow the user 
to set goals for their intake (see Ta-
ble).

High-quality evidence to eval-
uate the effect of mobile appli-
cations on patient outcomes in 
urology is lacking. However, 
one group assessed the current-
ly available applications using a 
standardized mobile health appli-
cation rating system and ranked 
the available applications using 
this schema.4 One of the limita-
tions of mobile applications is 
the burdensome task of manually 
entering fluid intake. The inte-
gration of smart devices such as 
wearables and water bottle tech-
nology has emerged as a solution 
to this challenge.

One product is the HidrateSpark 
water bottle (Hydrate Inc., Min-
neapolis, Minnesota; see Figure). 
The device has an internal sensor 
that can calculate volume mea-
surements by detecting changes in 
water level, which are then sent to 
the user’s smartphone. A random-
ized trial found that this device led 
to a significant increase in urine 
volume compared to dietary coun-
seling alone.5 Other smart water 
bottles include the H2OPal (Out 
of Galaxy Inc., Wilmington, Del-
aware) and the Thermos® Smart 
Lid (Thermos LLC, Schaumburg, 
Illinois). In comparison testing, the 
HidrateSpark and H2OPal had 

Figure. HidrateSpark PRO image. Image from 
Hydrate Inc.

Table. Top rated (by mobile app rating scale score) applications for fluid and dietary management application

Rank App (Fluid) Cost Mean Score App Store Ratings

Fluid:

1 WaterMinder $5.99 4.78
20,959 Ratings, 4.8 stars. Editor’s 
choice and #10 on Health and Fitness

2 Water Reminder—Daily Tracker Free (in-app purchases) 4.4 39,751 Ratings, 4.7 stars

3 Plant Nanny 2 Free (in-app purchases) 4.22 70,312 Ratings, 4.7 stars

4 Drink Water Reminder, Tracker Free (in-app purchases) 4.19 134,931 Ratings, 4.5 stars

5 BeWet Free (in-app purchases) 3.96 33,100 Ratings 4.7 stars

Dietary:

1 Stone MD Free (in-app purchases) 3.80 23 Ratings, 4.2 stars

2 oxaBrow $4.99 3.73 5 Ratings, 2.6 stars

3 OxiPur Free (in-app purchases) 3.52 266 Ratings, 4.5 stars

4 Reduce Stones Free (in-app purchases) 3.48 N/A

5 Kidney Stone Symptoms & Treatment Free (in-app purchases) 3.30 N/A

Adapted from Winoker et al.4 N/A, not applicable.

Arrow-right Continued on page 5
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the best accuracy.6 The Prevention 
of Urinary Stones with Hydration 
(PUSH) trial is an ongoing study 
that utilizes wireless-enabled smart 
water bottles to monitor daily fluid 
intake and to provide reminders, 
weekly summary of intakes, as 
well as financial incentives to par-
ticipants.7 The study will be look-
ing at the effect of these interven-
tions on the progression of stone 
disease.

Technologies to 
Improve Adherence to 
Dietary and Medication 
Recommendations

In addition to increased fluid 
intake, dietary changes and med-
ication are important to decrease 
recurrent stone events. There are 
currently more than one hundred 
diet-related applications on the 
market. The most popular is My-
MyFitnessPal™ (MyFitnessPal Inc, 
San Francisco, California), which 
has a large database of foods and 

their associated calories and oth-
er nutrients. For kidney stone pa-
tients, these apps allow for careful 
tracking of calories, sodium and 
calcium intakes (see Table). Even 
as early as 2013, a review identi-
fied 44 apps specific to urolithia-
sis. Only 2 of these apps provided 
a way of recording daily calcium 
intake, and 6 provided dietary 
advice.8 While these particular 
apps have not been validated for 
clinical effectiveness, Lange and 
colleagues demonstrated that an 
Internet program that provides 
dietary advice and allows users to 
log daily food intake with imme-
diate feedback on compliance led 
to significantly reduced oxalate ex-
cretion on 24-hour urine analyses.9

Adherence to medical therapy 
recommendations among kidney 
stone patients is associated with de-
creased odds of future stone events 
but is low at around 50%.10 Mobile 
applications that provide medica-
tion reminders may prove to be 
beneficial in stone formers. The 
most popular of these is Medisafe 

(MediSafe Inc., Boston, Massachu-
setts). With millions of users, it offers 
the ability to schedule medications, 
provide reminders, share data with 
family and physicians, and assess 
adherence. It is important to note 
that there are no studies currently 
validating these applications for the 
efficacy of kidney stone prevention 
or medication adherence.

Conclusion
The rapidly growing field of mo-

bile health and smart technology 
has many applications in helping 
patients prevent the recurrence of 
stone disease. These include soft-
ware applications to improve fluid 
intake, diet and medication adher-
ence. Additionally, the integration 
of hardware technologies such as 
smart water bottles and wearables 
can further improve the ability to 
provide timely and effective re-
minders. As we are surrounded by 
more smart devices, the future of 
this technology relies on integra-
tion between the phone, the wear-

ables, the water bottles and the 
physician’s office. STOP
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of patients receiving placebo died from adverse reactions, which included death (0.4%), cardiac failure (0.3%), cardiac arrest (0.2%), general physical health 
deterioration (0.2%), and pulmonary embolism (0.2%) for NUBEQA.

Adverse reactions occurring more frequently in the NUBEQA arm (≥2% over placebo) were fatigue (16% vs 11%), pain in extremity (6% vs 3%) and rash (3% 
vs 1%). 

Clinically significant adverse reactions occurring in ≥2% of patients treated with NUBEQA included ischemic heart disease (4.0% vs 3.4% on placebo) and heart 
failure (2.1% vs 0.9% on placebo).

Drug Interactions
Effect of Other Drugs on NUBEQA – Combined P-gp and strong or moderate CYP3A4 inducers decrease NUBEQA exposure, which may decrease NUBEQA 
activity. Avoid concomitant use.

Combined P-gp and strong CYP3A4 inhibitors increase NUBEQA exposure, which may increase the risk of NUBEQA adverse reactions. Monitor more 
frequently and modify NUBEQA dose as needed.

Drug Interactions (cont’d)
Effects of NUBEQA on Other Drugs – NUBEQA inhibits breast cancer resistance protein (BCRP) transporter. Concomitant use increases exposure (AUC) and 
maximal concentration of BCRP substrates, which may increase the risk of BCRP substrate-related toxicities. Avoid concomitant use where possible. 
If used together, monitor more frequently for adverse reactions, and consider dose reduction of the BCRP substrate.

NUBEQA inhibits OATP1B1 and OATP1B3 transporters. Concomitant use may increase plasma concentrations of OATP1B1 or OATP1B3 substrates. Monitor more frequently 
for adverse reactions and consider dose reduction of these substrates.

Review the prescribing information of drugs that are BCRP, OATP1B1, and OATP1B3 substrates when used concomitantly with NUBEQA.

Please see the following page for the brief summary of Prescribing Information.

Metastasis-free survival (MFS) was the primary endpoint, and overall survival (OS) was a key secondary endpoint.1

* Time to pain progression was defi ned as at least a 2-point worsening from baseline of pain score on BPI-SF (a validated health-related quality-of-life 
instrument) or initiation of opioids and reported in 28% of all patients on study.

Study design
The effi cacy and safety of NUBEQA were assessed in a randomized, double-blind, placebo-controlled phase III study (ARAMIS) in nmCRPC 
patients on ADT with a PSA doubling time ≤10 months. 1509 patients were randomized 2:1 to 600 mg NUBEQA twice daily (n=955) or placebo 
(n=554). MFS was defi ned as time from randomization to time of fi rst evidence of BICR-confi rmed distant metastasis or death from any cause ≤33 
weeks after the last evaluable scan, whichever occurred fi rst. Treatment continued until radiographic disease progression, 
as assessed by CT, MRI, 99mTc bone scan by BICR, unacceptable toxicity, or withdrawal.1,2

ADT=androgen deprivation therapy; HR=hazard ratio; CI=confi dence interval; BPI-SF=Brief Pain Inventory Short Form; PSA=prostate-specifi c antigen; 
BICR=blinded independent central review; CT=computed tomography; MRI=magnetic resonance imaging.
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MORE TIME WITHOUT CHEMO1,3
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Examining the Impact of Private Equity Investment  
in Urology
James Nie, MD, MBA
Department of Urology, Yale University School of 
Medicine, New Haven, Connecticut

Michael S. Leapman, MD, MHS
Department of Urology, Yale University School of 
Medicine, New Haven, Connecticut

Mirroring broader trends in 
health care, urology practices have 
undergone substantial consolida-
tion over the past several decades.1 
The latest trend in practice consoli-
dation has been the development of 
private equity (PE)-backed urology 
platforms, which differ from prior 
consolidations in their scale and 
market power.2 Although there is 
no singular strategy, PE firms have 
historically used capital raised from 
institutional investors to institute 
“buy-and-build” strategies, partner-
ing with a large regional practice to 
form a platform and subsequently 
build market influence through ac-
quisition of smaller practices. Since 
2016, PE-backed platforms have 
achieved significant regional and 
national market power, with some 
platforms achieving over a quarter 
of the urology workforce share with-
in some states and others spanning 
multiple noncontiguous states.2 As 
of June 2022, 6 PE-affiliated plat-
forms have developed across 16 
states (see Figure).3 Recently, the 
first urology platform sale occurred 
in January 2022 with the sale of a 
large urology practice to a multi-
specialty group.4 It remains to be 
seen how other PE firms will “exit” 
the urology space over the next few 
years, but already, PE investments 
are beginning to make an imprint 
on the practice of urology.

Changes to the consolidation 
landscape raise questions about 
how PE’s growth in urology could 
impact how care is delivered. Spe-
cifically, does PE acquisition lead 
to increasing patient volume and 
health care expenditure? Using 
publicly available Medicare data, 
we sought to examine changes to 
patient volume and revenue fol-
lowing PE acquisition as well as 
the impact on urologists not affil-
iated with PE-acquired practices 
within the same states.5 We found 
that following PE acquisition, there 
was the suggestion of increasing 

inflation-adjusted Medicare pay-
ments (11.0%, 95% CI: −0.2%–
22.3%; p=0.054) and a significant 
12.5% increase in patient volume 
(95% CI: 6.5%–18.6%; p <0.001). 
In comparison, geographically 
similar non-PE-affiliated urologists 
experienced a 6.0% decline in infla-
tion-adjusted Medicare payments 
(95% CI: 2.8%–9.2%; p <0.001) 
and a 2.7% increase in patient vol-
ume (95% CI: 0.4%–4.9%; p=0.02) 
within the same time period.

Interestingly, we found that 
patterns were diverging between 
practices that were acquired by 
PE platforms in the years before 
consolidation occurred. Urologists 
in practices acquired by PE had 
increasing Medicare payments 
preceding acquisition, while non-
PE urologists declined slowly over 
time. With respect to volume, 
PE-affiliated urologists had high-
er Medicare patient volume and 
exhibited greater volume growth, 
with the gap widening between 
PE and non-PE urologists across 
the study period. Importantly, the 
observation that changes predat-
ed PE affiliation indicates that we 
cannot necessarily attribute their 
existence to acquisition but might 
provide insights into performance 
leading up to acquisition.

Inroads into urology by PE 
may also impact economically 
vulnerable patients, particularly 
Medicaid-insured individuals.6 To 
assess how urological care access 
differs between PE-affiliated and 
non-PE-affiliated practices, our 
team performed an appointment 
audit study to learn about avail-
ability for a simulated patient with 
hematuria seeking care.7 We found 
that PE-affiliated practices had sig-
nificantly lower Medicaid appoint-
ment availability than non-PE af-
filiated practices (52.1% vs 66.8%, 
p=0.003). Although we did not find 
differences in appointment wait 
times for the insurance types, we 
did find that PE-affiliated offices of-
fered shorter mean wait times than 
non-PE-affiliated offices (17.5 vs 
21.4 days, p=0.017). In a multivari-
able model, state Medicaid expan-
sion status (Medicaid expansion 
versus Medicaid nonexpansion: 

OR 2.20; CI 1.14–4.28; p=0.020) 
and PE affiliation (OR 0.55; CI 
0.37–0.83; p=0.004) were associat-
ed with Medicaid access. Because 
we could not assess patient access 
rates prior to PE investment, these 
differences cannot be attributed to 
the impact of PE investment but 
nonetheless do provide a contem-
porary estimate of access.

With the availability of capital 

and opportunities to consolidate 
in new markets, PE acquisition of 
urology practices is likely to contin-
ue. Looking ahead, some of most 
urgent questions will be the larger 
impact on health care quality. Evi-
dence outside of urology appears 
to show mixed results.8,9 However, 
there is also enormous and yet un-
met potential for innovation and op-
timization.9 Lastly, as PE firms be-
gin to exit the urology space, there 
are ongoing opportunities to exam-
ine employment opportunities, phy-
sician autonomy and access. STOP

1. Kirsch GM and Kapoor DA: Private equity and 
urology: an emerging model for independent 
practice. Urol Clin North Am 2021; 48: 233.

2. Nie J, Demkowicz PC, Hsiang W et al: Urolo-
gy practice acquisitions by private equity firms 
from 2011–2021. Urology Practice 2022; 9: 17. 

3. S&P: Capital IQ Platform. Available at https://
www.capitaliq.com/. Accessed June 3, 2022.

4. New Jersey Urology: New Jersey Urology is 
now a Summit Health Company. Available at 
https://njurology.com/new-jersey-urology-is-
now-a-summit-health-company/. Accessed June 
3, 2022.

5. Nie J, Hsiang W, Lokeshwar SD et al: Asso-
ciation between private equity acquisition 
of urology practices and physician Medicare 
payment. Urology 2022; doi: 10.1016/j.urolo-
gy.2022.03.045.

6. Overholser S, Thompson I, Sosland R et al: 
Medicaid patient access to urological care in the 
era of the patient protection and Affordable Care 
Act: a baseline to measure policy effectiveness. 
Urol Pract 2016; 3: 276.

7. Nie J, Hsiang W, Marks V et al: Access to urolog-
ical care for Medicaid-insured patients at urol-
ogy practices acquired by private equity firms. 
Urology 2022; 164: 112. 

8. Gupta A, Howell ST, Yannelis C et al: Does 
private equity investment in healthcare benefit 
patients? Evidence from nursing homes. NBER 
2021; doi: 10.3386/w28474. Working Paper Se-
ries No. 28474.

9. Ikram U, Aung K-K and Song Z: Private equity 
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Figure 1. Geographic distribution of PE urology platforms in 2022.

“ Interestingly, 
we found that 
patterns were 
diverging between 
practices that 
were acquired by 
PE platforms in 
the years before 
consolidation 
occurred. 
Urologists 
in practices 
acquired by PE 
had increasing 
Medicare 
payments 
preceding 
acquisition, while 
non-PE urologists 
declined slowly 
over time.”



AUGUST 2022   AUANEWS10
Ureteral Stricture after Urinary Diversion: A Vexing 
Problem for Surgeons and Patients
Jaspreet S. Sandhu, MD
Memorial Sloan Kettering Cancer Center, New York, 
New York

Radical cystectomy with urinary 
diversion is part of the treatment 
paradigm for muscle-invasive blad-
der cancer.1 Cystectomy is also in-
creasingly used as part of extirpa-
tive surgery for nongenitourinary 
pelvic malignancies and is a treat-
ment for severe overactive bladder, 
obstructed bladder outlet or severe 
urinary incontinence. Even though 
cystectomy has a high rate of sur-
gical complications,2 most patients 
do well after urinary diversion. A 
small subset of patients, however, 
develop ureteroenteric strictures 
(UES), which can lead to multiple 
future interventions. In the setting 
of new UES, malignancy should 
always be ruled out with either an 
endoscopic or percutaneous biop-
sy. If present, further surgery in-
cluding distal ureterectomy or sal-
vage radiation therapy is an option.

UES occur in less than 10% of pa-
tients after urinary diversion.3 Com-
mon causes of UES include vascu-
lar ischemia, as is often the case 
after mobilization of the left ureter, 
infection or stones. Radiation ther-
apy, either pre- or post-diversion, 
has classically been thought to 
be an additional risk factor likely 
due to radiation-induced vascular 
ischemia. A recent study of 2,888 
patients found a UES rate of 4% at 
a median followup of 32 months.4 
Higher BMI, ASA® score, presence 
of lymph node positivity and 30-
day complications were associated 
with UES formation. Interestingly, 
this study found that previous ab-
dominal surgery was the strongest 
risk factor with a UES rate of 9.3% 
compared to a rate of 1.9% at 10 
years for those without previous ab-
dominal surgery.

UES can be asymptomatic and 
found on surveillance imaging. Al-
ternatively, UES can present with 
pyelonephritis, flank pain, abdomi-
nal pain sometimes associated with a 
urinoma, or any signs of infection. If 
suspicion is high, a renal sonogram 
is often the first diagnostic modali-
ty, and if hydronephrosis is present, 
an upper tract imaging study such a 

CT urogram is the next step. MRI 
or noncontrast imaging can be used 
if kidney function is impaired.

After UES are identified, shared 
decision making is paramount to 
determine if the UES need to be 
treated. Asymptomatic UES can be 
left untreated as long as the patient 
is aware that the involved kidney 
will likely lose function over time. 
This may not be a reasonable option 
for patients who have a likelihood 
of needing further chemotherapy 
for malignancy because of possible 
nephrotoxicity of chemotherapy.

Once a decision to treat has been 
made, the initial management con-
sists of draining the affected renal 
unit. A percutaneous nephrostomy 
is often the treatment of choice be-
cause a dilated collecting system 
makes percutaneous access easy. 
A stent can then be attempted via 
an antegrade approach. Accessing 
the upper tract from the urinary 
diversion is often difficult due to 
variability of the location of the 
ureteral anastomosis and mobil-
ity of the enteric segment of the 
diversion. If feasible, however, a 
stent can be placed retrograde. An 
ileal conduit urinary diversion al-
lows for the placement of an “up-
side-down nephroureteral tube,” 
which is a stent with 1 curled end 
in the kidney and the other end, 
usually without a curl, through the 
conduit and into the urostomy bag. 
Stents need to be exchanged on a 
regular schedule. A stent through 
an ileal conduit into the stoma can 
be exchanged without anesthesia. 
Some patients are comfortable with 
stents and can be managed indefi-
nitely with routine stent exchanges.

Definitive endoscopic manage-
ment can be attempted, particu-
larly for stricture less than 1 cm in 
length.3 Endoscopic management 
includes balloon dilation or en-
doluminal incision of the stricture 
either via a laser or electrosurgery. 
A cutting balloon catheter (“accu-
size”) should be used with caution, 
particularly for left-sided UES be-
cause of the proximity to the iliac 
vessels. As in the placement of 
stents, an antegrade approach via 
a percutaneous route is preferred, 
but a retrograde approach via the 

urinary diversion can be employed 
by experienced practitioners. A 
stent is usually left in place for a 
few weeks after dilation or incision 
of the UES. Balloon dilation suc-
ceeds in less than 40%, while en-
doluminal incision is successful in 
approximately 60% of patients.5

If endoscopic management fails 
or patients have UES not amena-
ble to endoscopic treatment, ure-
teral reconstruction can be per-
formed. It is important to know 
the details of the original urinary 
diversion when planning a ureter-
al reconstruction for UES. Most 
urinary diversions consist of sep-
arate ureteroenteric anastomosis 
(Bricker), but the common tunnel 
approach (Wallace) has become 
more common with newer robotic 
techniques likely because of de-
creased operative time and possi-
ble decreased UES rates.

Open ureteral reimplantation re-
mains the standard option for defin-
itive repair and is successful in over 
80% of patients but involves a lap-
arotomy and is therefore associated 
with relatively high morbidity. The 
operation itself is straightforward 
and involves identification of the in-
volved ureter and its insertion into 

the urinary diversion. A catheter 
placed into an orthotopic neoblad-
der, into the ileal conduit or though 
the afferent limb of a continent cu-
taneous diversion can aid in identi-
fying the urinary diversion. Once 
the enteric segment of the diversion 
has been identified, the dissection 
can be limited to the area of the in-
volved ureteroenteric anastomosis. 
This is particularly relevant for con-
tinent cutaneous diversions, where 
the pouch might involve a large por-
tion of the abdomen but the ureteral 
anastomosis can be mobilized easily. 
Reimplantation is performed by re-
secting the strictured segment of the 
ureter, spatulating the viable edge 
of ureter, mobilizing the enteric seg-
ment and performing a tension-free 
new ureteroenteric anastomosis. 
While stents may not be useful in 
decreasing ureteroenteric complica-
tions after a primary urinary diver-
sion,6,7 most surgeons leave a tem-
porary stent in place after reimplant 
for UES. Robotic approaches are 
gaining increased visibility and can 
theoretically be performed in the 
same manner as an open operation, 
with the caveat that the field is a re-
operated field and it may be difficult 
to lyse adhesions to allow use of lap-
aroscopic instruments.

Ureteral strictures after urinary 
diversion remain a bothersome 
problem for surgeons and patients 
alike, but can be managed well with 
a stepwise and graded approach. STOP
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early morbidity of radical cystectomy for pa-
tients with bladder cancer using a standardized 
reporting methodology. Eur Urol 2009; 55: 164. 
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a tight spot: an overview of ureteroenteric anas-
tomotic strictures. Nat Rev Urol 2016; 13: 447. 
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dictors of benign ureteroenteric anastomotic 
strictures after radical cystectomy and urinary 
diversion. Urology 2020; 144: 225. 

5. El-Nahas AR and Shokeir AA: Endourological 
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complications after urinary diversion. Urology 
2010; 76: 1302. 

6. Donat SM, Tan KS, Jibara G et al: Intraoperative 
ureteral stent use at radical cystectomy is asso-
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Urol 2021; 205: 483. 
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anastomotic stricture and leakage: a systematic 
review and meta-analysis. Int J Surg 2021; 93: 
106058.

“ Most urinary 
diversions consist 
of separate 
ureteroenteric 
anastomosis 
(Bricker), but 
the common 
tunnel approach 
(Wallace) has 
become more 
common with 
newer robotic 
techniques 
likely because 
of decreased 
operative time and 
possible decreased 
UES rates.”
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Perspectives on Men’s Health Clinics: Now and  
the Future
Jared M. Bieniek, MD
Tallwood Urology & Kidney Institute, Hartford 
HealthCare, Connecticut

A simple online search for 
“men’s health clinic” (MHC) re-
veals the ever-expanding land-
scape of centers focused on men’s 
health, each with its own mission 
and agenda. To those of us vest-
ed in providing high-quality evi-
dence-based male-focused health 
care, an MHC creates a space to 
provide care directed at the entire 
man, not just the presenting symp-
tom. Commercially driven entities, 
conversely, often focus solely on 
niche sexual or hormonal manage-
ment, operating in the gray areas 
of current guidelines. All of these 
practices carry the MHC label, cre-
ating confusion for lay individuals 
trying to determine the best care 
for himself or a loved one. This 
article aims to outline what con-
stitutes a high-quality MHC today 
and opportunities for the future.

Many articles in the men’s 
health literature begin with the 
current life expectancy in the Unit-
ed States: 74.2 years for men and 
79.9 years for women as of 2020.1 
This 5-year gender difference has 
persisted for unknown reasons. Is 
this an evolutionary fact, or can we 
impact biopsychosocial factors? 
Many have hypothesized that de-
creased engagement with health 
care, particularly preventative, 
among men and more common at-
risk behaviors (alcohol and drug 
use, smoking, injuries) are behind 
the life expectancy divide.2 When 
questioned about specific barriers, 
male focus groups cited practical 
and emotional aspects including 
scheduling, convenience, insur-
ance-related issues, general fear 
and anxiety, and a distrust of the 
health care system (unpublished 
data). Separate interviews with 
loved ones confirmed resistance 
from male partners for the reasons 
cited above.

Understanding the male mind-
set and gender disparities, there 
is an obvious opportunity for 
MHCs; however, what constitutes 
a “high-quality MHC” has yet to 
be defined, including by our own 

specialty associations. In prepar-
ing this article, I turned to several 
nationally recognized men’s health 
leaders for their input. The mes-
sage was clear: the most important 
element for a successful MHC is 
a collaborative multidisciplinary 
model of care (Fig. 1). This mod-
el must be more than multiple cli-
nicians under 1 roof; it should be 
interactive both in the physical 
space and virtually through elec-
tronic medical record communica-
tions and focused multidisciplinary 
meetings. Providers should believe 
in the mission rather than check off 
a box for suggested specialties in 
an MHC. Ideally the physical loca-
tion is designed to be comfortable 
for men with mindful décor and 
entertainment selections. A con-
sistent reception team will add an-
other layer of patient comfort, es-
pecially when asking men to return 
with often-stigmatized specialties 
such as mental health. The health 
care system remains challenging 
to navigate even within an MHC, 
and a clinical navigator is another 
tool leveraged by some successful 
clinics.

Despite the efforts of many 
MHCs, there are still significant 
opportunities for improving and 
creating new high-quality practices. 
Continued efforts to break down 
clinical silos are needed, helping 
patients and providers understand 
that presenting problems are not 
unique to one specialty but instead 
connect multiple disciplines. For 
example, the link between erectile 
dysfunction (ED) and early cardio-
vascular disease has been well doc-
umented for well over a decade, 
but urology-facing screening strat-
egies to guide appropriate referrals 
still do not exist.3 Without a full 
risk factor assessment, we are left 
with a gut decision when to refer 
to preventative cardiology. Mental 
health is another area that is poorly 
screened and understood in men’s 
health, especially among men with 
ED and Peyronie’s disease. After 
embedding a psychologist in our 
practice, we began to realize the 
depths of distress some patients 
face, occasionally to the point of 
suicidality, a scary thought for any 

clinician. Better screening tools are 
needed in the form of patient-facing 
men’s health checklists to screen for 
preventative health issues including 
mental health and fit seamlessly 
into a urological  practice.

Additional future opportunities 
exist in increasing diversity, equity, 
and inclusion in our men’s health 
spaces. First, we must continue 
efforts to increase gender, racial, 
and ethnic representation and un-
derstanding in our own teams. Sec-
ondly, concerted efforts are need-
ed to improve our men’s health 
content—paper, online and social 
media—so that all of our patients, 
especially those identifying as 
LGBTQ+, feel part of the conver-
sation. Further clarity is needed on 
how gender incongruent patients 
fit into a men’s health practice and 
how we can make the nomencla-
ture more inclusive. Our outreach 
to our communities, lastly, should 
be equitable. MHCs should have 
local outreach plans for under-
served male populations not within 
the direct vicinity of the clinic or 
with limited transportation. Virtual 
health, ideally with improved cross-
state coverage for those needing to 
travel or living near state lines, can 
help further reduce physical loca-
tion barriers to care.

Leadership at a national or in-
ternational level to carry forward 
a men’s health agenda is currently 
lacking. While the National Insti-
tutes of Health founded the Office 
of Research on Women’s Health 
in 1990, no men’s health equiva-
lent exists at the federal level. Re-

Figure 1. Ideal MHC and suggested national/international collaborative efforts. MH, men’s health.
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“ Despite the 
efforts of many 
MHCs, there are 
still significant 
opportunities for 
improving and 
creating new high-
quality practices. 
Continued efforts 
to break down 
clinical silos 
are needed, 
helping patients 
and providers 
understand 
that presenting 
problems are 
not unique to 
one specialty 
but instead 
connect multiple 
disciplines.”

Arrow-right Continued on page 12
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search pertaining to MHCs has also 
lagged behind our women’s health 
counterparts (Fig. 2). As a result, 
commercial MHCs have filled the 
void with innumerable websites and 
social media ads promising results 
with hormonal and ED regenerative 
treatment options frequently not 
supported by current guidelines. In 
a recent “secret shopper” review of 
152 U.S. penile shock wave therapy 
clinics, three-quarters of the clini-
cians providing experimental ED 
treatment were nonurologists.4 Fur-
ther research is needed to support 
or refute the efficacy of ED regen-
erative treatments including penile 
shock wave therapy, platelet rich 
plasma injections or stem cell injec-
tions. The language describing these 
treatments as “experimental” or “in-
vestigational” in current American 
Urological Association and Sexual 
Medicine Society of North America 
guidelines may drive some over-
ly optimistic men to seek out these 
treatments over recommended op-
tions. A strong national or interna-
tional voice is needed to lead these 

and other research efforts, advocate 
for our male population and educate 
the next  generation of men’s health 
specialists (Fig. 1).

Men’s health should include all as-
pects of holistic care but high-quality 

MHCs have lost ground to commer-
cially driven ventures focusing on 
profitable areas of male sexual and 
hormonal medicine. These for-prof-
it clinics or virtual health platforms, 
many franchised at a national level, 

have aggressively marketed them-
selves on the web and social media. 
Conversely there are many exam-
ples of how to provide meaningful 
men’s health care within an MHC 
but these spaces tend to exist in 
isolation. Reputable MHCs, ironi-
cally modeled on multidisciplinary 
care, need to be better aligned and 
collaborative. Only with a unified 
and louder voice will we be able to 
move forward refining male-focused 
care, creating successful MHC spac-
es, advancing an advocacy and out-
reach agenda, and finally closing the 
life expectancy gender gap. I do not 
believe it is an evolutionary fact. STOP

1. Murphy SL, Kochanek KD, Xu J et al: Mortality in the 
United States, 2020. NCHS Data Brief 2021; 427: 1.

2. Pinkhasov RM, Wong J, Kashanian J et al: Are 
men shortchanged on health? Perspective on 
health care utilization and health risk behavior in 
men and women in the United States. Int J Clin 
Pract 2010; 64: 475.

3. Inman BA, St. Sauver JL, Jacobson DJ et al: A 
population-based, longitudinal study of erectile 
dysfunction and future coronary artery disease. 
Mayo Clin Proc 2009; 84: 108. 

4. Weinberger JM, Shahinyan GK, Yang SC et al: 
Shock wave therapy for erectile dysfunction: 
marketing and practice trends in major metro-
politan areas in the United States. Urol Pract 
2022; 9: 212. 

Figure 2. PubMed® MHC and “women’s health clinic” citation frequency by year.
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Female Urethroplasty with Dorsal Onlay Buccal Mucosal 
Graft: A Single-Institutional Experience
Margaret M. Higgins, MD 
University of Colorado Anschutz Medical Center, 
Aurora

Janine L. Oliver, MD
University of Colorado Anschutz Medical Center, 
Aurora

Brian J. Flynn, MD
University of Colorado Anschutz Medical Center, 
Aurora

Female urethral stricture (FUS) 
disease is rare, affecting between 
4% and 13% of women presenting 
with bladder outlet obstruction, 
which is estimated to affect 3%—8% 
of women.1–3 There is often a de-
lay in diagnosis due to lack of con-
sensus on definition, variability in 
normal female voiding parameters 
and heterogeneity of presenting 
symptoms.2 One of the more con-
cise definitions of FUS is “a symp-
tomatic anatomical narrowing of 
the female urethra based on direct 
visualization and/or radiological 

evidence and/or urethral calibra-
tion with the exclusion of other 
competing etiologies.”3

Once the diagnosis is made, dila-
tions are usually the initial treatment, 
despite poor long-term efficacy.1 
Conversely, in male urethral stric-
ture disease, the urologist is more 
inclined to recommend urethroplas-
ty due to well-recognized, durable 
success. Urethroplasty adoption in 
women has been slow due to a lack 
of consensus on surgical approach 
and graft material as well as concerns 
for complications such as de novo in-
continence and fistula. Multiple ure-
throplasty techniques have been de-
scribed utilizing flaps or grafts. Most 
of the literature consists of small case 
series or descriptive studies.

Using our expertise with male 
urethroplasty, we extrapolated 
our preferred dorsal onlay buccal 
mucosa grafting (BMG) technique 
to female urethroplasty. We per-

formed a retrospective review of 
patients undergoing female ure-
throplasty with BMG at the Uni-
versity of Colorado and Denver 
Health hospitals between March 
2015 and December 2021 by sur-
geons (BJF and JLO). Surgical 
technique was similar for both 

surgeons using a BMG placed via 
a dorsal curvilinear incision from 
10 to 2 o’clock (Fig. 1). A total of 
23 patients  underwent dorsal on-
lay BMG urethroplasty and were 
included in our data analysis. The 

Figure 1. Retubularizing urethra after tacking BMG to dorsal tissues.

BMG placed dorsally 

5 Fr open-ended 
catheter in urethra

Retracted 
epithelium

PERSPECTIVES ON MEN’S HEALTH CLINICS: NOW AND THE FUTURE
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median age was 50 years. Etiology 
was primarily idiopathic (19/23). 
Preoperative stricture workup in-
cluded cystoscopy (23 patients), 
uroflowmetry (8), voiding cysto-
urethrogram (3) and/or urodynam-
ics (7) (Figs. 2 and 3). The most 

common presenting symptoms in-
cluded irritative voiding symptoms 
in 15 patients (65%), obstructive 
symptoms in 12 (52%) and recur-
rent urinary tract infections in 10 
(44%). The median duration of low-
er urinary tract symptoms prior to 

urethroplasty was 16 years. Twenty 
patients (87%) had undergone pre-
vious dilations, with a median of 3 
operative dilations (range 1–20).

At a median followup of 7.2 
months (range 1–81), 4 patients 
required a secondary procedure 
for obstruction (urethral dilation 
or direct visual internal urethrot-
omy), with an overall success rate 
of 83% for patency. Of the pa-
tients who developed recurrences, 
all had had previous dilations, 1 
patient had had previous vaginal 
flap urethroplasty and another 
had concomitant urethrovaginal 
fistula repair. Two patients devel-
oped de novo incontinence post-
operatively; 1 responded well to 
an autologous fascia pubovaginal 
sling and the other responded well 
to sacral nerve modulation. Two 
patients had acute graft donor-site 
complaints that resolved. One pa-
tient had buccal contracture that 
was being managed conservative-
ly. No patients developed a de novo 
fistula. The median postoperative 
maximal flow on uroflowmetry 
was 15.9 ml/second (range 6.6–

26) compared to 10.8 ml/second 
(2–18.2) preoperatively.

There have been multiple 
case series describing repair 
techniques and outcomes. Our 
recurrence rate (diagnosed by 
cystoscopy) of 17% and de novo 
incontinence rate (8.7%) are con-
sistent with the literature.2,4 This 
series adds to the growing body 
of data on patients with FUS. 
Dorsal BMG urethroplasty is 
successful in treating FUS with 
a low complication rate. It also 
highlights a known gap in success 
rates of female BMG urethroplas-
ty compared to male urethroplas-
ty. Research is needed to help un-
derstand this gap. STOP

1. Hoag N and Chee J: Surgical management of 
female urethral strictures. Transl Androl Urol 
2017; 6: S76. 

2. Nitti VW, Tu LM and Gitlin J: diagnosing blad-
der outlet obstruction in women. J Urol 1999; 
161: 1535. 

3. Osman NI, Mangera A and Chapple CR: A sys-
tematic review of surgical techniques used in the 
treatment of female urethral stricture. Eur Urol 
2013; 64: 965. 

4. Hampson LA, Myers JB, Vanni AJ et al: Dorsal 
buccal graft urethroplasty in female urethral 
stricture disease: a multi-center experience. 
Transl Androl Urol, suppl., 2019; 8: S6. 

FEMALE URETHROPLASTY WITH DORSAL ONLAY BUCCAL MUCOSAL GRAFT
Arrow-right Continued from page 12

Figure 2. Cystoscopic evaluation of midurethral stricture.

Figure 3. Preoperative voiding cystourethrogram of mid-to-distal urethral stricture.
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The Role of Genetic Testing in the Treatment of Urinary 
Stone Disease
Peter C. Harris, PhD
Mayo Clinic, Rochester, Minnesota

John C. Lieske, MD
Mayo Clinic, Rochester, Minnesota

Urinary stones are highly prev-
alent, affecting approximately 10% 
of adults worldwide with the inci-
dence appearing to be on the rise. 
In general, stone formation is felt to 
result from an imbalance between 
promoters and inhibitors of crys-
tallization. The underlying cause 
appears multifactorial and includes 
environmental, dietary, hormonal 
and genetic components.

The current availability of high 
throughput sequencing has en-
abled studies that suggest up to 
30% of pediatric and 10% of adult 
stone formers might have an un-
derlying monogenic cause, with up 
to 35 genes implicated to date.1,2 
In addition, genome-wide associa-
tion studies suggest that these and 
other genes may also influence 
kidney stone risk amongst the 
general stone forming population.3 
Genetic testing is increasingly 
available in the clinic, and indeed 
now similar in cost to many other 
tests that are frequently ordered 
for urinary stone management 
(eg sophisticated kidney imaging). 
The Table lists some of the more 
common monogenic causes of uri-
nary stone disease. Increasingly 
among these diseases, treatments 
can be individualized based upon 
the precise diagnosis, and in some 
cases these treatments may have a 
dramatic impact on long-term pa-
tient outcome. For example, there 
is now a U.S. Food and Drug Ad-
ministration-approved treatment 
for primary hyperoxaluria type 1, 
while clinical trials are ongoing for 
novel approaches to primary hy-
peroxaluria types 2 and 3.4,5 In all 
cases, making a precise diagnosis 
will allow the assembly of cohorts 
of patients with a single diagnosis 
to allow better understanding of 
disease pathogenesis and natural 
history, and eventually test treat-
ment approaches.

Certain features highlight that a 
monogenic cause of urinary stones 
might be present (see Figure). 
These include early onset of stone 

disease during childhood, multiple 
recurrent clinical stone events, the 
presence of nephrocalcinosis, the 
presence of pathological crystals in 
the urine (eg cystine, dihydroxya-
denine) or other specific clinical 
features including visual and/or 
hearing defects. In some cases, a 
firm clinical diagnosis can be made 
on biochemical grounds alone (eg 
cystinuria) while in most cases ge-

netic testing is required to provide 
a precise diagnosis, since the clin-
ical presentation of patients with 
many of these monogenic causes of 
urinary stones can greatly overlap.6

Implementing genetic testing in 
a clinical setting presents definite 
challenges. The typical current ap-
proach in routine clinical practice 
employs a candidate gene panel 
that only includes known mono-

genic causes of stones (as opposed 
to speculative ones). This allows a 
more straightforward interpreta-
tion of the results and increases the 
likelihood that any genetic findings 
are clinically relevant. Such urinary 
stone disease genetic panels are 
currently offered by multiple clin-
ical testing laboratories.  However, 

Figure. Clinical and laboratory features that increase the likelihood of an underlying monogenic cause of urinary stone disease. GFR, glomerular filtration rate. 
APRT, adenine phosphoribosyltransferase. UA, uric acid. PH, primary hyperoxaluria. DHA, dihydroxyadenine.

Table. Standard and novel therapies for monogenic causes of urinary stones and nephrocalcinosis

Gene Disease Possible Therapies

Ongoing Clinical 
Trials for Novel  

Approaches

AGXT Primary hyperoxaluria 1
Hyperhydration, crystallization inhibitors, pyri-
doxine, liver targeted small inhibitory RNA

X

GRHPR Primary hyperoxaluria 2
Hyperhydration, crystallization inhibitors, 
kidney + liver transplantation

X

HOGA1 Primary hyperoxaluria 3 Hyperhydration, crystallization inhibitors X

CLCN5 Dent disease 1 Hyperhydration, neutral phosphorus, citrate, 
thiazides

OCRL Dent disease 2
Hyperhydration, neutral phosphorus, citrate, 
thiazides

CYP24A1
Hypercalcemia, hypercalciuria,  
nephrocalcinosis

Very low calcium + vitamin D diet, known 
+ novel small molecules to target hepatic 
CYP27B1

X

SLC12A1 (NKCC2) KCNJ1 
(ROMK) 

Bartter syndrome
Electrolyte repletion, nonsteroidal  
anti-inflammatory drugs

SLC34A1 (NPT2a)
SLC34A3 (NPT2c)

Hypophosphatemic rickets Oral neutral phosphorus

CLDN16
CLDN19

Hypomagnesemia, hypercalciuria, 
nephrocalcinosis

Oral magnesium

SLC4A1 Proximal renal tubular acidosis Base repletion (citrate, bicarbonate)

ATP6V1B1 Distal renal tubular acidosis Base repletion (citrate, bicarbonate)

SLC3A1
SLC7A9

Cystinuria
Hyperhydration, citrate, low salt, protein diet, 
tiopronin

X

APRT Dihydroxyadeninuria Allopurinol, febuxostat

Arrow-right Continued on page 15
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ordering and interpreting these 
genetic panels requires careful 
planning and forethought. Ideally, 
the ordering provider should have 
access to multi-disciplinary col-
leagues to help with patient coun-
seling and interpretation of the 
results. All patients should have 
pretest counseling so that they un-
derstand the reason for the testing, 
the possibility of a negative result 
and the implications of any positive 
results. Equally important is inter-
pretation of the genetic results and 

clearly communicating that back to 
the patient. This is true whether a 
clearly pathogenic change in a spe-
cific gene is identified, or if one or 
more variants of uncertain signifi-
cance is reported. In certain cases, 
followup studies including testing 
in family members may be helpful 
or indicated. Often, patients with 
a potential genetic cause of their 
urinary stone disease could bene-
fit from referral to a tertiary center 
with clinical experience and/or on-
going research of that disease.

We have already entered the era 
where genetic testing can improve 
the care of a sizable subset of pa-
tients with urinary stone disease. 
Thus, it becomes imperative for 
providers caring for these patients 
to understand the role for  genetic 
testing in the clinic, and develop 
appropriate workflows for obtain-
ing it, interpreting it, and using it to 
improve patient care. STOP

1. Halbritter J, Baum M, Hynes AM et al: Fourteen 
monogenic genes account for 15% of nephrolithiasis/
nephrocalcinosis. J Am Soc Nephrol 2015; 26: 543. 

2.  Braun DA, Lawson JA, Gee HY et al: Prevalence 
of monogenic causes in pediatric patients with 
nephrolithiasis or nephrocalcinosis. Clin J Am 
Soc Nephrol 2016; 11: 664.

3.  Singh P, Harris PC, Sas DJ et al: The genetics of 
kidney stone disease and nephrocalcinosis. Nat 
Rev Nephrol 2022; 18: 224.

4.  Garrelfs SF, Frishberg Y, Hulton SA et al: Luma-
siran, an RNAi therapeutic for primary hyperox-
aluria type 1. N Engl J Med 2021; 384: 1216.

5. Bacchetta J and Lieske JC: Primary hyperox-
aluria type 1: novel therapies at a glance. Clin 
Kidney J, suppl., 2022; 15: i17.

6.  Cogal AG, Arroyo J, Shah RJ et al: Compre-
hensive genetic analysis reveals complexity of 
monogenic urinary stone disease. Kidney Int 
Rep 2021; 6: 2862.
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Contemporary Urological Management of Men with  
Persistent Genital Arousal Disorder/Genito-Pelvic 
Dysesthesia
Irwin Goldstein, MD
San Diego Sexual Medicine, California

Urologists evaluate men with 
various sexual dysfunctions, in-
cluding complaints of inability to 
obtain and/or maintain a satisfac-
tory erection during sexual stimula-
tion. There is, however, a subset of 
men who have the opposite prob-
lem. Such men have a condition of 
unwanted, unremitting sensations 
of erection in the absence of sexual 
desire, thoughts or fantasies. These 
men may be on the verge of orgasm 
or experience spontaneous orgasm, 
often with limited to no resolution 
and aggravation of symptoms by 
sexual activity. Symptoms are often 
provoked by specific circumstanc-
es, such as sitting, driving, listening 
to music, general anxiety, stress or 
nervousness. This condition is un-
like priapism where an unwanted, 
often painful prolonged erection is 
observed on physical examination. 
This condition, termed persistent 
genital arousal disorder (PGAD)/
genito-pelvic dysesthesia (GPD), 
reveals inconsistent evidence of 
erection on physical examination. 
PGAD was first described in wom-
en in 2001 but PGAD has been 
commonly noted in men as well. 
A recent study assessed the preva-
lence of PGAD criteria in 2 large, 
nonclinical samples of Canadian 
undergraduate students (1,634, 

Study 1) and a nationally repre-
sentative sample from the U.S. 
(1,026, Study 2). It was found that 
1.1%–4.3% of men and 0.6%–2.7% 
of women reported PGAD. This 
prevalence translates to multiple 
millions of people who potentially 
experience PGAD/GPD. Further-
more, PGAD/GPD is often asso-
ciated with significant, negative 
psychosocial impact involving de-
spair, emotional lability, catastro-
phization and/or suicidal ideation. 
For all these reasons it is important 
to review the contemporary uro-
logical management of men with 
 complaints of PGAD/GPD.

This review examines the case 
of a male patient with PGAD/GPD 
who underwent diagnosis and 
treatment in our sexual medicine 
facility, with over 3-year treatment 
followup. The patient, a 38-year-
old single male in a monogamous 
relationship for 10 years, present-
ed to his urologist in 2018 with a 
5-year history of feelings of spon-
taneous genital arousal 24/7, espe-
cially in the evening and during the 
night, making sleep difficult. His 
internist had treated him with gab-
apentin, sertraline, alprazolam and 
amitriptyline with some reduction 
of dysesthesia symptoms. He con-
stantly felt like he was approach-
ing an orgasm but did not have 
spontaneous ejaculation. He had 

symptoms of bladder urgency and 
frequency. He further complained 
of urethral discomfort described 
as increased arousal in the urethra 
triggered by ejaculation. In addi-
tion, he described sharp shooting, 
burning pains in the penis, perine-
um, anus, and behind the right and 
left thigh and calf. Many evenings 
he experienced a nearly irresistible 
urge to move his legs, consistent 
with restless leg syndrome. Of note, 
he could not spread his toes. The 
patient noted that his symptoms 
were made worse with anxiety, vi-
bration from a phone or hair clip-
pers, touching of his nipples, bowel 
movements and sitting on a hard 
chair. He had excellent morning 
erections and 100% penile rigidity, 
sustaining ability and spontaneity 
for sexual activity. Total testoster-
one was 388 ng/dl (range 250–1,100 
ng/dl). His lumbar MRI showed a 
high-intensity zone consistent with 
an annular tear in the L4-5 epidural 
space (Fig. 1).

The contemporary pathophysi-
ology of PGAD is explained by a 
common underlying neurological 
basis. Using functional MRI in pa-
tients with PGAD, spontaneous, 
intense and extensive activation 
of the paracentral lobule in the 
somatosensory cortex of the brain 
was identified, even in the absence 
of any overt physical genital stimu-

lation. In contrast, functional MRI 
in patients without PGAD revealed 
only minimal activation of the 
paracentral lobule when imagining 
just genital stimulation. The goal of 
PGAD management is to identify 
and then treat the triggers that are 
causing this intense spontaneous 
activation of the paracentral  lobule. 

Arrow-right Continued on page 16

“ Using functional 
MRI in patients 
with PGAD, 
spontaneous, 
intense and 
extensive 
activation of 
the paracentral 
lobule in the 
somatosensory 
cortex of the 
brain was 
identified, even 
in the absence 
of any overt 
physical genital 
stimulation. ”
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These triggers originate in 1 or 
more of 5 regions in each PGAD/
GPD patient: 1) end organ, 2) pel-
vis/perineum, 3) cauda equina, 4) 
spinal cord and/or 5) brain. (Fig. 2)

This PGAD/GPD patient de-
scribed dysesthesia within the sen-
sory fields of the somatic pudendal 
nerve (ie penis, perineum, anus), 
visceral afferent pelvic nerve (ie 
bladder, urethra) and somatic sciat-
ic nerve (ie right and left thigh and 
calf). Of note, he experienced is-
sues in the motor field of the sciatic 
nerve (ie inability to spread the toes 
and restless leg syndrome). The 
pudendal, pelvic and sciatic nerves 
merge at the S2-3 foramina in the 
cauda equina (region 3), where 
they coalesce to form the S2-3 

sacral nerve roots. These sacral spi-
nal nerve roots ascend to the first 
synapse in the conus medullaris 
and, along the way, may be subject 
to compression or impingement 
radiculopathies from cauda equina 
pathologies, such as his L4-5 annu-
lar tear (Fig. 1). Thus, based on the 
patient’s symptoms involving the 
sensory fields of the pudendal, pel-
vic, and sciatic nerves and his lum-
bar MRI, a lumbosacral annular 
tear-induced sacral radiculopathy 
was suspected as the primary trig-
ger for his PGAD/GPD.

The urologist can perform min-
imally-invasive testing to better 
understand the triggers of PGAD/
GPD. Having a multidisciplinary 
team involving a psychologist, 

spine surgeon and sexual medicine 
physician/urologist would facili-
tate biopsychosocial management. 
When the patient has both penile 
and urethral dysesthesia symptoms 
the urologist can perform both a 
local penile and urethral anesthe-
sia test with lidocaine. Should the 
patient experience clinically sig-
nificant symptom reduction, this 
would suggest that the trigger for 
the PGAD/GPD was in region 1. 
In this case, the patient continued 
to have dysesthesia symptoms after 
the penile and urethral anesthesia 
tests, consistent with “upstream” 
pathology. The urologist can either 

perform or refer the patient for as-
sessment of the integrity of the pu-
dendal and sciatic nerves via mini-
mally invasive neuro-genital testing 
(quantitative sensory testing, sacral 
dermatome testing and bulbo-
cavernosus reflex latency testing). 
These neurogenital tests are fully 
described in Goldstein et al, 2021.1 
Finally, a pain medicine specialist 
could perform a diagnostic transfo-
raminal epidural spinal injection of 
1 ml of lidocaine under fluoroscop-
ic control into the epidural space at 
L4-5. This patient experienced 70% 
resolution of symptoms for 4 hours, 
consistent with the diagnosis of lum-
bosacral annular tear-induced sacral 
radiculopathy. The patient eventu-
ally underwent lumbar endoscopic 
spine surgery and was discharged 
the same day. He had no postoper-
ative complications. He had imme-
diate reduction of his PGAD/GPD 
symptoms with marked resolution 

of his anxiety, bother and distress. 
After 3 years his patient global im-
pression of improvement score re-
mains “2” (much better).

In summary, PGAD/GPD can 
be an extremely distressing sexual 
health condition for men. Urologists 
should understand the contempo-
rary pathophysiology and utilize a 
consensus-based algorithm involving 
a multidisciplinary team for manage-
ment of men with this condition. STOP

1. Goldstein I, Komisaruk BR, Pukall CF et al: 
International society for the study of women’s 
sexual health (ISSWSH) review of epidemiology 
and pathophysiology, and a consensus nomen-
clature and process of care for the management 
of persistent genital arousal disorder/genito-pel-
vic dysesthesia (PGAD/GPD). J Sex Med 2021; 
18: 665. 

Figure 2. Triggers of PGAD/GPD are generated from 1 or more of 5 regions. The trigger in this case history emanates from region 3. AVM, arterio-venous 
malformation. SSRI, selective serotonin reuptake inhibitor. SNRI, serotonin and norepinephrine reuptake inhibitor.

CONTEMPORARY UROLOGICAL MANAGEMENT
Arrow-right Continued from page 15

Figure 1. The high-intensity zone is a characteristic finding of an annular tear representing the pres-
ence of nucleus pulposus material in the epidural space.

“ The urologist 
can perform 
minimally-invasive 
testing to better 
understand the 
triggers of PGAD/
GPD. Having a 
multidisciplinary 
team involving 
a psychologist, 
spine surgeon and 
sexual medicine 
physician/
urologist 
would facilitate 
biopsychosocial 
management.”

“ Finally, a pain 
medicine specialist 
could perform 
a diagnostic 
transforaminal 
epidural spinal 
injection of 1 ml  
of lidocaine under 
fluoroscopic 
control into the 
epidural space at 
L4-5.”
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Jaeger CD, Nelson CP and Ci-
lento BG: Comparing pediatric 
ureteroscopy outcomes with su-
perpulsed thulium fiber laser 
and low-power holmium:yag la-
ser. J Urol 2022; 208: 426.

Study Need and 
Importance

The thulium fiber laser has 
emerged as an alternative laser 
lithotripsy technology to the gold 
standard, holmium:yttrium-alumi-
num-garnet (Ho:YAG) laser. The 
SOLTIVE™ SuperPulsed thulium 
fiber laser (SPTF) was the first 
platform released in North Amer-
ica and has shown promising clin-
ical results in an adult cohort. No 
center has reported outcomes in a 
pediatric cohort. In this single-in-
stitution, retrospective cohort 
study, we aimed to compare the 
clinical performance of low-pow-
er Ho:YAG lasers to the SPTF in 
matched, unilateral ureteroscopies 
performed in pediatric patients. 

What We Found
Over 5 years, 93 cases were 

performed with Ho:YAG lasers 
compared to 32 cases with the 
SPTF. The observed stone-free 
rate (SFR) with Ho:YAG lasers 
was 59% compared to 70% with 
the SPTF (see Table). Use of the 
SPTF was associated with 61% 
lower odds of having a residu-
al stone after ureteroscopy (95% 
CI: 0.19–0.77, p=0.01). Despite a 
significantly longer median laser 
time of 11 minutes with the SPTF 
compared to 2 minutes with the 
Ho:YAG lasers, use of the SPTF 
was not associated with a signif-

icant increase in total operative 
time (p=0.8). The postoperative 
complication rate was not as-
sociated with use of the SPTF 
(p=0.64). 

Limitations
Our study is limited by its sin-

gle-institution retrospective design, 
small sample size, loss to followup 
within a 90-day imaging window 
and use of multiple imaging modal-
ities to assess stone-free status. Our 
study abided by the strictest defini-
tion of stone-free status and should 
only be compared to other studies 
with similar definitions.

Interpretation for Patient 
Care

Technological evolution should 
seek to advance patient care out-
comes. The SPTF was associated 
with a higher SFR without com-
promising safety or operative time 
when compared to low-power 
Ho:YAG lasers. Urologists pro-
viding care to pediatric patients 
should consider adopting the 
SPTF to advance the care of pe-
diatric patients with surgical stone 
disease. STOP

JU INSIGHT

Table. Laser comparison of SFR by stone location, complications and operative time

Overall Ho:YAG SPTF p Value

No. SFR/total no. (%) 57/92 (62) 41/69 (59) 16/23 (70) 0.01*

No. ureteral only/total no. (%) 32/34 (94) 28/30 (93) 4/4 (100)

No. renal only, no lower pole stone/total no. (%) 5/14 (36) 2/9 (22) 3/5 (60)

No. renal only, lower pole stone/total no. (%) 7/24 (29) 5/19 (26) 2/5 (40)

Ureteral+renal, no lower pole stone/total no. (%) 3/5 (60) 1/2 (50) 2/3 (67)

No. ureteral+renal, lower pole stone/total no. (%) 10/15 (67) 5/9 (56) 5/6 (83)

No. complications/total no. (%) 26/114 (23) 19/86 (22) 7/28 (25) 0.64*

No. Clavien-Dindo grade/total no. (%)

 I 15/114 (13) 11/86 (13) 4/28 (14)

 II 9/114 (8) 7/86 (8) 2/28 (7)

 ≥III 2/114 (2) 1/86 (2) 1/28 (4)

Median mins op time (IQR) in 119 pts 83.5 (67.0, 104.5) 84.0 (67.3, 102.8) 78.0 (65.8, 109.8) 0.77†

*Weighted logistic regression model. 
†Weighted linear regression model.

How Does Health Services Research Inform Neurogenic 
Bladder Management: “Will I Ever Void Again?”
Christopher S. Elliott, MD, PhD
Santa Clara Valley Medical Center, San Jose, 
California 
Stanford University Medical Center, California

Despite completing 6 years of 
residency and a subsequent 2-year 
Female Pelvic Medicine and Recon-

structive Surgery fellowship, I of-
ten have found that my treatments 
for neurogenic bladder (NGB) are 
based on the anecdotal knowledge 
I have accrued in my 10 years as 
an attending urologist rather than 
what can be found in a textbook. 

To me, health service research, the 
integration of epidemiology, sociol-
ogy, economics and other analyti-
cal sciences, is a means to identify 
the scope of patient issues, provide 
ideas to optimize clinical practic-
es (if not change them complete-

ly) and answer unknown  clinical 
 questions. In this way, abstract 
concepts in oft-misunderstood ar-
eas (such as NGB care) are made 
more concrete and inform clinical 

Arrow-right Continued on page 18
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practice guidelines (based on the 
best available evidence combined 
with expert opinion) for the next 
generation to build upon.

As the primary urological practi-
tioner who provides NGB care for 
many patients after discharge from 
our hospital’s spinal cord injury 
(SCI) rehabilitation center, a signif-
icant portion of my career has been 
spent serving the SCI population. 
While the 4 I’s (urinary tract Infec-
tion, urinary Incontinence, blad-
der management Independence 
and bladder management Incon-
venience)1 are often a focus in my 
established patients, the question 
I am most asked by those with a 
new SCI is “what is the chance I 
can urinate on my own again?” For 
the first several years of my career, 
I was not able to answer this sim-
ple yet life altering question, only 
knowing that those with less com-
plete injuries were more likely to 
void over time.

My ability to answer this import-
ant question changed in 2016 with 
the publication of “Prediction of 
Bladder Outcomes after Traumatic 
Spinal Cord Injury: A Longitudi-
nal Cohort Study.”2 In this work, 
the authors described a robust pre-
diction model of volitional void-
ing after SCI based on a standard 
neurological examination grading 
scale of the L2-S1 myotomes bilat-
erally (ranging in each myotome 
from 0—total paralysis to 5—active 
movement with full range of motion 
against gravity and full resistance). 
The corresponding lower extremity 
motor score (LEM), ranging 0–50, 
is then used to predict the estimat-
ed probability of a return of voli-
tional voiding ranging from 6.7% 
(LEM=0) to 93.5% (LEM=50; see 
Figure).2 The published prediction 
tool, which was generated using the 
data of 1,250 patients in the Europe-
an Multicenter Spinal Cord Injury 
Study, was subsequently examined 
by our group using the data of 4,327 
patients from the United States Na-
tional Spinal Cord Injury Database, 
where we confirmed the almost 
unheard-of performance of LEM 
scores to predict volitional voiding 
(area under the curve=0.912).3

Taking this to the clinic, I found 
that I could now answer a patient’s 
question about their chance of ever 
voiding again with much greater 

clarity, though I found that not all 
patients came to me with a neuro-
logical examination that contained 
an LEM score. For this reason, our 
group went back to the National Spi-
nal Cord Injury Model Systems Da-
tabase and worked to calculate the 
chance of volitional voiding using 
a variable that was simpler to find 
(albeit not as granular), the Ameri-
can Spinal Injury Association Im-
pairment Scale (AIS) classification.4 
With this, a provider can provide an 
approximate estimate of the chance 
of volitional void (AIS A=2%, 
AIS B=5%, AIS C=25% and AIS 
D=75%) without the aid of a predic-
tion tool in front of them (see Table). 
In my specific practice, I find that 
these prediction tools (either using 
LEM scores or AIS classification) 
set the tone for conversations on re-
alistic expectations, allow me to de-
cide if and when formal urodynamic 
testing is necessary and alert me to 

potential outlier patients who may 
have subclinical bladder dysfunc-
tion that might become problematic 
down the road (ie the AIS A or AIS 
B patient who says they are void-
ing volitionally, where the chances 
of that occurring are very low). I 
think that these conversations are 
immensely helpful, not only from a 
patient understanding of where they 
stand, but also in establishing that I 
am a credible resource who knows 
the SCI landscape.

In addition to improving pa-
tient care discussions, NGB out-
comes studies also provide the 
building blocks for future inves-
tigations. For instance, our group 
has found the predictive ability of 
LEM scores on volitional voiding 
to be of assistance when trying to 
identify other factors that might 
augment recovery of volitional 
voiding after SCI. Specifically, 
LEM scores afford us more gran-

ular and accurate subgroupings of 
patients to improve prognostica-
tion on bladder outcomes. In our 
latest work using LEM scores to 
predict chance of volitional void-
ing, we demonstrated that early 
infection during the rehabilitation 
phase after SCI may reduce the 
chance of volitional void, a find-
ing that hopefully will lead to fur-
ther investigation on the subject 
(either basic or clinical science 
based).5 Likewise, any future stud-
ies on therapeutic interventions to 
aid recovery of volitional voiding 
will benefit from an understand-
ing of LEM scores as a prediction 
tool to properly stratify partici-
pants based on expected neuro-
logical recovery. STOP

1. Welk B and Meyers J: What have we learned 
from the NBRG-SCI registry? AUANews 2021; 
26: 21, issue 1.

2. Pavese C, Schneider MP, Schubert M et al: 
Prediction of bladder outcomes after traumatic 
spinal cord injury: a longitudinal cohort study. 
PLoS Med 2016; 13: e1002041. 

3. Elliott CS, Dallas KB, Zlatev D et al: Volitional 
voiding of the bladder after spinal cord injury: 
validation of bilateral lower extremity motor 
function as a key predictor. J Urol 2018; 200: 154. 

4. Kirshblum SC, Burns SP, Biering-Sorensen F et 
al: International standards for neurological clas-
sification of spinal cord injury (revised 2011). J 
Spinal Cord Med 2011; 34: 535. 

5. Elliott CS, Kopp MA, Stampas A et al: The effect 
of early infection on the rate of volitional voiding 
after spinal cord injury: a potential modifiable risk 
factor for bladder outcomes. J Urol 2022; 207: 137. 

“ In our latest 
work using 
LEM scores to 
predict chance of 
volitional voiding, 
we demonstrated 
that early 
infection during 
the rehabilitation 
phase after SCI 
may reduce the 
chance of volitional 
void, a finding 
that hopefully will 
lead to further 
investigation on 
the subject (either 
basic or clinical 
science based).”

HOW DOES HEALTH SERVICES RESEARCH INFORM NEUROGENIC BLADDER MANAGEMENT
Arrow-right Continued from page 17

Figure. Prediction of volitional void based on LEM scores (adapted).2

Table. ASIA  (American Spinal Injury Association) Impairment Scale and the chance of volitional void 
at 1-year followup

ASIA Impairment Scale Chance of Volitional 
Void

A Complete No motor, no sensory, no sacral sparing 1.7%

B Incomplete No motor below lesion, sensory only 5.1%

C Incomplete 50% of muscles less than grade 3 below 
the lesion (cannot raise arms or  
legs off bed)

25.9%

D Incomplete 50% of muscles more than grade 3 below 
the lesion (can raise arms or legs off bed)

76.2%

E Normal Motor + sensory function are normal Presumed 100%
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et al: Trends in publication of 
oncologic abstracts present-
ed at the American Urological 
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1997-2017. Urol Practl 2022; 9: 
340.

Study Need and 
Importance

The quality of abstracts pre-
sented at the American Urolog-
ical Association (AUA) Annual 
Meeting is important, as these 
findings translate into changes in 
urological care. The ultimate pub-
lication of an abstract as a manu-
script allows the clinical message 
to reach a wider audience after 
peer review. We assessed the pub-
lication rates of oncology-focused 
abstracts accepted for the AUA 
Annual Meeting across 2 decades, 
1997-2017.

What We Found
A majority of oncology abstracts 

presented at the AUA Annual 
Meeting were published (56.3%), 
with a shorter median time to pub-
lication (1.1 years) compared to 
abstracts presented at other surgi-
cal subspecialty conferences, sug-
gesting strong research questions 
were presented. Despite a 45% 
increase in journals indexed by 
MEDLINE® (from 3,874 in 1997 
to 5,617 in 2017), the rates and im-
pact factors of eventual publication 
remained remarkably consistent 
within our sample throughout the 
study period (see Figure). Howev-
er, over the same period, there was 
a 96% increase in abstracts (from 
634 to 1,244). While the overall 
rate of publication did not increase 
as we had hypothesized, the in-
crease in abstracts disproportionate 
to indexed journals suggests that 
an increasing number of abstracts 
were published each year to main-
tain the same publication rate. 

Limitations
This study is limited to abstracts 

published in urologic oncology and 
only utilized the MEDLINE data-
base to define publication. To iden-
tify the same study over time, it was 
also assumed that the first and last 
author of the abstract would be in-
cluded on the eventual manuscript.

Interpretation for Patient 
Care

Oncology abstracts presented at 
the AUA Annual Meeting contin-
ue to be of high scientific quality, 
publishing in reputable journals 
with a wide audience and broad 
clinical impact. Authors presenting 
abstracts at the AUA Annual Meet-
ing remain committed to providing 
timely, validated research on key 
urologic oncology advancements 
for patients and providers. STOP

UPJ INSIGHT

Figure. Percentage of abstracts published stratified by year of AUA Annual Meeting (linear trend R2 
<0.0001, p=0.996).
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Stress Urinary Incontinence Surgery  
in Childbearing-Aged Patients
Olufenwa Famakinwa Milhouse, 
MD
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Stress urinary incontinence 
(SUI) is the involuntary loss of 
urine with increased intra-abdom-
inal pressure in the absence of a 
bladder contraction. Epidemiolog-
ical studies have shown it to be the 
most common type of incontinence 
overall, particularly among young 
women under age 50.1 Pregnancy 
and childbirth are the biggest risk 
factors for the development of SUI. 
Several mechanisms of pelvic floor 
insult have been studied including 
neural, levator ani and fascial inju-
ry. Nonetheless, the pregnancy and 
childbirth-related mechanism of in-
jury to the pelvic floor directly lead-
ing to SUI has not been fully eluci-
dated. The risk of SUI is increased 
regardless of modality of child-
birth; however, vaginal delivery 
carries a higher risk than cesarean 
section.2 The increased risk of SUI 
with vaginal delivery over cesarean 
section has been substantiated by a 
meta-analysis of 15 studies which 
found a 1.85 increased odds ratio.3 
This has led to the widely held 
opinion that it is best to postpone 
surgical treatment for SUI until no 
future pregnancies are desired or 
women are post-reproductive age. 
Furthermore, some obstetricians 
will recommend elective cesarean 
section in cases where the patient 
has previously undergone SUI 
surgery.4 However, is this widely 
held recommendation in fact nec-
essary and are we doing a disser-
vice to patients who are still in their 
child-bearing years by postponing 
SUI surgery as a treatment option?

The first question to resolve is to 
determine the safety of pregnancy 
after SUI operation. A systemat-
ic review included The Journal of 
Urology® looked at this very ques-
tion and published their findings 
in 2012. The review included 20 
articles comprising 118 patients 
who had previously undergone an 
SUI operation of any kind prior to 
index pregnancy and delivery. Uri-
nary retention developed during 
pregnancy in 2 patients, 1 of which 
subsequently developed pyelone-

phritis that did not result in a com-
plication of the pregnancy. The 
authors concluded that there may 
exist a low risk of urinary reten-
tion during pregnancy in patients 
who have previously undergone 
SUI surgery. Nevertheless, given 
the minimal increased risk, sling 
operation may still be considered 
appropriate in patients who wish 
to have children later.5 In 2016, a 
retrospective series of 26 patients 
who had become pregnant and 
delivered a child after previous-
ly undergoing midurethral sling 
(MUS) operation for SUI found no 
sling-related pregnancy or child-
birth complications.6

What about the risk of SUI re-
currence and repeat surgery with 
pregnancy/childbirth after pre-
vious SUI surgery? MUSs have 
been the most extensively stud-
ied surgical treatment for SUI.7 
A population-based cohort study 
from Sweden assessed whether 
subsequent childbirth affects the 
outcome of MUS surgery. The pri-
mary measure was patient-report-
ed, symptomatic SUI recurrence. 
The study group consisted of 
163 patients who had subsequent 
childbirth either vaginally or via 
cesarean section after index MUS 
surgery. This group was matched 
by age and year of index MUS 

surgery to a control cohort of 374 
patients who did not have subse-
quent childbirth after index MUS 
surgery. There was no significant 
difference in patient reported re-
current SUI on multivariate anal-
ysis between the study and con-
trol groups. Furthermore, vaginal 
delivery as compared to cesarean 
section did not increase the risk of 
recurrent SUI. The authors thus 
concluded that childbirth of any 
modality is not associated with an 
increased risk of SUI recurrence 
after previous MUS surgery.8

A similar study out of Finland 
included 94 study patients and 
330 matched controls who had 
undergone retropubic or transob-
turator sling. The primary end-
point was incidence of repeat SUI 
surgery. Comparable to the Swed-
ish study, there was no significant 
difference in the incidence of 
repeat SUI surgery performed 
between the study and control 
groups. Pregnancy and delivery 
do not increase the odds for SUI 
reoperation or SUI revisit.9

SUI is the most common pel-
vic floor complaint in postpartum 
women. We know that urinary 
incontinence is distressing and 
can have detrimental effects on 
patients’ psychosocial well-being 
and overall quality of life.10 Wom-
en are also postponing childbirth 
to later in life. Since age is another 
notable risk factor for prevalence 
and severity of incontinence,11 it is 
not surprising that the burden of 
SUI has increased with the trend 
in delayed childbearing.12 We are 
doing a disservice to these patients 
by insisting they postpone SUI 
surgery until after childbearing. 
The evidence suggests that it is 
safe to proceed with SUI surgery 
if the patient elects, independent 
of their future pregnancy plans. 
Pregnancy is safe after any SUI 
surgery. After SUI surgery, the 
incidence of SUI recurrence or 
reoperation does not appear to in-
crease with subsequent childbirth 
of any modality. STOP
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“ In 2016, a 
retrospective 
series of 26 
patients who 
had become 
pregnant and 
delivered a child 
after previously 
undergoing 
midurethral sling 
(MUS) operation 
for SUI found 
no sling-related 
pregnancy 
or childbirth 
complications.”

“ Since age is 
another notable 
risk factor for 
prevalence 
and severity of 
incontinence,11 it 
is not surprising 
that the burden 
of SUI has 
increased with the 
trend in delayed 
childbearing.”
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Study Need and 
Importance

Adult acquired buried penis 
(AABP) is a syndrome of penile en-
trapment associated with obesity. 
Given the obesity epidemic, this is 
a disease of increasing importance. 
We describe the lived experience 
of adults with AABP though a the-
matic analysis in combination with 
quantitative survey instruments to 

examine the challenges that these 
patients face and the impacts of 
surgery.

What We Found
We enrolled 20 patients; 11 had 

undergone surgical treatment for 
AABP. The most common themes 
were problems with urinary and 
sexual function. Negative impacts 
on social life, relationships and 
mental health were also report-
ed. Patients who underwent sur-
gery demonstrated improvement 
in urinary and sexual function as 
well as psychosocial health (see 
Table). Access to reconstructive 
care was a significant issue for 
these patients, including insur-
ance coverage, availability of ser-
vices and knowledge gaps among 
the referring medical community. 
Specifically, patients struggled to 
find providers who were able to 
direct them to a reconstructive 
urologist, being told to lose weight 
as a solution to their complaints. 
Conversely, we found that weight 
loss did not improve the outcome 

of any patient. 

Limitations
Outcomes were self-report-

ed and therefore subject to con-
founding with comorbidities, 

which can alter the patient’s 
perception of his surgical result. 
Furthermore, we were unable to 
perform 2 separate interviews 
(preoperative and postoperative) 
for any single patient. As a result, 
our quantitative data are unable 
to provide longitudinal insight 
into an individual’s experience 
before and after surgery. 

Interpretation for Patient 
Care

When a successful repair is per-
formed, this can significantly im-
prove the hygienic, urinary and 
sexual function of the patient, as 
well as lead to improvements in 
mental and social health. While 
this condition is often associat-
ed with significant weight gain, 
it is an irreversible process that 
requires complex surgical recon-
struction and does not improve 
with weight loss. STOP

JU INSIGHT

Table. Common issues in buried penis patients (preoperative vs postoperative)

Theme
Issues before Surgery?

(20 pts)

Discussed Improvement  
after Surgery?

(11 pts)

No. % No. %

Urinary issues 19 95 9 82

Sexual function issues 19 95 8 73

Impacting social life 16 80 6 55

Hygiene issues 14 70 7 64

Poor mental health 11 55 6 55

Infections   9 45 2 18

Relationship issues   8 40 1   9

Cosmesis issues   6 30 0   0

Physical issues     0  

Mobility   6 30 2 18

Chronic pain   5 25 0   0

Livelihood   2 10 0   0

“ Access to 
reconstructive care 
was a significant 
issue for these 
patients, including 
insurance coverage, 
availability of 
services and 
knowledge 
gaps among the 
referring medical 
community.”

“ We describe the 
lived experience of 
adults with AABP 
though a thematic 
analysis in 
combination with 
quantitative survey 
instruments to 
examine the 
challenges that 
these patients face 
and the impacts of 
surgery.”
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Introduction
Pediatric fertility preservation 

is an emerging field that is begin-
ning to be applied to expanded 
groups of patients. This article dis-
cusses the current state of fertility 
preservation for pediatric patients, 
including eligible patient popula-
tions, available techniques and eth-
ical considerations.

Who: Which Children 
Are Eligible for Fertility 
Preservation?

Pediatric patients who are fac-
ing fertility threatening treatments 
or diagnoses are all potential can-
didates for experimental or estab-
lished fertility preservation options 
(Table 1).

Relevant populations include 
oncology patients who are receiving 
chemotherapy with a cyclophos-
phamide equivalent dose >8,000 
mg/m2, radiation to the pelvis or 
hypothalamus, and those under-
going stem cell transplant. Patients 
with nononcologic diagnoses in-
cluding sickle cell anemia or thalas-
semia who are undergoing stem cell 
transplant, and patients with rheu-
matological disease who are being 
treated with cyclophosphamide are 
also candidates. Children with dif-
ferences of sex development (DSD) 
who are undergoing prophylactic 
gonadectomy due to tumor risk 
are potentially eligible. Finally, fer-
tility preservation techniques are 
applicable to transgender children 
who are receiving gender-affirming 
treatments that suppress endoge-
nous gonadal function, including 
pubertal suppression, testosterone 
or estrogen. Pediatric patients pre-
paring to undergo gonadotoxic 
medical therapy, radiation or go-

nadectomy should be counseled 
on options for fertility preservation 
and risk of iatrogenic infertility be-
fore initiating these therapies.

What: What Are the 
Current Options for 
Pediatric Fertility/
Preservation?

Available tissue- or gamete-sav-
ing options for pediatric patients 
depend on patient pubertal status 
and gamete type. For patients who 
are receiving pelvic radiation, op-
tions for preservation of native tis-
sue should be considered (eg tes-
ticular transposition to thigh pouch 
for groin/contralateral testicular 
radiation or ovarian shielding). The 
optimal strategy and timing of fertil-
ity preservation technique depends 
upon age, current gonadal function, 
reason for risk of infertility and 
severity of underlying condition. 
Whenever possible, pediatric fertil-
ity preservation should be handled 
by programs associated with an 
experienced assisted reproductive 
technology program capable of pro-
viding embryo, oocyte, sperm, and 
ovarian (OTC) and testicular tissue 
cryopreservation (TTC).

In 2020, the American Soci-
ety for Reproductive Medicine 
officially recognized prepubertal 
OTC as the only fertility pres-
ervation option for prepubertal 
girls since ovarian stimulation 
and in vitro fertilization are not 
options.1 This opinion was based 
on several decades of clinical ex-
perience under research proto-
cols. Though OTC is no longer 
considered experimental, and 
hormonal restoration data are 
promising, the ability to use the 
tissue to produce a biological 
child is far from guaranteed. The 
first live birth resulting from pre-
pubertal OTC was reported in 
2015.2 Between 2004 and 2018, 
70 cases of cryopreserved ovar-
ian tissue autotransplantation 
were reported in women who 
had OTC at age 14 years or old-
er, with 94% return of menses, 
50% with at least 1 pregnancy 
and a 41.6% delivery rate.3

Prepubertal TTC is still consid-
ered experimental. For this option, 
a wedge biopsy is taken from 1 testis 
and stored in liquid nitrogen. Exper-
imental options for future tissue mat-
uration and use include transplan-
tation of spermatogonial stem cells, 
auto- or xenografting, and testicular 
organ culture. Nonhuman primate 
studies demonstrate feasibility of 
grafting, with return of spermatogen-
esis with 1 successful birth reported 
after ectopic grafting, sperm retrieval 
and intracytoplasmic sperm injec-
tion.4 Prepubertal testicular tissue and 
DSD gonadal tissue cryopreservation 
(GTC) are available as experimental 
therapies under research protocols.

For peri- and postpubertal pa-
tients, mature egg and sperm 
preservation afford the highest like-
lihood of successful fertility preser-
vation. Therefore, mature gamete 
retrieval should be prioritized over 
tissue preservation for patients who 
are at least Tanner stage 3 and able 
to complete the necessary proce-
dures. For egg preservation, patients 
must undergo ovarian stimulation. 
For sperm, samples are either ob-
tained via manual collection or 
microsurgical testicular sperm ex-
traction and testicular sperm cryo-
preservation when semen emission 
is not feasible.

Why (or Why Not): 
What Are the Ethical  
Considerations?

The concept of pediatric fertili-

ty preservation brings up multiple 
ethical issues that may influence 
families’ decisions about wheth-
er to pursue fertility preservation 
for their child.5 The most relevant 
options for many children with fer-
tility-threatening conditions either 
are experimental without successful 
human live births (TTC, GTC for 
DSD) or have limited data about 
expected birth rates from tissue fro-
zen prepubertally (OTC). The un-
certainty about whether the tissue 
will ever produce a biological child 
generates concern about false hope. 
Cost of fertility preservation proce-
dures and storage is another consid-
eration that may lead to inequity in 
which children pursue fertility pres-
ervation. Cost varies by circum-
stance and insurance coverage, but 
tissue processing and cryopreser-
vation is ~$,1000/patient, with sur-
gical costs typically bundled with 
other oncologic care performed 
under the same anesthetic. Storage 
is not usually covered by insurance, 
and commercial sperm and testicu-
lar tissue storage fees are $300 per 
year, with price reduction for long-
term storage and sliding scale dis-
counts based on income available.6 
For some patients, it is not logisti-
cally possible to combine proce-
dures (or no  additional procedures 
are needed to treat their disease), 
such that risk of an additional anes-
thetic/surgical procedure is a con-
sideration. Tissue ownership is an-
other key ethical issue—disposition 

Table 1. Eligible patient populations and reasons for infertility risk

Eligible Population Reason(s) for Infertility

Oncology •  Chemotherapy (cyclophosphamide equivalent dose  
>8000 mg/m2)

•  Pelvic or hypothalamic radiation
•  Stem cell transplant
•  Gonadectomy for ovarian or testicular cancer

Hematological (eg sickle cell, 
thalassemia)

•  Stem cell transplant

Rheumatological •  Cyclophosphamide

DSD •  Gonadal dysgenesis
•  Hormone dysfunction
•  Anatomical barriers
•  Gonadectomy for tumor risk

Transgender •  Gonadal suppression from gender-affirming hormones

Arrow-right Continued on page 23
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Table 2. Pediatric fertility preservation takeaways

Who? 
Eligible populations

•  Oncology
•  Nononcologic stem cell transplant
•  Rheumatological disorders treated with cyclophosphamide
•  DSD
•  Transgender

What? 
Cryopreservation options

•  Egg 
•  Sperm 
•  Ovarian tissue (recently nonexperimental)
•  Testicular tissue (experimental)
•  (Embryo)

Why (or why not)? 
Ethical considerations

•  False home (experimental options)
•  Cost
•  Risk of additional procedures tissue ownership
•  Proxy decision making
•  Genetic transmission of condition
•  (For DSD, separate controversies about gonadectomy)

of preserved gametes in the event 
of death should be discussed at the 
time of fertility preservation con-
sultation.1 Concerns about parental 

proxy decision making and patient 
assent are also important to consid-
er, as the decision to preserve tissue 
or gametes is about future quality of 

life, not immediate disease course 
or survival. Clinicians must also be 
aware of the potential for genetic 
transmission of cancer predisposi-
tion syndrome, or DSD, and coun-
sel patients considering fertility 
preservation accordingly. Finally, 
for DSD, separate ethical issues ex-
ist around timing of gonadectomy 
and whether gonadectomy should 
be performed at all, such that that 
decision for gonadectomy and the 
decision for experimental GTC 
should be distinguished from one 
another in discussions with families.

Pediatric Fertility 
Preservation: Takeaways

Fertility preservation is an option 
for many pediatric patients with 

fertility-threatening diagnoses and 
treatments. Key takeaway points 
are summarized in Table 2. STOP
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Study Need and 
Importance

Frailty is defined as a state of 
vulnerability in which individuals 
have a phenotype of decreased 
physiological reserve and function, 
and is known to be associated with 
increased rates of postoperative 
complications and mortality. It is 
known that disparities related to 
access to care and socioeconomic 

status often vary geographically. 
Therefore, we sought to under-
stand regional variation of frailty 
using the Timed Up and Go Test 
(TUGT) across health service  areas 
(HSAs) in Northern and Central 
California among older adults pre-
senting to our academic tertiary 

care center with benign urological 
conditions. 

What We Found
A total of 2,596 subjects were 

stratified into 69 HSAs in North-
ern and Central California. Twen-

ty-one HSAs were categorized as 
robust (not frail) and 48 HSAs 
were categorized as prefrail/frail. 
Prefrail/frail HSAs were signifi-
cantly associated with subjects that 
were of older age (adjusted odds 

UPJ INSIGHT

Figure. Caterpillar plot of mean TUGT by hospital service area (HSA). Data are listed in ascending order of the least square means by HSA.

Arrow-right Continued on page 24
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ratio [aOR] 4.03, CI 3.29–4.94, p 
<0.001), female sex (aOR 1.10, CI 
1.07–1.11, p <0.001), non-White 
race (aOR 1.12, CI 1.10–1.14, 
p <0.001), underweight body 
mass index (BMI; aOR 1.14, CI 
1.07–1.22, p <0.001) and obese 
BMI (aOR 1.06, CI 1.04–1.08, p 
<0.001). There was a 1.7-fold dif-
ference in mean TUGT values 

across HSAs (see Figure).  

Limitations
This study used a single mea-

sure of frailty, the TUGT, which 
is a validated surrogate mark-
er of frailty with high sensitivity 
and specificity. Additionally, this 
study utilized data from a single 

academic center, potentially lim-
iting the generalizability of our 
findings. 

Interpretation for Patient 
Care

Among older adults with be-
nign urological disease, frailty var-
ies based on geographic location. 

Older age, non-White race, and 
underweight and obese BMIs were 
found to be associated with geo-
graphic areas with increased frailty. 
Further studies into health dispar-
ities as they pertain to geography 
and frailty are needed to expand 
upon these findings. STOP

Endoscopic Treatment of Upper Tract Urothelial 
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Introduction
Though upper tract urothelial 

carcinoma only accounts for ap-
proximately 10% of all urothelial 
cancers, its often aggressive charac-
teristics mandate explicit diagnosis 
and treatment.1

The historical gold standard of 
treatment with nephroureterecto-
my often leads to increased mor-
bidity and chronic kidney disease. 
However, improvements in endo-
scopic technologies can preclude 
extirpative treatment and maintain 
oncologic control in select situa-
tions. Specifically, for patients with 
low-risk disease, renal insufficien-
cy, a functionally solitary kidney, 
bilateral disease, hereditary ma-
lignancy (ie Lynch syndrome) or 
those who are poor surgical risk, 
endoscopic management may be 
preferred. New improvements in 
endoscopic visibility, access and 
different ablation modalities may 
allow for more durable oncologic 
control in appropriately selected 
patients and minimize treatment 
morbidity.

Scope Selection
Fundamentally, endoscopic sur-

gery depends on clear visualiza-
tion of a body cavity or hollow vis-
cus. Though fiberoptic scopes are 

more affordable and offer better 
flexibility, digital scopes provide 
for improved image resolution and 
the integration of enhanced imag-
ing strategies (ie narrow band im-
aging) to improve diagnosis and 
treatment of upper tract tumors 
(Fig. 1).2 Although no oncolog-
ic benefit has been demonstrated 
from the use of digital over fiber-
optic scopes, digital scopes have 
shown improvements in opera-
tive time for endoscopic surgery.3,4 
We further believe they lead to a 
decreased cognitive workload, al-
lowing for more efficient tumor 
treatment. There are some limita-
tions to maneuverability of digital 
scopes and concerns for costs re-
lated to breakage; however, new-
er disposable scopes may mitigate 
these concerns while optimizing 
upper tract cancer treatment.

Upper Tract Access
Intraoperatively, starting each 

case with fluoroscopic imaging (ie a 
retrograde or antegrade pyelogram) 
allows for the detection, location and 
size of any filling defects consistent 
with the tumor (Fig. 2, a). Ureteral 
wires for access should be placed 
and advanced carefully to prevent 
disturbing urothelium and leading 
to bleeding that might impair vis-
ibility. In some cases, inspecting 
the distal ureter with a semirigid 
ureteroscope can help visually rule 
out distal ureteral tumors if treat-
ment of proximal ureteral or renal 
lesions is required. For treatment 
of proximal/renal lesions, we fa-
vor the use of an access sheath to 
1) improve ease of overall access, 
2) lower intrarenal pressures, 3) im-
prove visibility with irrigation and 
4) allow for varied instrumentation 
for biopsy and treatment.5 Addi-
tionally, there are certain situations 
that warrant percutaneous access 
for adequate biopsy and resection 
of upper tract tumors. For patients 
with prior urinary diversions, or 

large tumors that are inadequately 
treated in retrograde fashion, per-
cutaneous access can provide for a 
feasible means of tumor resection 
(Fig. 2, b–d ). Depending on the 
size of the tumor, the tract can be 
dilated from 10Fr to 30Fr. Larger 
sheaths allow for placement of larg-
er instruments or resectoscopes for 
better tumor resection.

Selection of Biopsy Tool 
and Laser Modality

A variety of different instruments 
have been developed for uret-
eroscopic biopsy and removal of 
tumors in the upper tract. Instru-
ment choice should be adapted 

Figure 1. Digital vs fiber optic image quality.

POPULATION TRENDS IN FRAILTY IN OLDER ADULTS
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“ Instrument choice 
should be adapted 
based on location, 
size and shape of 
the tumor.”

“ Although 
no oncologic 
benefit has been 
demonstrated from 
the use of digital 
over fiberoptic 
scopes, digital 
scopes have shown 
improvements in 
operative time 
for endoscopic 
surgery.3,4”
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based on location, size and 
shape of the tumor. Flat tumors, 
for example, are best sampled 
with something similar to a forceps 
grasper (eg Piranha™, Boston Sci-
entific). Sometimes the angle of in-
strumentation can be challenging 
for sampling flat tumors (such as 
in the ureter) and a brush biopsy 
can also be performed for diagno-
sis. Papillary tumors, on the other 
hand, can be easily removed with 
a nitinol basket (eg Zero Tip™, 
Boston Scientific). Larger biopsy 
instruments, such as the 6Fr BI-
Gopsy® forceps, have shown effec-
tiveness in getting bigger biopsy 
specimens, but they require an ac-
cess sheath for usage and their size 
limits both visibility and scope 
flexibility.6 Additionally, further 
diagnostic sensitivity can be en-
hanced by selective cytology and/
or urinary biomarkers as well.

While holmium laser ablation 
of upper tract tumors has shown 

good oncologic outcomes, its long 
wavelength increases the risk for 
bleeding during ablation and visi-
bility concerns.7 Thus, we start with 
a lower setting of energy (0.3 J) and 
increase if necessary. We recom-
mend at most 1 J and 10 Hz for ab-

lation to prevent damage to healthy 
tissue. Hemostasis can be achieved 
by “defocusing” the laser at the tar-
get tissue. Likewise, distance mode 
can control bleeding, while contact 
mode may help resect a tumor or 
cut a stalk.

On the other hand, the contin-
uous, shorter wave of the thulium 
fiber (ie diode-pumped laser) has 
decreased tissue penetration and 
risk of injury to normal tissue by 
providing more precise vaporiza-
tion. However, thulium fibers are 
prone to necrotic tissue adherence 
to fiber tip, which can obstruct vi-
sion and require cleaning during 
the case.8 With the thulium fiber, 
we recommend settings between 
0.3 and 1 J and 10 and 40 Hz for a 
maximum of 20 W in the kidney, 
and 0.3 to 0.6 J, and 5 to 15 Hz for a 
maximum of 4 W in the ureter. It is 
possible that holmium laser pulsed 
modulation may achieve similar 
results. Of note, there also exist 
ureteroscopic Bugbee electrodes; 
however, their size, impedance to 
irrigation and maneuverability lim-
it their use.

Future Practice 
Considerations

Endoscopic therapy has shown 
adequate oncologic control in se-
lected patients.9 No prospec-
tive trials have directly compared 
endoscopic therapy to the gold 
standard of nephroureterecto-
my. However, a prior meta-anal-
ysis revealed similar overall and 
cancer-specific survival for endo-
scopic compared to extirpative 
therapy for upper tract urothelial 
carcinoma.10 Though the analysis 
is limited by low- level evidence 
and trial heterogeneity, these re-
sults are reassuring. Another strat-
egy we perform that may mitigate 
oncologic outcomes for endoscop-
ic treatment includes short-term 
(ie 6 weeks) surveillance endosco-
py to ensure complete tumor ab-
lation. Furthermore, intraluminal 
agents (ie mitomycin gel, bacil-
lus Calmette-Guérin) may act 
as adjuncts for endoscopic upper 
tract tumor treatment for low-risk 
patients. Though morbidity is 

overall improved with endoscop-
ic rather than extirpative surgery, 
endoscopic management is not 
without complications, which in-
clude urinary tract infections, 
ureteral strictures, need for a ure-
teral stent, need for recurrent an-
esthetics and concerns for tumor 
seeding, among others. Despite 
this, endoscopic treatment of up-
per tract urothelial carcinoma has 
become critical to patient care. 
Intraoperative decisions that im-
prove diagnosis, visibility, access 
and treatment should be carefully 
made to maximize successful tu-
mor treatment. STOP
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Figure 2. a, retrograde pyelogram showing filling defect of left kidney renal pelvis. b, percutane-
ous access into lower pole calyx. c, toothed grasper for percutaneous removal of tumor. d, tumor 
removed from renal pelvis.
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“ No prospective 
trials have 
directly compared 
endoscopic 
therapy to the 
gold standard of 
nephroureterectomy.”

“ While holmium 
laser ablation 
of upper tract 
tumors has shown 
good oncologic 
outcomes, its 
long wavelength 
increases the 
risk for bleeding 
during ablation 
and visibility 
concerns.”
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Study Need and 
Importance

Optimal management of pa-
tients with bladder cancer neces-
sitates accurate risk stratification. 
Unfortunately, risk stratification 
paradigms vary amongst differ-
ent nonmuscle-invasive bladder 
cancer guidelines. Currently, the 
American Urological Association/
Society of Urologic Oncology 
guidelines recommend that small 
high-grade (HG) Ta tumors be 

considered intermediate-risk (IR) 
rather than high-risk (HR). Similar-
ly, while previous iterations of the 
European Association of Urology 
(EAU) guidelines have included all 
HG tumors as HR, the 2021 guide-
lines provide new prognostic risk 
groups in which some HG Ta tu-
mors are considered IR. The 2021 
prognostic risk groups are based 
upon individual patient data from 
nonmuscle-invasive bladder can-
cer cases treated with or without 
intravesical chemotherapy, but not 
Bacillus Calmette-Guérin (BCG) 
immunotherapy. Thus, we sought 
to investigate the response to BCG 
in all Ta tumors and compared re-
sponses based upon EAU classifi-
cation as IR or HR.

What We Found
When we studied patients who 

received adequate BCG (defined 
as at least 5 of 6 induction instil-
lations plus at least 2 additional 
instillations, as a component of 
either maintenance or re-induc-
tion therapy) from 2000–2018 at 
our institution and stratified them 

based upon 2021 EAU prognos-
tic risk groups, we found that 37 
(16%) had IR low-grade (LG) Ta, 
92 (40%) had IR HG Ta and 101 
(44%) had HR HG Ta tumors.  
Oncologic behavior of IR HG 
Ta tumors was more in alignment 
with HR HG Ta tumors than IR 
LG Ta tumors regarding BCG un-
responsiveness (HR HG Ta 13%, 

IR HG Ta 14%, IR LG Ta tumors 
0.0%, p=0.003) and progression to 
muscle-invasive disease or metas-
tasis (HR HG Ta 5.9%, IR HG Ta 
6.5%, IR LG Ta 0.0%, p=0.3, see 
Table). Rates of recurrence, BCG 
unresponsiveness and progression 
were similar, irrespective of the 
number of EAU risk factors pres-
ent (ie age >70 years, tumor size ≥ 
3cm, multifocality). 

Limitations
This study was a retrospective 

review from a single institution. 

Interpretation for Patient 
Care

Among patients treated with ad-
equate BCG, rates of BCG unre-
sponsiveness and progression were 
similar in all patients with HG Ta 
tumors, irrespective of the number 
of EAU clinical risk factors, and 
were uniformly higher than IR LG 
Ta tumors. These data suggest that 
all HG Ta tumors are at risk for 
progression and should be treated 
as HR. STOP

JU INSIGHT

Table. Response to BCG among Ta tumors stratified by EAU risk groups

IR LG Ta IR HG Ta HR HG Ta

Characteristic N % 95% CI N % 95% CI N % 95% CI p-value

# of doses of BCG 0.7

 N 37 92 101

 Median 18 (13–27) 18 (12–24) 21 (13–24)

Recurrence 12 32 18,50 34 37 27,48 39 39 29,49 0.8

BCG Unresponsive 0 0 13 14 7.8,23 13 13 7.0,21 0.03

Progression on BCG (any stage) 0 0 12 13 6.9,22 13 13 7.0,21 0.04

Progression to MIBC or distant 
metastatic disease

0 0 6 6.5 2.4,14 6 5.9 2.2,12 0.3

Estimates were given as median (quartile 1, quartile 3) or frequency (percentage).
p values were calculated using Kruskal-Wallis test for continuous and Fisher’s exact test for categorical variables.

“ Currently, 
the American 
Urological 
Association/
Society of 
Urologic Oncology 
guidelines 
recommend that 
small high-grade 
(HG) Ta tumors 
be considered 
intermediate-risk 
(IR) rather than 
high-risk (HR).”
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Since their popularization over 
the past 2 decades, low-intensity 
shock wave (LiSWT) and pulse 
wave (often referred to as radial 
or acoustic wave) therapies have 
arguably become among the most 
heavily advertised treatments for 
erectile dysfunction (ED) in the 
U.S. However, despite the increas-
ing number of multimedia cam-
paigns and claims of efficacy, there 
often remains significant confusion 
regarding the therapies themselves 
and true data available.

Pulse Wave and Shock 
Wave Therapies Are 
Different

One of the most important dis-
tinctions to highlight regarding 
this technology is the difference 
between LiSWT and pulse wave 
therapies. Although the 2 terms 
are often used (confused) inter-
changeably, in reality, the thera-
pies are very different in several 
critical aspects. The most import-
ant of these differences relates to 
the types and intensity of energy 
delivered. While LiSWT provides 
a high-energy, focused shock wave 
which results in local tissue trauma, 
pulse wave devices generate radial 
waves, which deliver significantly 
lower amounts of energy overall. 
These differences in energy are 
one reason why pulse wave ther-
apies have lower U.S. Food and 
Drug Administration classifications 
compared to LiSWT devices and 
why nonmedical professionals are 
able to perform pulse wave thera-
pies without licensure or certifica-
tion, including direct-to-consumer 
sales of pulse wave devices (which 
are commonly misrepresented as 
LiSWT devices).

The nomenclature used to de-
scribe the therapies is also com-
monly confused. For sake of 
simplicity, in reference to ED ther-
apies, the terms “pulse,” “pressure” 
and “radial” can be considered 
synonymous and most often re-

fer to instruments which generate 
the lower amplitude (power) ra-
dial waves. In contrast, the term 
“shock wave” only applies to de-
vices which generate a true, focal 
shock wave, whereas terms such as 
“acoustic wave” could be used to 
define either pulse wave or LiSWT, 
since they both deliver acoustic en-
ergy. It is therefore incorrect and 
misleading to refer to any therapy 
which only delivers low-amplitude 
pulse/radial/pressure waves as 
LiSWT, although this is common-
ly done with many online and di-
rect-to-consumer advertisements.

Data Cannot Be 
Extrapolated between 
Therapies

Importantly, since LiSWT and 
pulse wave therapies represent dis-
tinct treatments, the data regarding 
their efficacy cannot be extrapolat-
ed to one another. More pointedly 
stated, it is misleading for any in-
dividual or group to suggest that 
results from LiSWT can be used to 
suggest similar benefits with pulse 
wave treatments, and vice versa. 
Indeed, given the differences in 
energy delivered, it would be rel-
atively akin (although exaggerated) 
to comparing outcomes of shock 
wave therapy for nephrolithiasis 
to someone receiving a renal ultra-
sound.

In reviewing published results, a 
relatively large amount of data has 
been generated regarding the safe-
ty and efficacy of LiSWT, includ-
ing several randomized controlled 
trials (RCTs). In a recent, large me-
ta-analysis of 16 RCTs evaluating 
LiSWT for ED, Yao and colleagues 
identified an average improvement 
of 3 points in the International In-
dex of Erectile Function-Erectile 
Function Domain score compared 
to sham-treated men.1 Although 
these results are statistically signif-
icant, they fail to meet the 4-point 
threshold required to be consid-
ered clinically meaningful as an ED 
therapy.2 These data are similar to 
other meta-analyses which have re-
ported improvements ranging from 
2 to 5 points and which underscore 

the controversial nature of LiSWT 
as an “effective” ED therapy.

However, in contrast to the 
abundant number of RCTs avail-
able in men receiving LiSWT, until 
recently, no RCTs had been per-
formed evaluating the efficacy of 
pulse wave treatments in men with 
ED. This fact is remarkable given 
the volume of advertising and state-
ments which have been made over 
2 decades suggesting an abundance 
of scientific proof on the topic.

New Published Data on 
Pulse Wave Therapy and 
Societal Statements

In May 2022, The Journal of 
Sexual Medicine published the first 
ever randomized, double-blinded, 
 sham-controlled clinical trial evalu-
ating pulse/radial wave therapy for 
ED.3 Results from the study of 80 
men demonstrated that pulse/radi-
al wave therapy had no impact on 
improving erectile function, with 
controls showing a nonstatistically 
greater improvement compared to 
pulse wave treated men. These data 
are important, as they demonstrate 
that pulse wave therapy provides 
no benefits for the treatment of 
ED. They also strongly undermine 
any advertising claims for efficacy 
of pulse wave devices or therapies.

From a medical societal stand-
point, although several statements 
reference LiSWT in the manage-
ment of ED and/or Peyronie’s 
disease, none has specifically high-
lighted pulse wave therapy. More 
broadly, SMSNA (Sexual Medi-
cine Society of North America) has 
released a position statement on 
restorative therapies and conclud-
ed that “the use of shock waves or 

stem cells/[stromal vascular frac-
tion cells] is investigational…and 
should only be conducted under 
research protocols in compliance 
with institutional review board 
approval at little or no cost to the 
patient. Specifically, SMSNA does 
not feel that it is appropriate or eth-
ical for providers to advertise or 
otherwise make implicit or explicit 
claims of efficacy for these thera-
pies pending further data. Similar-
ly, patients considering such ther-
apies should be fully informed as 
to the lack of data demonstrating 
clinically relevant efficacy and con-
sented regarding the potential ben-
efits and risks.”4

Take-Home Message
Pulse wave (radial/pressure 

wave) therapies represent a distinct 
treatment from LiSWT and have 
limited published data available. 
Recently, the first RCT evaluating 
the efficacy of pulse wave therapy 
failed to demonstrate any benefits 
with treatment compared to sham 
controls. These findings, in com-
bination with a lack of supporting 
data, would suggest that pulse wave 
therapy currently has no role in the 
treatment of ED. The use of pulse 
wave therapy for this condition 
would also be considered against 
best practices and is not in keeping 
with evidence-based medicine. Ad-
vertising or claims which suggest 
benefits for pulse wave therapies/
devices or which indirectly suggest 
benefits through extrapolation of 
LiSWT data are not consistent with 
contemporary clinical data and are 
therefore misleading. STOP

1. Yao H, Wang X, Liu H et al: Systematic review 
and meta-analysis of 16 randomized controlled 
trials of clinical outcomes of low-intensity extra-
corporeal shock wave therapy in treating erec-
tile dysfunction. Am J Mens Health 2022; 16: 
155798832210875.

2. Rosen RC, Allen KR, Ni X et al: Minimal clin-
ically important differences in the erectile func-
tion domain of the International Index of Erec-
tile Function scale. Eur Urol 2011; 60: 1010.

3. Sandoval-Salinas C, Saffon JP, Martinez JM et 
al: Are radial pressure waves effective for the 
treatment of moderate or mild to moderate 
erectile dysfunction? A randomized sham ther-
apy controlled clinical trial. J Sex Med 2022; 
19: 738.

4. Liu JL, Chu KY, Gabrielson AT et al: Restorative 
therapies for erectile dysfunction: position state-
ment from the Sexual Medicine Society of North 
America (SMSNA). Sex Med 2021; 9: 100343.

“ These data are 
important, as 
they demonstrate 
that pulse wave 
therapy provides 
no benefits for the 
treatment of ED.”
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Study Need and 
Importance

Benign prostatic hyperplasia 
(BPH) is a common, progressive 
condition that affects the majority 
of men over age 50 years. Acute 
urinary retention (AUR) is a se-
vere sequela of undertreated BPH 
that impairs quality of life and im-
poses significant health care costs. 
Since BPH is often highly treat-
able, we sought to examine factors 
associated with the development 
of AUR in individuals with BPH 
and their impact on repeated ep-
isodes of AUR, subsequent blad-
der outlet procedures and health 
care costs. 

What We Found
Among over 30,000 patients 

presenting with AUR and BPH 
over a calendar year, 17.5% of 
patients had multiple AUR en-
counters, yet only 6.4% under-

went a bladder outlet procedure 
that year. Older age, Black race, 
Medicare insurance and lower 
education level were associated 
with repeated AUR episodes. 
Older age and lower education 
level were also associated with 
lower odds of receiving bladder 
outlet procedures. Health care 
costs were lower for single en-
counters vs revisits for AUR, and 
costs attributed to undergoing a 
bladder outlet procedure were 
lower than the costs of forgoing 
one (see Figure).

Limitations
Causal inferences are limited 

due to our study’s retrospective 

design. In addition, we could not 
track loss to followup or totally 
eliminate the influence of con-
founding diagnoses because of 
limitations in the data set. The 
relatively short followup and 
lack of prior medical history 
regarding BPH treatment also 
challenge how the data can be 
interpreted over longer periods 
of time. Lastly, our cost calcula-
tions utilized cost-to-charge ra-
tios that may not accurately rep-
resent true costs. 

Interpretation for Patient 
Care

Sociodemographic factors in-
fluence the odds of developing re-
current AUR and the decision to 
subsequently undergo a bladder 
outlet procedure for patients with 
BPH. Considering the increased 
health care costs associated with 
repeated AUR episodes and delay-
ing bladder outlet procedures after 
AUR, this study may serve as a 
framework for identifying high-risk 
patients and implementing surgical 
interventions sooner. STOP

UPJ INSIGHT

Figure. Unadjusted episode-based costs for encounters related to urinary retention according to 
revisit status (A) and procedure status (B).

“ Acute urinary 
retention (AUR) 
is a severe sequela 
of undertreated 
BPH that impairs 
quality of life and 
imposes significant 
health care costs.”

“ The relatively 
short followup 
and lack of prior 
medical history 
regarding BPH 
treatment also 
challenge how 
the data can be 
interpreted over 
longer periods of 
time.”
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Sexuality is both an individual 
and social phenomenon, enact-
ed through relationships that are 
structured and limited by cultur-
al, political and economic forc-
es. Social determinants of health, 
defined by the CDC (Centers for 
Disease Control and Prevention) 
as “conditions in the places where 
people live, learn, work and play,” 
are therefore necessarily relevant 
to sexual health.1 But any attempt 
to apply this theory to health care 
practice is brought up short by 
questions about which aspects of 
sexual health are thus influenced, 
which populations of patients are 
affected, and which social forces 
and conditions are most relevant

A narrative review recently pub-
lished by Higgins et al critiques 
the abundance of research exam-
ining the effects of various factors 
on sexual health (including gender, 
sexual orientation, race, religion 
and education) for its neglect of 
“poverty and socioeconomic con-
ditions [which] are largely omitted 
from this scholarship, despite so-
cioeconomic status being among 
the largest influences on people’s 
lived experiences.”2 This is an 
important call to action for sexu-
al health research, but still leaves 
unanswered how best to study the 
relevant aspects of socioeconomic 
status (SES) and their relationship 
to various clinical conditions.

We offer one response in Kim et 
al, a cross-sectional study that inves-
tigated the relationship between fe-
male sexual dysfunction (FSD) and 
SES using data from the National 
Health and Nutrition Examina-
tion Survey (NHANES), a survey 
of the U.S. population published 
by the National Center for Health 
Statistics of the CDC, from 2007 
to 2016.3 NHANES included data 
about income, which were used to 
calculate participants’ poverty in-
come ratio (PIR) and quantify SES. 

It also included a sexual behavior 
questionnaire, conducted in priva-
cy using a self-interview system to 
encourage honest responses.

Despite the fact that FSD is well 
defined with characteristic disease 
symptoms (including those of sex-
ual desire, arousal, orgasm and 
dyspareunia),4 the sexual behavior 
questionnaire did not specifical-
ly inquire about these; this was in 
contrast to male sexual dysfunction 
and erectile dysfunction, about 
which male NHANES participants 
were explicitly interrogated. There-
fore, we used sexual frequency as a 
surrogate for female sexual func-
tion, and diagnosed FSD in those 
women whose replies to the ques-
tion, “In the past 12 months, how 
many times have you had vaginal 
or anal sex?” fell within the first 
quartile of responses, with ≤11 sex-
ual incidents in the past 12 months.

While sexual frequency is cer-
tainly an imperfect measure of FSD, 
it is collected as a key variable in 5 
of 7 well-validated scales assess-
ing FSD from direct patient input, 
and low sexual frequency has been 
found to be strongly associated with 
FSD among Western and European 
nations.5,6 Therefore, in the absence 
of any direct questions about symp-
toms of FSD, sexual frequency was 
determined to be the best proxy for 
measuring FSD in the data avail-
able. Analysis was conducted using 
SPSS® v27 using complex survey 
design analysis in order to extrapo-
late the NHANES study population 
into the national U.S. population.

In total, the analysis included 
7,348 NHANES participants from 
2007 to 2016, representing 43 mil-
lion U.S. women aged 20–59 years. 
Within our population, 26.3% of 
participants reported sexual fre-
quency of ≤11 times/year (see Fig-
ure). We found that patients of lower 
SES (PIR <2) were twice (OR=1.98; 
95% CI=1.25-3.13) as likely to re-
port lower sexual frequency (0-11 
times/year) compared to those of 
higher SES (PIR ≥2), after adjusting 
for relevant social history, gyneco-
logic history and significant medi-
cal conditions (p=0.003; see Table). 
This demonstrates that lower SES 
is likely to be associated with FSD 

among women in the U.S.3

Our study has several clear lim-
itations. In addition to the afore-
mentioned uncertainty regarding 
the correlation of FSD diagnosis 
with low sexual frequency, given 
its cross-sectional and observational 
design, causality between SES and 
FSD as measured by low sexual 
frequency cannot be inferred. Since 
it relied on a retrospective survey 
questionnaire for data, this study is 
subject to recall bias. In addition, we 
did not adjust for every individual 
risk factor for FSD, such as history 
of abortions or sexual abuse, nor 
could we adjust for relational risk 
factors to exclude females whose 
partners have sexual dysfunction.

Notwithstanding these limita-
tions—indeed, even because of 
them—the study has several note-
worthy strengths. Its methodology 
calls attention to a significant gen-

der inequity: that despite the prev-
alence of FSD symptoms (present 
in over 40% of women) exceeding 
that of male erectile dysfunction,7 
our national health statistics ne-
glect the former while explicitly 
concerning themselves with the 
latter. This systemic, macro-level 
neglect is mirrored in micro-level 
clinical encounters, as health care 
providers often avoid asking fe-
male patients about sexual activity 
and FSD symptoms, even in gyne-
cologic care settings, where they 
are clearly relevant.8 The inclusion 
of FSD in the AUA Core Curric-
ulum is an important corrective to 
this bias within urology.

Paradoxically, the relative ne-
glect of female sexual symptoms 
in clinical practice and national 
health statistics is inverted within 

Figure 1. Sexual frequency of participants.

Table. Association between lower sexual frequency (≤11 encounters/ year vs. >11 encounters/ year) 
and lower poverty income ratio* (<2 vs. ≥2) 

Models
Adjusted Odds Ratio

(95% CI) P value

Model 1 1.85 (1.28-2.67) 0.001

Model 2 1.95 (1.28-2.96) 0.002

Model 3 1.98 (1.25-3.13) 0.003

Model 1: Age, Race/Ethnicity
Model 2: Model 1 plus BMI, Married or Living with Partner, Urine Leakage, Abnormal Menstrua-
tion, Pregnancy, Hysterectomy, Oophorectomy, Birth Control, Female Hormone
Model 3: Model 2 plus smoking, alcohol use, diabetes, hypertension, depressive symptoms, 
stroke, cancer, heart disease and physical activity
*Higher PIR signifies higher SES

Arrow-right Continued on page 30
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the extant research literature about 
SES and other social determinants 
of sexual health, the majority of 
which is devoted to White wom-
en.2 By using NHANES, which 
purposely oversamples from de-
mographics that have been histor-
ically overlooked by population 
surveys including racial and ethnic 
minorities and elderly adults, we 
redress some of this bias. How-
ever, by focusing exclusively on 
FSD, our study does recapitulate 
the historical and habitual tenden-
cy of sexual medicine to consider 
female sexual problems as psycho-
social and male sexual dysfunction 
as biological, when both sexes 

would be more accurately repre-
sented and served by a balanced 
biopsychosocial approach.9

Our study suggests that regular 
screening for FSD is most warranted 
by patients of lower SES, particular-
ly women who are 50 years or older, 
are non-Hispanic Black, and have 
comorbid diabetes or depressive 
symptoms, since the association of 
SES and FSD is stronger in these sub-
groups. These findings also highlight 
the importance of having affordable 
options for the diagnosis and treat-
ment of FSD, as the cost of specialist 
female sexual health care and treat-
ment can be a significant barrier to 
access. Asking about symptoms—in 

our epidemiological surveys, clinical 
encounters and research—is the prin-
cipal step and can be a potent force 
for positive change.10 STOP
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Study Need and 
Importance

The role of low-intensity shock 
wave therapy in patients with mod-
erate erectile dysfunction remains 
uncaptured. In this context, we per-
formed the first double-blind, ran-
domized, sham-controlled trial to 
evaluate the efficacy and safety of 
low-intensity shock wave therapy ex-
clusively in patients with moderate 
vasculogenic erectile dysfunction.

What We Found
Twelve sessions of low-intensity 

shock wave therapy twice weekly for 
6 weeks with a treatment protocol 
of 5,000 impulses, 0.096 mJ/mm2  
energy flux density and 5 Hz fre-
quency using the ARIES 2TM de-
vice are highly effective in patients 
with moderate vasculogenic erectile 
dysfunction and previous good or 
partial response to phosphodies-
terase type 5 inhibitors. Compared 
to sham therapy, the proportion 
of participants attaining a minimal 
clinically important difference in 

the International Index of Erectile 
Function–Erectile Function do-
main, as well as the mean change 
from baseline in the International 
Index of Erectile Function–Erectile 
Function domain and in the “yes” 
responses to question 3 of Sexual 
Encounter Profile diaries signifi-
cantly improved at 1 and 3 months 
after low-intensity shock wave ther-
apy (see Table).

JU INSIGHT

Table. Comparison of changes from baseline in the International Index of Erectile Function–Erectile Function domain and question 3 of the Sexual  
Encounter Profile diaries after low-intensity therapy versus sham therapy adjusted for baseline values

Parameter
Mean±SD Low-Intensity  

Shock Wave Therapy
Mean±SD Sham  

Therapy
Mean Difference

(95% CI)
Between-Group  

p Value

International Index of Erectile  
Function–Erectile Function  
domain:
 Baseline—1 mo
 Baseline—3 mos

4.9±3
5.7±2.3

0.9±2
1.2±1.6

3.9 (2.7 to 5.2)
4.4 (3.4 to 5.4)

<0.001
<0.001

Sexual Encounter Profile  
question 3 (yes %):
 Baseline—1 mo
 Baseline—3 mos

21±22
28±25

−2.1±15
1.5±16

19 (11 to 27)
23 (14 to 32)

<0.001
<0.001

The analysis of covariance (ANCOVA) was applied. Bold type indicates statistically significant p values.

UNDERSTANDING THE IMPACT OF SOCIOECONOMIC STATUS ON FEMALE SEXUAL FUNCTION
Arrow-right Continued from page 29
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Limitations
Due to the single-center de-

sign of our study and the eligibil-
ity criteria restricted to patients 
with moderate erectile dysfunc-
tion, we included a rather small 
number of patients. Additional-

ly, the relatively short followup 
duration of our study did not 
permit us to assess the long-term 
efficacy of low-intensity shock 
wave therapy, as well as the du-
ration of the positive effect of 
low-intensity shock wave thera-
py in patients with moderate vas-

culogenic erectile dysfunction. 
Importantly, since we applied 
a specific low-intensity shock 
wave therapy protocol, our re-
sults may not be extrapolated to 
other low-intensity shock wave 
therapy generator systems or 
protocols.

Interpretation for Patient 
Care

Our findings suggest that low-in-
tensity shock wave therapy is high-
ly effective and safe in patients with 
moderate vasculogenic erectile 
dysfunction. STOP

THE EFFECT OF LOW-INTENSITY SHOCK WAVE THERAPY ON MODERATE ERECTILE DYSFUNCTION
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Over the last 2 decades, the 
United States has lost hundreds 
of thousands of lives to the opioid 
epidemic. As the vast majority of 
the world’s opioids are consumed 
in the U.S., and deaths continue to 
rise, new strategies are necessary 
to limit this crisis. Importantly, 
providers can address this issue at 
the ground level. Although several 
factors, including a lack of aware-
ness and deceptive pharmaceutical 
marketing, drove this epidemic, 
prescribers are certainly responsi-
ble for inadequately educating and 
monitoring patients, along with 
freely prescribing opioids to ensure 
patient comfort.

Particularly, urology poses an 
excellent space for progress. Name-
ly, kidney stone patients hold great 
risk of opioid addiction. This risk is 
twofold: renal colic is widely prev-
alent and chronic, but also presents 
with episodes of acute pain during 
stone passage or obstruction. Col-
laboration with other specialties—as 
emergency medicine and commu-
nity care physicians may be the 
first point of contact for urological 
emergencies or postoperative is-
sues—can improve opioid steward-
ship.

Prescriptions are a significant 
gateway in the ability of these dan-
gerous drugs to reach the public. 

Yet these drugs cannot be com-
pletely eliminated in the current 
environment of drug options. Al-
though over 25% of patients even-
tually misuse properly prescribed 
opioids, some patients may fairly 
require opioids for severe pain. Re-
placing opioid prescriptions with 
alternative pain control options 
whenever possible can mitigate this 
issue.

Importantly, even when indi-
cated, opioids are notoriously pre-
scribed in greater amounts than 
necessary. Dispensing extra drugs 
allows future misuse or commu-
nity diversion. Ongoing research 
informing best practices and evi-
dence-based guidelines for opioid 
use can optimize patient experienc-
es while reducing the potential for 
addiction and harm.

Accordingly, various research 
groups demonstrated the feasibility 
of opioid alternatives at the 117th 
Annual Meeting of the AUA. Two 
research groups focused on the rel-
evance of opioid stewardship in re-
nal colic.

Katragadda et al demonstrated 
that kidney stones are the most 
common reason for an emergen-
cy department (ED) opioid pre-
scription.1 This shows the surpris-
ingly large role that urology plays 
in America’s excess opioid use. 
Thankfully, opioid prescriptions 
for kidney stones decreased from 
33% to 16% from 2012 to 2017, 
as the odds of receiving an opi-
oid prescription fell (OR 0.12, p 
≤0.0001). This downward trend 
is promising, but more work is 
 required.

Meanwhile, DeMasi et al pre-
sented the results of a randomized 
clinical trial investigating the effec-
tiveness of opioid-free regimens for 
noninvasive urology procedures, 
particularly elective ureteroscopy 
or percutaneous nephrolithotomy.2 
Overall pain outcomes were non-
inferior with ketorolac versus oxy-
codone-acetaminophen. In fact, 
average pain and worst pain scores 
were significantly lower with the 
opioid alternative. Patient-report-
ed pain intensity levels (where 10 
is the worst pain) were 5.61 versus 
7.52, respectively. By demonstrat-
ing preservation of patient comfort 
and quality of life, this work makes 
a strong argument for replacing 
opioids, ultimately reducing addic-
tion risk and community spillover. 
Notably, this study found that both 
regimens resulted in high amounts 
of unused pills, demonstrating an 
opening for future work.

Although the opioid epidem-
ic has been well-recognized for 
years, progress has been lacking. 
The AUA’s 2019 position statement 
noted that given a quadrupling of 
opioid use since 1999, stewardship 
in opioid prescription was neces-
sary. Urologists were encouraged 
to use the lowest dosage of these 
drugs when indicated. Addition-
ally, the AUA recommended im-
plementation of prescription drug 
monitoring programs to monitor 
use and decrease fraud. Finally, 
surplus medication reduction was 
underscored, as the majority of pa-
tients who receive opioids are giv-
en more than needed for their pain 
control period.

Although this position state-
ment recognized the vast need for 
change and provided urologists 
a paradigm in which to improve 
care, progress has still been lack-
ing, likely because clear guidelines 
on indications and dosages are 
missing. This limits urologists’ abil-
ity to consistently affirm appropri-
ate settings for opioid use.

For instance, in 2018 the Mayo 
Clinic implemented a maximum 
opioid prescription for tiers of uro-
logical procedures. This protocol 
reduced oral morphine equivalents 
from 150 to 0. These promising 
results highlight the utility of clear 
protocols. Similar work nationally, 
informed by recent research, can 
allow urology to take a leading role 
in addressing the epidemic.

Firm guidelines must be pro-
duced by an expert committee to 
agree upon dosing, indications and 
evidence-based alternatives. Chart 
alerts when ordering opioids, along 
with reminders to follow up with 
patients who have been discharged 
with these drugs, can also play a 
role. Finally, increased awareness 
amongst providers and patients 
alike can heighten the impact of 
the robust research that is being 
performed to define opioid-safe 
urological care.

Frontline providers, includ-
ing ED physicians and advanced 
practice providers, often serve as 
the first point of contact for many 
patients presenting with sequel-
ae from lack of stone passage or 
painful postoperative urological 
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 conditions. Pharmacovigilance re-
garding opioid prescribing is essen-
tial and should be shared amongst 
all decision-making providers. 
Evolving practices to mitigate opi-
oid addictions should be part of 
training not only prior to beginning 
clinical practice, but also as con-
tinuing medical education. Urol-
ogists should communicate their 
findings with other members of the 
care team to affect change.

Alternative approaches to treat-
ing pain associated with renal col-
ic should begin with consideration 
for prescribing an NSAID (non-
steroidal anti-inflammatory drug) 
unless clear contraindications ex-
ist. Patients in the ED can also be 
treated with intravenous lidocaine, 
ketamine, intravenous Tylenol® or 

Toradol®. Unless contraindications 
exist, a 3-day supply of an opioid 
for breakthrough pain is certainly 
a consideration, but assuming nor-
mal renal function, the choice is 
clear to utilize alternatives to opi-
ates such as NSAIDs, like meloxi-
cam, pregabalin, or gabapentin. 
Future study of ED revisit or ad-
mission rates is warranted to clarify 
these guidelines.

As mentioned, future avenues 
in which urologists can help fight 
the opioid crisis involve postoper-
ative pain. A third relevant AUA 
study involved the Pennsylvania 
Urologic Regional Collabora-
tive (PURC), a multicenter group 
which is testing ways to improve 
health care quality in urology. 
Chandrasekar et al demonstrated 

preserved pain control and patient 
comfort without opioids following 
robotic prostatectomy.3 Pain scores 
did not change following protocol 
implementation, which resulted in 
14,582 fewer opioid tablets over 
1 year. Median oxycodone tab-
let prescriptions for inpatients fell 
from 2.7 to 2.2, while prescribing 
at discharge reduced from 20 to 0 
tablets. Overall, patient outcomes 
remained consistent while commu-
nity opioid availability drastically 
fell. This work demonstrates the po-
tential for diverse institutions to im-
plement rigorous standards which 
reduce patient risk while maintain-
ing comfort and outcomes.

Ultimately, research such as 
these AUA studies needs to be el-
evated to raise awareness amongst 

providers—not only urologists, but 
also community care and ED-
based prescribers. Evidence-based 
guidelines demonstrating patient 
comfort and positive outcomes 
with opioid alternatives are the 
strongest way to encourage opioid 
stewardship. STOP

1. Katragadda C, Steinmetz A, Cranwell A et al: 
MP26-12 Changing national trends in opioid 
prescriptions for pain management in acute kid-
ney stone disease. J Urol, suppl., 2022; 207: e443.

2. DeMasi MS, Mengotto AK, Cuartas PA et al: 
MP63-02A Prospective randomized controlled 
trial comparing pain outcomes of opioid vs 
non-opioid analgesia in patients undergoing ure-
teroscopy or percutaneous nephrolithotomy for 
urinary stone disease. J Urol, suppl., 2022; 207: 
e954.

3. Chandrasekar T, Streeper N, Keith C et al: 
MP31-05 Large scale implementation of opioid 
prescription reduction after robotic prostatecto-
my – 2 year evaluation from the Pennsylvania 
Urologic Regional Collaborative (PURC). J 
Urol, suppl., 2022; 207: e523.
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Study Need and 
Importance

Results from randomized pros-
tate cancer screening trials are in-
consistent. The aim of the present 
study was to present very long 
followup data of the Göteborg 1 

screening trial which started ear-
ly before opportunistic prostate 
specific antigen (PSA) testing was 
peaking and with up to 20-year du-
ration of the screening period.

What We Found
At 22 years of followup, the pros-

tate cancer mortality was 29% low-
er in the group of men who were 
invited every second year for PSA 
testing (41% in those who attended 
at least once) compared to a nonin-
vited control group, but the prostate 
cancer incidence was 42% higher. 
The number of men needed to in-
vite was 221 and the number need-
ed to diagnose was 9 to prevent 1 
prostate cancer death. Among in-
vited men a higher prostate cancer 
mortality was seen among those 
never attending the program and 
among those who started the pro-
gram after age 60, and the prostate 
cancer mortality was high 10 years 
after termination of the program.

Limitations
Limitations mainly include 

the increasing rate of opportunis-
tic PSA testing during the study 
period in the control group and 
nonparticipation in the screening 
group, diluting the “true” effects 
of a well-organized PSA screening 
program.

Interpretation for Patient 
Care

Regular PSA testing from age 
50 significantly decreases the risk 
of dying from prostate cancer at 
the expense of a rather high risk 
of detecting small slow-growing 
cancers, of which many never will 
need treatment. If a man chooses 
to participate in a prostate cancer 
screening program he should start 
around age 50. Testing should be 
done at least every second year 
and should not stop at age 70 for 
all men. STOP

JU INSIGHT
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Case Description
The patient is a 61-year-old male 

who had a CT scan performed for 
flank pain that revealed a 2.5 cm 
heterogenous lesion in the right 
medial perinephric space inferior 
to the right renal hilum. Past medi-
cal history was significant for atrial 
fibrillation and hypercholesterol-
emia, and serum creatinine was 1.2.

Repeat CT scan with contrast 
6 months later demonstrated a 3.1- 
× 2.6-cm axial mass just inferior to 
the right renal artery with soft tis-
sue intermixed with fat and equivo-
cal enhancement along the anterior 
aspect of the lesion (Fig. 1). Two ad-
ditional smaller lesions (<1.5 cm) 
with similar features were noted at 
the renal hilum and lower pole of 
the kidney. The patient was coun-
seled on the differential diagnosis 
of tumors of the retroperitoneum 
to include liposarcoma, extra-re-
nal angiomyolipoma, hematologic 
malignancy, secondary metastases 
or other rare primary soft tissue le-

sions. He was advised to undergo 
interventional radiology (IR) guid-
ed percutaneous biopsy.

Percutaneous 18-gauge core biop-
sy was performed showing mature 
adipose tissue infiltrated by delicate 
collagenous stroma and scattered in-
flammatory cells. Stromal cells with 
multilobulated nuclei were observed 
(Fig. 2). Stains for Melan-A and 
smooth muscle actin were negative, 
not supportive of an angiomyolipo-
ma diagnosis, and fluorescence in 
situ hybridization analysis was neg-
ative for MDM2 and CDK4 gene 
amplification, not supportive of a 
well differentiated liposarcoma.

Due to the remaining possibility 
of malignancy, the patient was ad-
vised to undergo surgical excision 
of the dominant lesion. He under-
went a robotic-assisted laparoscop-
ic excisional removal of the 3 cm 
mass which was abutting the renal 
hilum. Intraoperatively, the renal 
hilum, inferior vena cava, and ure-
ter were dissected and all of the in-
tervening tissue in this  anatomic tri-

angle was removed en-bloc (Fig. 3). 
The mass was moderately adherent 
to the right renal artery but was 
carefully dissected away with pres-
ervation of the vessels and right 
kidney. The postoperative course 
was unremarkable.

Pathological review of the mass 
showed a 3.9- × 3- × 2.5-cm gray-
tan soft tissue nodule (Fig. 4). The 
lesion was hypocellular with alter-
nating regions of myxoid and col-
lagenous stroma, bland myofibro-
blasts and benign adipose tissue. 
Lymphoid follicles, plasma cells 
and mast cells were seen within 
the lesion. There was no cytologic 
atypia or hyperchromasia and no 
lipoblasts were observed (Fig. 5). 
Immunohistochemical stains for 
Melan-A and smooth muscle actin 
were negative to rule out angiomy-
olipoma. Final pathological diag-
nosis was defined as a perinephric 
myxoid tumor pseudotumor of fat.

Discussion
This case highlights the first min-

imally invasive resection of a per-
inephric myxoid pseudotumor of 
fat and highlights several important 
clinical points.

First, soft tissue tumors of the ret-
roperitoneum present a diagnostic 
dilemma. There is a broad differ-
ential diagnosis including liposar-
coma, leiomyosarcoma, neurofi-
broma and hematologic entities. 
These tumors should be managed 
in multidisciplinary fashion de-
pending on size, location and inva-
sion of surrounding retroperitoneal 

Figure 1. CT scan 3.1- × 2.6-cm axial mass just inferior to the right renal artery with soft tissue inter-
mixed with fat and equivocal enhancement.

CASE REPORT

Figure 2. Mature adipose tissue and col-
lagenous stroma without significant nuclear 
hyperchromasia or atypia.

Figure 3. Intraoperative view of soft-tissue 
packet between right renal vein, inferior vena 
cava and right ureter.

Figure 4. Gross specimen demonstrating 
encapsulated 3.9- × 3- × 2.5-cm gray-tan soft 
tissue nodule.

Figure 5. A, at low magnification the lesion shows mature adipose tissue embedded in a loose, hypo-
cellular myxoid and collagenous stroma. There are distinctive arborizing blood vessels throughout the 
lesion. B, on high magnification the cells were without atypia or hyperchromasia.

Arrow-right Continued on page 34



AUGUST 2022   AUANEWS34

structures. Primary management 
includes cross-sectional imaging, 
IR-guided biopsy and excisional 
removal. In this case, the patient 
demonstrated interval growth and 
enhancement at 6-month reimag-
ing, and IR biopsy excluded metas-
tasis or a hematologic malignancy 
that would be managed with sys-
temic therapy, thus excision was 
advised.

Second, there are several con-
siderations for patients planned 
for surgical excision. There are 
demonstrated benefits of the ro-
botic approach to removal of these 
lesions, including smaller incisions, 
earlier convalescence and finer re-
gional dissection. Both size and 
location impact patient positioning 
and port placement. In this case, 
we utilized a standard position and 
port placement for robotic partial 
nephrectomy as the mass was in 
close proximity to the renal hilum. 
Another decision relates to the ex-
tent of en-bloc resection of nearby 
organs. The traditional approach 
to known retroperitoneal sarcoma 
advises the removal of solid organs 
abutting these lesions. When pa-
thology is unclear, we believe that 

feasible attempts should be made to 
spare adjacent organs. In this case, 
we dissected the tumor away from 
the inferior vena cava, renal hilum 
and ureter with minimal difficulty, 
allowing for maximal renal preser-
vation.

Third, perinephric myxoid 
pseudotumor of fat is a relatively 
new pathological entity defined 
by the presence of mature adi-
pose tissue, myxoid stroma, col-
lagenous septa and inflammatory 
cells with or without arborizing 
vessels. Initial theories suggest 
that nonneoplastic renal diseases 
such as end-stage renal disease, 
diabetes or pyelonephritis can 
induce changes within the peri-
nephric fat, leading to abnormal 
cellular growth.1–3 When present-
ed with a fat-containing lesion in 
the retroperitoneum, the main 
differential diagnosis is a well-dif-
ferentiated or de-differentiated li-
posarcoma. Histological features 
of liposarcoma include adipo-
cytes with nuclear enlargement 
and hyperchromasia, fibrous sep-
ta with atypical fibroblasts, mul-
tivacuolated lipoblasts and/or a 
frank sarcomatous component. 

None of the features of liposar-
coma should be present in a per-
inephric myxoid pseudotumor of 
fat,4 and negative fluorescence 
in situ hybridization analysis for 
MDM2 and CDK4 can provide 
further clinical evidence to rule 
out this malignancy.

Several other fat-containing le-
sions may be considered based 
on the histological features of per-
inephric myxoid pseudotumor of 
fat. Although the presence of fat, 
myxoid stroma and arborizing ves-
sels may be reminiscent of myxoid 
liposarcoma, this sarcoma most 
often occurs on the extremities, 
contains lipoblasts and ovoid tu-
mor cells, and has a characteristic 
translocation involving DDIT on 
chromosome 12. Angiomyolipo-
ma can present as a perinephric 
fat-containing tumor, but this lesion 
contains spindled to epithelioid 
eosinophilic tumor cells and large 
vessels, and expresses melanocytic 
markers such as Melan-A or HMB-
45 by immunohistochemistry. Fi-
nally, the presence of inflamma-
tory cells may raise the possibility 
of an IgG4-related disease such as 
mesenteric fibrosis, but storiform fi-

brosis and obliterative phlebitis are 
not features of perinephric myxoid 
pseudotumor of fat.

At this time, there are 14 previ-
ously reported cases in the litera-
ture.5 There have been no reports 
of progression to malignancy, thus 
imaging surveillance after resection 
seems to be the most appropriate 
method of followup. Management 
of nonneoplastic renal diseases may 
aid in reducing recurrence risk; 
however, this stems from suspected 
pathogenesis of this disease. STOP

1. Dashti NK, Fritchie KJ and Folpe AL: Peri-
nephric myxoid pseudotumor of fat: a distinc-
tive pseudoneoplasm most often associated with 
non-neoplastic renal disease. Hum Pathol 2019; 
87: 37. 

2. Thoeni C, Ordon M, Krizova A et al: Perinephric 
myxoid pseudotumour of fat—first described case 
in allograft kidney, a mimicker of malignancy. 
Histopathology 2021; 79: 1108. 

3. Chen F, Desai MA, Cernigliaro JG et al: Peri-
nephric myxoid pseudotumor of fat: a very rare 
entity that can mimic a renal cyst and retroperito-
neal liposarcoma on imaging. Clin Imaging 2021; 
69: 139.

4. Tanas MR, Sthapanachai C, Nonaka D et al: 
Pseudosarcomatous fibroblastic/myofibroblastic 
proliferation in perinephric adipose tissue adja-
cent to renal cell carcinoma: a lesion mimicking 
well-differentiated liposarcoma. Mod Pathol 2009; 
22: 1196.

5. Collins K, Muldoon JL, Warmke LM et al: Dif-
ferential and ancillary testing in the diagnosis of 
perinephric myxoid pseudotumor of fat: a case 
report and review of the literature. AJSP Rev 
Rep 2022; 27: 18.
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Gun violence (GV) is an ongoing 
public health problem in the Unit-
ed States.1 At the same time, there 
is ongoing political debate around 
the funding of GV research and 
the physician’s role in prevention.2 
We reviewed a series of GV inju-
ries with and without genitourinary 
(GU) involvement in order to bet-
ter understand the impact of these 
injuries on victims, our community 

hospital and payers.
Trinity Health Muskegon (THM) 

is a 409-bed hospital, with a level II 
trauma center, located in Muskeg-
on, Michigan. We collaborated with 
emergency medicine colleagues to 
determine appropriate Internation-
al Classification of Diseases-9 and 
-10 diagnostic codes which were 

used to search the THM trauma 
center database between May 1, 
2015 and June 30, 2019 for GV 
injuries. Patient demographics, In-
jury Severity Score, length of stay 
and mortality rates were abstract-
ed. Hospital charges and payer 
data were obtained from the THM 
finance department. In many  cases, 

physician care was provided by in-
dependent providers. As a result, 
physician charges were not calcu-
lated. Chi-square or Fisher’s exact 
test was utilized for comparisons 
of categorical data, and t-test or 
Mann-Whitney test was utilized for 

Table. GV patient comparisons between non-GU injury and GU injury groups 

Non-GU Injuries GU Injuries p Value

Mean±SD age (yrs) 26.6±10.1 24.5±7.3 0.45

No. male (%)  189/199 (95) 14/14 (100) >0.999

No. African American (%)  168/199 (84.4) 14/14 (100) 0.23

Median Injury Severity Score (IQR) 6 (1–13) 14 (9–35) 0.001

No. previous gun injury (%) 12/113 (6) 3/11 (21.4) 0.06

Median days LOS (IQR)  1 (1–2) 7 (2.5–13.5) <0.001

Median hospital charges (IQR)   $8,789 ($3,079–$24,847) $58,462 ($48,091–$125,896) <0.001

No. paid by Medicaid (%)  143/199 (71.9) 11/14 (78.6) 0.39

LOS, length of stay.

ROBOTIC EXCISION OF A PERINEPHRIC MYXOID PSEUDOTUMOR OF FAT
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quantitative data. Significance was 
assessed at p <0.05.

A total of 213 patients met the in-
clusion criteria, of whom 14 (6.6%) 
sustained injuries to the GU tract. 
Organ injuries occurred to the pe-
nis (1), scrotum (2), penis and scro-
tum (2), spermatic cord (1), testis (1), 
bladder (1), ureter (1), left renal hi-
lum (1), right kidney (2), left kidney 
(2) and both kidneys (1). Of these, 
12/14 (86%) also sustained concom-
itant non-GU organ injuries. Man-
agement of GU injuries included 
observation (6), repair of scrotal lac-
eration (2), orchiectomy (3), laparo-
scopic repair of bladder (1), ureteral 
stent placement (2), open repair of 
ureter (1), open repair of renal lacer-
ation (1) and nephrectomy (1).

Urologists in our community 
treat a wide range of GV inju-
ries that disproportionally affect 
young Black men (see Table). Vic-
tims who sustained GV injuries 
to the GU tract were more likely 
to have suffered 1 or more previ-
ous GV injuries, though this did 
not reach statistical significance. 
Injuries with GU involvement 
were significantly more severe 
and resulted in longer hospitaliza-
tions and higher hospital charges. 
Hospital-based care for victims 
was predominantly paid for by 
Medicaid. GV injuries with GU 
involvement resulted in a net loss 
of revenue for our hospital of ap-
proximately $880,294.

In an effort to stem the tide of 
GV, the ACS COT (American 
College of Surgeons Committee 
on Trauma) recently made GV re-
search and prevention a priority.3 
In addition, innovative communi-
ty- and hospital-based violence and 

GV prevention efforts are current-
ly being implemented and studied 
around the county.4 The ongoing 
GV in our cities has made many 
of us feel helpless.5 As urologists, 
given the impact these injuries 
have on the patients and commu-
nities we serve, we are in a unique 
position to support research efforts 
such as those of ACS COT, and be-

come aware of existing communi-
ty-and hospital-based GV preven-
tion  efforts. STOP

1. Stewart RM, Kuhls DA, Rotondo MF et al: Free-
dom with responsibility: a consensus strategy 
for preventing injury, death, and disability from 
firearm violence. J Am Coll Surg 2018; 227: 281. 

2. Haag M: Doctors revolt after N.R.A. tells them to 
‘stay in their lane’ on gun policy. New York Times, 
November 13, 2018. Available at https://www.ny-
times.com/2018/11/13/us/nra-stay-in-your-lane-
doctors.html. Accessed February 15, 2021.

3. American College of Surgeons: Firearm injury 
prevention activities. Available at  https://www.
facs.org/Quality-Programs/Trauma/Advocacy/
IPC/firearm-injury. Accessed February 15, 2021.

4. National Network of Hospital-Based Violence 
Intervention Programs: Policy white paper: hos-
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at https://static1.squarespace.com/static/5d-
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P+White+Paper.pdf. Accessed February 15, 
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injuries to the 
GU tract were 
more likely to 
have suffered 1 
or more previous 
GV injuries, 
though this did not 
reach statistical 
significance.”
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Case
A urology residency program 

director (PD) is evaluating a re-
cord number of applicants in a 
competitive pool, mirroring the 
national trend. In addition to the 
large volume of files to review, 
some aspects of the resident selec-
tion process have recently become 
more challenging. Standardized 
examinations and medical school 
courses are increasingly graded as 
“pass/fail,” complicating separa-
tion of candidates by performance. 
Interviews in the COVID-19 era 
are now conducted in a virtual for-
mat and certain subjective aspects 
of the applicants are more difficult 
to assess. The current residents in 
the program also lament the loss 
of in-person interview dinners, 
and with them the opportunity 
to  engage with applicants more 
 personally.

Intending to learn more about 
the applicants’ interests and pro-
files, the PD searches social media 
and identifies public Facebook and 
Twitter accounts that appear to be-
long to applicants. While scrolling 
through the accounts, the PD dis-
covers several posts that catch their 
attention. One shows an intraoper-
ative photo with identifiable patient 
information in the background. 
Another expresses opposition to 
mask mandates and references 
controversial views about vaccines. 
Others describe patients and hospi-
tal staff using memes that the PD 
finds offensive.

The PD wonders what to do 
next. They consider comprehen-
sively searching for the accounts 

of all the candidates to ensure fair-
ness but wonder how the accounts 
ought to be judged, and whether 
the content should be included in 
the review process at all. The PD 
also worries whether there is an 
ethical obligation to notify candi-
dates about this kind of review.

Discussion
This case highlights an ethical 

quandary faced by many PDs. If 
one aim of residency application 
review is to assess candidates’ 
professionalism and preparedness 
comprehensively, should personal 
social media content be part of the 
review? Should programs inform 
applicants about searching their 
social media accounts? Which 
findings matter? Should applicants 
be permitted to respond to these 
findings, perhaps through a sup-
plemental application or personal 
statement to provide context or 
explanation for discoverable con-
tent? Further, are programs ethi-
cally permitted to include social 
media data formally or informally 
in their assessment of applicants? If 
so, how far back should they look? 
These questions give context to the 
ethical considerations that are in-
creasingly relevant as newer gener-
ations of residency applicants will 
have longer-standing social media 
accounts compared to years past.

The average number of appli-
cations received by urology res-
idency programs has markedly 
increased over the last 3 cycles 
(243 in 2020, 282 in 2021 and 347 
in 2022).1 This coincided with an 
increase in registered urology ap-
plicants (484 in 2020, 528 in 2021 

and 601 in 2022). With the intro-
duction of virtual interviews in 
2021 AUA Match, the dynamics 
of interactions between applicants, 
interviewers and residents has 
changed. Our program, for exam-
ple, hosts a virtual meet and greet 
with the applicants and residents 
in small group format to mimic the 
traditional interview dinner. Oth-
er opportunities for noninterview 
interactions may include virtual 
open houses prior to interview 
season, and virtual tours of the re-
spective hospital and clinic. In the 
virtual setting, interactions may 
seem more structured compared 
to years past. This climate may 
motivate PDs to turn to additional 
virtual forms of information gath-
ering, such as searching social me-
dia  accounts.

Both programs and applicants 
have reported increased social me-
dia use to learn more about each 
other. A recent study of urology PDs 
found that the majority believe that 
social media played a more import-
ant role in the 2021 AUA Match 
compared to previous cycles; 15% 
of PDs reported that applicants’ 
social media activity helped their 
chances of matching to their pro-
gram, while 12% of PDs reported 
that it hurt applicants’ chances.2 
However, only 5% of PDs reported 
social media as a formal part of the 
residency applicant assessment. In-
complete or absent data assessment 
may contribute to perceived im-
portance; a separate survey of PDs 
after the implementation of virtual 
interviews reported that applicants’ 
social media activities were the 
least important factor during ap-
plication review (mean rating 1.94 
out of 5).3 On the applicant side, 
recently surveyed applicants have 
also reported increased use of so-
cial media, particularly Twitter, to 
obtain information about programs 
and make decisions about whether 
to apply.4

In an environment of increas-
ing reliance on social media for 
potentially actionable information, 
professional social media guide-

lines may have an important and 
evolving role for both parties. The 
Society of Academic Urologists 
AUA Match Code of Conduct 
dictates that PDs and interview-
ing team members “will respect 
an applicant’s right to privacy and 
confidentiality,” discouraging in-
terviewers from inquiring about 
applicants’ interest in other pro-
grams or certain aspects of appli-
cants’ personal lives.5 However, it 
is unclear whether this applies to 
applicants’ online activities as well. 
Professional organizations includ-
ing the AUA,6–8 as well as medical 
institutions like ours,9 have pub-
lished social media use guidelines, 
which underscore and uphold ethi-
cal codes for professional behavior. 
Despite the existence of guidelines 
like these (which in the case of the 
AUA, urology residency applicants 
typically agree to when they join as 
student members), 64% of urology 
trainees have not reviewed profes-
sional guidelines on appropriate so-
cial media use and 80% of trainees 
report not receiving any instruction 
from their institution or depart-
ment regarding professional social 
media use.10 Urology residency ap-
plicants may have a similar lack of 
experience with and understand-
ing of these guidelines. If programs 
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findings matter?”

“ In an environment 
of increasing 
reliance on 
social media 
for potentially 
actionable 
information, 
professional social 
media guidelines 
may have an 
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both parties.”
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elect to incorporate social media 
content during applicant review, 
these guidelines may collectively 
serve as a reasonable standard on 
which to base evaluation.

The increasing volume of res-
idency applicants, coupled with 
the transition to virtual interviews 
and other limitations to objective 
data sources, have shifted prac-
tices and attitudes regarding can-
didate  assessment. If social media 
data are to be used in reviewing 
candidates, we suggest that pro-
grams articulate the principles for 
conducting the review and assess-
ing the available data. While some 
applicants may already assume 
that their social media content is 
discoverable and adjust the visibil-
ity of this content (eg changing pri-
vacy settings, using pseudonyms 

on their accounts), programs that 
choose to conduct formal reviews 
of applicants’ social media data 
should disclose this to applicants11 
and ensure legal compliance for 
using these data in hiring deci-
sions.12 In addition, entities like 
the AUA and  Society of  Academic 
Urologists could consider compil-
ing best practices underpinning 
social media related expectations 
and permissions between appli-
cants and programs in the future. 
We suggest forming these princi-
ples and best practices with the 
following considerations:
1. Inform applicants if their social 

media accounts may be included 
in the review process.

2. In cases of an explicit profes-
sional violation, such as HIPAA 
violation, communicate con-

cerns to the candidate and/or 
their respective medical school.

3. Acknowledge and account for 
reviewers’ implicit biases during 
review of social media content 
(eg posts related to political affil-
iation or causes).
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Why Attend the AUA Annual Meeting: Reflections  
from a First-Time Resident Attendee
José Iván Robles-Torres, MD
Hospital Universitario “Dr. José Eleuterio González,” 
Universidad Autónoma de Nuevo León,  Monterrey, 
Mexico 

I have had the experience of 
attending national and some in-
ternational urology meetings, but 
never one like the 2022 AUA 
Annual Meeting, considered one 
of the largest scientific meetings of 
urologists in the world. Just imag-
ine, 68 plenary sessions, 88 in-
structional courses, more than 
2000 abstracts and endless Inter-
national Society and Specialty So-
ciety Symposiums; without forget-
ting the enormous Exhibit Hall.1 It 
is like a complete city full of sci-
ence, technology and innovation! 
It is practically impossible to be 
able to attend everything that the 
meeting offers, and for a resident 
who attends an event of this mag-
nitude for the first time, it is quite 
complicated to be able to organize 
yourself for the best meeting expe-
rience possible. Many will feel like 
me, wanting to attend everything, 
learn as much as possible, gain 

new insights and learn about new 
technology and the latest studies.

Some will do the same as I did, 
and will check the agenda in ad-
vance. You will notice the huge 
amount of sessions. The first thing 
I did was start selecting the sessions 
that I was interested in a few weeks 
before the meeting. It seemed like a 
simple task, only selecting sessions 
of my interest. Unfortunately, in the 
end, I realized that many sessions 
were simultaneous and distanced 
from each other. What do I do now?

There is no reason to stress out! 
The AUA Annual Meeting is not 
just about attending as many ses-
sions as you can. In the case of res-
idents, it is not only about learning 
and updating. There is much more 
to take home from the meeting.

Here are some tips to improve 
your experience for your first-time 
as a resident attendee at the AUA 
Annual meeting:
•  Organize your agenda .  

Don’t stress out! You will sac-
rifice very interesting sessions, 
but you must prioritize what you 

want. We all have one or several 
specialties of interest, so focus on 
these topics. If you want to do a 
fellowship, try to attend the ses-
sions of that particular special-
ty. Find out about new studies 
and take the opportunity to es-
tablish collaborations for future 
research projects. Fortunately, 
with the introduction of the vir-
tual modality and online educa-
tion in response to the negative 
impact of the COVID-19 pan-
demic, enormous efforts have 
been brought together to offer 
the on demand modality of the 
AUA Annual Meeting through 
a virtual platform.1,2 With this 
valuable tool, it will be possible 
to access and enjoy the sessions 
that you were not able to attend 
at the in person meeting.

•  Dedicate some of your time 
to visit the Exhibit Hall.  
You will be able to learn and 
try some of the latest technol-
ogy in the field, improve your 
skills in the different enhance-
ment workshops and take the 

opportunity to create relation-
ships with the industry and ar-
range further workshops of new 
technologies in your institution. 
In addition, the Residents Bowl 
takes place in the Exhibit Hall. 
Test your knowledge and re-
fresh yourself on important top-
ics that will surely be reviewed 
at the Board.

•  Start working on your 
fellowship. It is a great 
 opportunity to introduce your-
self to the directors/coordinators 
of the fellowship programs of 
your interest. Get organized in 
advance to schedule interviews 
at the meeting. With this done, 
you will be one step closer to 
reaching your goal. If you still 
haven’t decided which fellow-
ship specialty to choose, the 
AUA website provides you 
with valuable information and 
opportunities that will help 
you make this important deci-
sion. You will find the available 
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 fellowship programs, program 
 coordinators/directors, and con -
tact information.3

•  Build your network. Introduce 
yourself to other residents and 
prestigious urologists. Michael T. 
Sheppard in his column published 
in March 2021, titled: “Build Your 
Network (Hint: The AUA Can 
Help!),” shared a couple of use-
ful tips on how to start building 
your network.4 The AUA Annual 
Meeting is a great place to start. 
You never know if something 
transcendent may result and it all 

starts with a simple introduction at 
the meeting. “A strong profession-
al network can have a vast impact 
on  career longevity, success and 
new business opportunities.”4 
Your mentor plays an important 
role in this. They will help you 
reach the right people and start 
making connections.

•  Reinforce your mentor- 
mentee relationship. As 
Dr. Ruchika Talwar mentioned 
in her AUANews column, “Men-
torship is a vital component 
to professional success” and 

“Sometimes mentors are in-
fluential individuals who may 
be able to use their network to 
benefit you.”5 The AUA Annu-
al Meeting is the perfect place 
to strengthen your relationship 
with your mentor in a relaxed 
environment outside the hospi-
tal and the workplace.

•  And finally, take time for 
yourself. Get together with 
other residents and enjoy the 
tourist, cultural and gastronom-
ic attractions that are offered by 
the host city. STOP

1. American Urological Association: Official 
American Urological Association 2022 Annual 
Meeting website. Available at https://www.au-
anet.org/annualmeeting/attendee-info/annual- 
meeting-app.

2. Movassaghi M: The future of virtual education 
for the urology trainee: a standardized curricu-
lum in the post-COVID-19 era. AUANews 2022; 
27: 85, issue 4. 

3. American Urological Association: Urology Resi-
dency & Fellowship Programs, 2021. Available at 
https://www.auanet.org/education/auauniversity/ 
for-residents/urology-residency-and-fellowship- 
programs. 

4. Sheppard MT: Bui ld your network (hint: 
the AUA can help!) . AUANews 2021; 26: 
35, issue 3. 

5. Talwar R, Shah A and Ziemba J: Mentoring 
101: A brief guide to navigating the mentorship 
process. AUANews 2021; 26: 69, issue 9. 
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Patient Safety Update
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AUA QIPS Committee Chair 
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AUA Science and Quality Council on Behalf of the 
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University of Vermont, Burlington

Andrew Harris, MD 
AUA Science and Quality Council on Behalf of the 
AUA QIPS Committee Chair 
University of Kentucky, Lexington

The Quality Improvement and 
Patient Safety (QIPS) Committee 
has a critical function to develop 
internal and external policy on 
quality and safety on behalf of the 
AUA, its members and the larger 
urological community. Although 
this core mission is vital, there re-
mains a growing interest, need and 
opportunity for direct engagement, 
support and growth of the science 
and practice of QIPS by urologists, 
affiliated health care professionals 
and trainees in our residency and 
fellowship programs.

The Engage with Quality Im-
provement and Patient Safety 
(E-QIPS) repository was officially 
launched in August 2021 and is an 
online collection of QIPS projects 
from members of the urological 
community. The aim of E-QIPS 
is to highlight QIPS accomplish-
ments, foster growth, encourage 
collaboration and elevate urologi-
cal care. E-QIPS submissions can 
take the form of either complet-

ed projects or works-in-progress. 
The goal of works-in-progress is 
to encourage others to partici-
pate in ongoing efforts to obtain 
future combined outcomes. Each 
E-QIPS guide is peer-reviewed 
and formatted to allow urological 
health professionals to understand 
the specific quality or safety prob-
lem, objectives, interventions, out-
comes, impact and sustainability 
with the purpose of transfer and 
application to local individual or 
group practice change.

Members of the QIPS Commit-
tee use a validated scoring guide to 
evaluate E-QIPS submissions. Spe-
cifically, we evaluate the definition 

of the problem, objectives, evidence 
of QIPS framework, resources and 
the intervention. Once evaluated, 
scores are returned to the authors 
with one of the following classifica-
tions: reject with recommendations 
for improvement, accept with the 
need for revision based on review-
er comments and accept with the 
option for revision. If accepted, the 
E-QIPS guide will be posted on the 
AUA website. This can be listed as 
a peer-reviewed publication and 
does not prevent the authors from 
submitting to a journal if they de-
sire to do so.

While still in the early stages 
since its inception, we are encour-

aged and excited about the initial 
interest and high-quality projects 
already submitted. To date, sev-
en completed projects and two 
works-in-progress have been 
published. E-QIPS has been in-
troduced at national meetings in-
cluding the Society of Academic 
Urologists (SAU) and AUA2022. 
Presentations are planned for up-
coming AUA section meetings to 
further promote and encourage 
participation. We have begun 
discussions with AUA Publica-
tions to identify the best venue 
for publication of these projects 
in the future.

We invite all members of the 
urological community to showcase 
their QIPS initiatives by submitting 
a project. We are specifically look-
ing for concise tutorials of proven 
urological practice improvement 
strategies that can be replicated 
and applied to other practices to 
potentially increase safety, efficacy 
and efficiency of patient care. We 
would be excited to review any 
projects fitting this description, 
whether they be in the operating 
room, clinic, ambulatory centers or 
other appropriate environments. 
We also encourage you to visit the 
website to view the excellent proj-
ects already part of the E-QIPS 
repository. For further details on 
how to submit a project or to view 
E-QIPS Guides, please visit AU-
Anet.org/E-QIPS. STOP
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How I Became “The Whiz”
Neil H. Baum, MD
Tulane Medical School, New Orleans, Louisiana

Can you imagine the joy of be-
ing able to entertain a 5-year-old 
child and a 95-year-old at the same 
time? Magic is a unique hobby that 
allows for just that.

As a youth, I had a deep curiosi-
ty about magic. I grew up in a small 
town, Wooster, Ohio, and enjoyed 
going to magic shows in nearby cit-
ies. Over time, I developed a lim-
ited repertoire that I used to enter-
tain others.

During my second year at the 
University of Wisconsin, I went to 
the Rose Bowl game in Los Ange-
les. I stumbled into a joke/magic 
store. There was an older man at 
a counter doing magic tricks with 
cards. I asked for his deck of cards 
and did a simple trick where I not-
ed the bottom card of the deck 
(called the key card) and asked the 
older man to place his card on the 
top of the deck. The man behind 
the counter cut the deck and placed 
that key card on top of his card. I 
fanned the deck with the faces to-
wards me, noted the card below 
the key card, and then revealed it 
in as magical a flourish as possible.

Another customer was standing 
beside me. Observing the simplic-
ity of my trick, he asked me, “Do 
you know who this man is?” When 
I told him I didn’t recognize him, 
he told me to look at the wall be-
hind the counter. I saw life-size pho-
tos of famous magicians, including 
Harry Houdini, Howard Thurston 
and Harry Blackstone. I matched 
one picture with the man behind 
the counter and I discovered that I 
had performed a magic trick on the 
great Harry Blackstone, Sr. What 
chutzpah! (Yiddish for “extreme 
self-confidence”)

Mr. Blackstone then showed me 
a few tricks and offered his book on 
learning magic. I bought the book, 
Blackstone’s Magic Anyone Can Do, 
and it launched my career as “The 
Wiz.”

I practiced the tricks in Black-
stone’s book and added a few card 
and coin tricks to my limited reper-
toire. Medical school at Ohio State 

did not allow time for either the 
practice or performance of mag-
ic. I did enter a few talent contests 
but was never able to outperform 
the talents of my fellow students. I 
did, however, meet another famous 
magician and inventor, U. F. Grant, 
who was a descendant of President 
U. S. Grant.

U. F. Grant suggested that I join 
the International Brotherhood of 
Magicians, and he introduced me to 
the local club in Columbus, Ohio. 
There, I met several magicians 
who were willing to share their 
magic and offer suggestions for im-
proving my craft. I joined the club 
after a tryout requiring a 15-minute 
routine. This short performance 
was intense, as these were seasoned 
magicians who would be critical of 
my mistakes. Nevertheless, all went 
well, and I was welcomed into the 
brotherhood. I have remained a 
member for 50 years and have 
achieved the title of “Order of Mer-
lin” for my long-term commitment 
to all things magical.

As a med student, I would travel 
with “my act” to Michigan’s Upper 
Peninsula, doing weekend shows 
at ski resorts in exchange for a ski 
lift ticket. My career as a resort 
magician ended abruptly on my 
return to Columbus, Ohio. When 
I opened the trunk of my car, I dis-
covered that my rabbits had frozen 
to death! I was shocked and sad-
dened, and since that day I have 
never included animals in any of 
my performances.

I did receive a favorable re-
sponse when I volunteered to do a 
magic show for the prisoners at the 
Ohio State Penitentiary. There was 
not much competition, and I had 
a genuinely captive audience, but 
they seemed to truly appreciate the 
diversion my illusions provided.

I moved to New Orleans in 1979. 
I frequented the Tulane University 
campus and once attended a talent 
night competition for undergrad-
uates. A freshman, Gary Mandel-
blatt, did a magic routine that ended 
with a torn and restored newspaper 
trick. I approached Gary and told 
him that I was an amateur magician 
who would like to learn that trick. 

He obliged, and the torn and re-
stored newspaper routine has been 
my closer ever since.

After medical school, I became 
interested in public speaking, us-
ing magic to enhance my messag-
es. I bring out the newspaper and 
tear the paper into many pieces. I 
use this as a metaphor for the cur-
rent health care system often being 
torn into many pieces, including 
conflict between doctors and pa-
tients, doctors and hospitals, doc-
tors and insurance companies, and, 
of course, between doctors and the 
legal profession. I then talk about 
the rough edges of the torn paper 

corresponding to the rough edg-
es that some doctors experience, 
such as burnout. I recommend that 
members of the audience consider 
following a few of the suggestions in 
my presentation. I conclude by say-
ing, “Amazing magical results are 
in store for all of you!” as I restore 
the paper to its original condition. 
Along the way I had the opportuni-
ty to meet David Copperfield (Fig. 
1), and perform for such luminaries 
as Hall of Fame football players Joe 
Montana and Jerry Rice. (Fig. 2)

Magic was a great icebreaker 

OUT OF OFFICE

Figure 1. David Copperfield, Dr. Steve Price and The Whiz.

Figure 2. The Whiz performing for Joe Montana (left) and Jerry Rice (right).
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with my younger patients. It’s a 
challenge for a 5-year-old patient 
to overcome the anxiety and fear 
of a doctor’s appointment. Howev-
er, using magic, it was easy to win 
them over after finding that nickel 
behind their ears!

Often, older patients who 
learned that I was a magician would 
request a trick. If I was on sched-
ule, I would ask patients to come 
out of the examination rooms and 
into the reception area. I would do 
a trick, and I would close by say-
ing, “Showtime is over. Everyone, 

please return to your rooms.”
I encouraged my 3 children 

to learn a few magic tricks; all 3 
showed initial interest, but to date, 
none have made it to “America’s 
Got Talent” or “American Idol.”

I also do magic for my grandchil-
dren, who refer to me as “G-Wiz.” 
On occasion, I am asked to do a 
magic show at their school. One 
grandson, just 3 years old, seems 
to be more impressed with how the 
magic fools him and less concerned 
about showing his skill to others.

You might be wondering how 

“The Wiz” became “The Whiz.” 
As a urologist, the word “whiz” has 
a special meaning for us and our 
male patients. I changed my name 
to “The Whiz,” enjoying the dou-
ble entendre provided by adding 
that single letter.

Well, there you have it, from 
the origins of “The Whiz” to my 
present-day devotion to the hob-
by. Equipped with my small in-
ventory—a deck of cards, some 
dollar bills and a few rubber 
bands—I am always ready to per-
form. At a moment’s notice, my 

doctor’s hands swing seamlessly 
into sleight-of-hand. Magic can 
be mystical, and magic can even 
be medicinal. I love to dispense it 
whenever and wherever I am re-
quested. Just ask me. STOP

“ Magic can be 
mystical, and 
magic can even  
be medicinal.”

W. Hardy Hendren III, MD, 1926–2022
Ron Rabinowitz, MD, FAAP, FACS
University of Rochester Medical Center, New York 

On March 1, 2022, Dr. Hardy 
Hendren, one of the foremost pe-
diatric surgeons in the world, died 
at age 96 (Fig 1.). He was born on 
February 7, 1926, in New Orleans, 
Louisiana and at age 7 moved with 
his parents and 2 sisters to Kansas 
City, Missouri. Following family 
tradition, he graduated high school 
from the Woodberry Forest School 
in Virginia at age 17. At a high school 
football game, he met the love of 
his life, Eleanor McKenna, whom 
he married at age 21; they were life 
partners for the next 75 years. After 
enrolling at Dartmouth, he enlisted 
in the Navy in 1943 and became 
a carrier-qualified naval aviator 
aboard the USS Saipan.

Following 3 years on active 
duty, he returned to Dartmouth for 
his BA degree and his first 2 years 
of medical school. He graduated 
cum laude from Harvard Medical 
School in 1952. As a senior, he 
was an instrumental leader in the 
creation of the National Intern-
ship Matching Program from the 
Boston Pool Plan. Following an 
internship and residency at Massa-
chusetts General Hospital (MGH), 
including a year at Children’s Hos-
pital Boston under Robert Gross, 
he completed a chief residency at 
MGH, followed by a chief residen-
cy at Boston Children’s.

In 1960, after 8 years of surgical 
training, he returned to MGH as 
Chief of the new Department of Pe-
diatric Surgery, where he remained 
for the next 22 years. In 1982, he 
became Chief of Surgery at Boston 
Children’s Hospital and the first 
Robert E. Gross Professor of Sur-
gery at Harvard Medical School, 
a position he held for 16 years. In 
2012, Dr. Hendren was named Dis-
tinguished Robert E. Gross Profes-
sor of Surgery at Harvard Medical 
School, Chief of Surgery Emeritus 
at Boston Children’s Hospital and 
Honorary Surgeon at MGH. Har-
vard Medical School established 
the Hendren Chair in Surgery in 
2008. In 2014, colleagues and for-
mer trainees formed The W. H. 

Hendren Education Foundation for 
Pediatric Surgery & Urology. The 
Hendren Project, a nonprofit on-
line educational resource for pedi-
atric surgeons and urologists, now 
has over 5,000 regular users from 
138 countries.

Hardy Hendren was a pioneer 
in the reconstruction of the most 
complicated general surgical and 
urological congenital anomalies. In 
addition to his clinical and surgical 
expertise, he was a prolific writer, 
authoring more than 300 publica-
tions. A committed caregiver, he 
was also a world-renowned teach-
er, traveling to more than 60 coun-
tries to perform reconstructive sur-
gery. He lectured the world over, 
teaching the management of these 
complex cases. Dr. Hendren was 
a member of and had leadership 
roles in numerous scientific orga-
nizations, including the American 
College of Surgeons, American 
Surgical Association, American 
Pediatric Surgical Association, 
AUA, Society for Pediatric Urol-
ogy, British Association of Pediat-
ric Surgeons, American Academy 
of Pediatrics (Surgical Fellow and 
Urology Fellow), Royal College of 
Surgeons of England and the Roy-
al College of Surgeons of Ireland. 
Dr. Hendren received many pres-
tigious awards, including both the 
William E. Ladd Medal and the 
Urology Medal from the American 
Academy of Pediatrics, the Denis 

Browne Medal from the British As-
sociation of Pediatric Surgeons, the 
Distinguished Service Award from 
the American Pediatric Surgical 
Association, and both the Certif-
icate of Achievement Award and 
the Victor Politano Award from 
the American Urological Associa-
tion (Fig 2.).

I first met Dr. Hendren in the 
fall of 1975 when I was a Pediatric 
Urology Fellow at the Hospital for 
Sick Children, Toronto. I had read 
his writings and knew of him. He 
was visiting and interviewing for 
either Chief of Urology or Chief of 
Surgery (I think Urology, but can’t 
be certain). I do remember that he 
spoke with the Pediatric Urology 
faculty. My mentor, Dr. Martin 
Barkin, brought him to my cubi-
cle to discuss what I was  working 

GIANTS OF UROLOGY

Figure 1. Dr. Hardy Hendren (courtesy of The 
Hendren Project).

HOW I BECAME “THE WHIZ”
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“ Hardy Hendren 
was a pioneer in 
the reconstruction 
of the most 
complicated 
general surgical 
and urological 
congenital 
anomalies.”
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on. I was the only Fellow that year, 
so we spent about a half hour to-
gether. He was interested in the 
clinical research projects that I was 
working on, especially my work 
on megaureters and differences 
in management depending upon 
etiology. He thought the project 
was excellent and encouraged 
me to continue and, especially, 
to publish. Two years later, when 
the project received the AUA First 
Prize for Clinical Research, he was 
very congratulatory and thanked 
me for contributing to the litera-
ture on one of his favorite topics. 
I subsequently met him multiple 
times at the American Academy 
of Pediatrics Section on Urology, 

American Pediatric Surgical Asso-
ciation and AUA meetings. He al-
ways knew who I was, said that he 
liked my presentations and some-
times offered helpful comments. 
The last time I saw him was at the 
AUA in San Diego in May 2016. 
My wife Sally and I were in line 
behind Hardy and Eleanor, and 
we spoke for about 15 minutes. 
He asked me what I was working 
on and we had a nice discussion 
about urological history and the 
importance of teaching history—as 
well as clinical care and surgical 
techniques—to our trainees. Hardy 
Hendren was always a first-class 
gentleman whenever we met. He 
will be missed. STOPFigure 2. Dr. Hendren receiving the Victor Politano Award from AUA President William Gee in 2016.

W. HARDY HENDREN III, MD, 1926–2022
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The Safety and Efficacy of Sexual Supplements
Lawrence C. Jenkins, MD, MBA
Tucson, Arizona

Nicolas M. Ortiz, MD
University of Virginia, Charlottesville

Nelson E. Bennett, MD
Northwestern University, Chicago, Illinois

There is an increasing number 
of patients looking for natural op-
tions to aid in their sexual function-
ing. This has become a growing 
industry and the global market for 
sexual enhancement supplements 
is estimated at $300 million in 
the year 2020 and is projected to 
reach $608 million by 2030, based 
on a compound annual growth 
rate >9%. This has attracted many 
companies to distribute products 
with many sometimes false claims. 
These products are also of varying 
quality and sometimes with con-
taminants like prescription drugs. 
Generally, manufacturers do not 
need U.S. Food and Drug Admin-
istration (FDA) approval before 
producing or selling but must en-
sure safety and good manufactur-
ing practice. The FDA acts against 
unsafe products after they reach 
the market under the Dietary Sup-
plement Health and Education Act 
of 1994. There have been reports 
of erectile dysfunction (ED) sup-

plements containing prescription 
drugs such as sildenafil and tadala-
fil.1 The FDA maintains a website 
for “Tainted Sexual Enhancement 
Products” at https://www.fda.gov/
drugs/medication-health-fraud/
tainted-sexual -enhancement- 
products.

Most herbal supplements pro-
vide minimal harm; however, 
there are limited efficacy data. 
Verification by the United States 
Pharmacopeia, an independent 
nonprofit organization, ensures 
the product contains the ingredi-
ents on the label in the declared 
potency and amount, does not 
contain harmful contaminants 
and has been made using good 
manufacturing practices. Unfor-
tunately, most of the sexual sup-
plements available do not utilize 
any independent testing like 
that done by the United States 
Pharmacopeia to assure prod-
uct quality. Thus, quality is the 
main concerning feature in this 
product market, which limits 
any recommendation for use. As 
providers, we should warn our 
patients that although there may 
be low safety risks, they may not 
be getting exactly what they are 
paying for.

The following section is a breakdown 
of some of the most common ingredients 
found on the market today.2 

Ashwagandha
Withania somnifera, common-

ly used in Ayurvedic medicine 
since ancient times as an anti-stress 
agent, aphrodisiac, for impotence 
and infertility treatment. Active 
components include alkaloids, ste-
roidal lactones, saponins and with-
anolides.

Mechanism of action (MOA): 
Anti-inflammatory and neuropro-
tective effects, possible influence 
on hypothalamic-pituitary-gonadal 
axis.

Adverse effects (AEs): Mild/
moderate drowsiness, upper gastro-
intestinal discomfort, loose stools.

Research: Three randomized 

controlled trials (RCTs) and 1 
RCT/crossover showed an effect 
on testosterone concentrations in 
men.3 All were small with only 45-
60 patients. Three studies showed 
a benefit and averaged a 14% in-
crease in testosterone vs placebo; 1 
study showed no benefit.

Ginseng
There are several different types: 

Korean, Asian, Chinese or red gin-
seng, American ginseng and Sibe-
rian ginseng. Ginsenosides are the 
principal molecular ingredients of 
ginseng.

MOA: Activates endothelial 
NOS to release nitric oxide (NO) 
and inhibit calcium accumulation. 
Also, it can activate large-con-
ductance K calcium channels in 
smooth muscles. Has antioxidant 
properties.

AEs: Headache, nausea, consti-
pation, insomnia.

Research: In an article by Choi et 
al, 8 weeks of ginseng tablets vs pla-
cebo resulted in a statistically signif-
icant increase in International In-
dex of Erectile Function (IIEF-15): 
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“ Most herbal 
supplements 
provide minimal 
harm; however, 
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efficacy data.”
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from mean ± SD 40.95 ± 7.05 to 
46.19 ± 12.69.4

maca (Lepidium meyenii)
Used for centuries by native An-

dean populations as an aphrodisi-
ac, energizer and enhancer of fer-
tility and sexual function.

MOA: Unknown.
AEs: Gastritis and insomnia.
Research: Only 1 RCT, which 

examined 50 men with mild ED.2,5 
The authors concluded that the 
data were insufficient to draw con-
clusions on the efficacy of maca rel-
ative to sexual function.

Tribulus terrestris
Used in medicinal herbs by 

Ayurvedic medicine for various 
ailments, in Western medicine it is 
used to improve sexual function.

MOA: The ingredient proto-
dioscin may lead to an aphrodi-
siac-like effect via an increase in 
some sex hormones. Erectogenic 
effects are via conversion of pro-
todioscin to dehydroepiandroste-
rone. Concentration-dependent re-
laxation of the corpus cavernosum 
via NO/NO synthase pathway.

AEs: Elevation of transaminases 
leading to hepatic toxicity, nephro-
toxicity.

Research: A prospective RCT 
included 180 males 18–65 years old 
with mild to moderate ED.6 Ex-
clusion of hypertension, diabetes 
mellitus (DM) and metabolic syn-
drome. Results showed that IIEF 
increased 2.7 points in the Tribulus 

group (p <0.0001). However, there 
was no change in serum testoster-
one levels.

Horny Goat Weed (Yin 
Yang Huo)

Epimedium species, usually E. 
grandiflorum; leaves or roots are 
used. Commonly used in Chinese 
medicine.

MOA: Active ingredient = ica-
riin (a flavonol glycoside) with 
phosphodiesterase type 5 inhibitor 
activity.

AEs: Generally mild. One re-
port of hypomania and tachyar-
rhythmia.

Research: There have been no 
human studies. In animal studies, 
rats were fed icariin for 4 weeks fol-
lowing cavernosal nerve injury and 
showed improved penile hemody-
namic parameters when compared 
with placebo.5

Yohimbe/Yohimbine
Yohimbe bark extract is tradi-

tionally used in Africa as an aph-
rodisiac. Modern-day marketing is 
for ED and delayed orgasm.

MOA: It is believed to block the 
alpha-2 adrenoceptors in the locus 
coeruleus in the brain. In the pe-
riphery, it’s suggested to inhibit al-
pha-1 and alpha-2 adrenoceptors as 
well as enhance the release of NO 
from cavernosal endothelial cells.

AEs: High blood pressure, in-
creased heart rate, bronchospasm, 
palpitations, insomnia, anxiety, ir-
ritability, shivering, sweating, nau-
sea, flushing and headaches, which 
all can be attributed to its central 
adrenergic activity.

Research: A meta-analysis (1998) 
reviewed 7 placebo-controlled tri-
als and determined yohimbine was 
superior to placebo for the treat-
ment of ED.2,5

Fenugreek
One of the oldest medicinal 

plants, it has been described as a 
panacea, a cure-all. A description 
of the plant was found in “Ebers 

Papyrus” circa 1550 BC.
MOA: The seeds contain sev-

eral compounds: diosgenin—a pre-
cursor for hormone production, 
amino acids (arginine), vitamin D, 
essential oils and lipids.

AEs: None reported.
Research: One double-blind, pla-

cebo-controlled RTC in 60 males 
without ED: 600 mg fenugreek vs 
placebo for 6 weeks.7 It led to an in-
crease in sexual arousal and orgasm 
domains on Derogatis  Interview 
for Sexual Functioning-Self Re-
port scale. It also increased muscle 
strength, energy and well-being. 
However, total testosterone and 
prolactin levels remained normal.

Arginine
It has a long history as a sexu-

al supplement, especially before 
phosphodiesterase type 5 inhibitor 
was introduced.

MOA: It is an immediate precur-
sor of NO. When using supraphysi-
ological doses (usually >3 mg/day), 
increased production of NO en-
sues. The increased bioavailability 
of NO is thought to enhance erec-
tile function.

AEs: 10% decrease in systolic 
blood pressure.

Research: In a placebo-con-
trolled RCT by Chen et al, 50 
men with ED were randomized to 
5 gm/day or placebo.8 At followup 
of 2 weeks, 31% L-arginine group 
vs 12% placebo group showed an 

increase in erectile function. The 
L-arginine group also showed in-
creased urinary NO production.

Vitamin D
Sources: Sunlight, fatty fish, for-

tified milk. Deficiency is associated 
with cardiovascular disease, hypo-
gonadism, depression and DM.

MOA: Increases endothelial 
NOS, affecting endothelial function.

AE: Weakness, dry mouth, nau-
sea, vomiting.

Research: Tirabassi et al in 2018 
showed a positive correlation with 
supplementation in bivariate anal-
ysis independent of testosterone 
levels, DM, hypertension or smok-
ing status.9 Canguven et al in 2017 
showed that 600 K IU/month for 
a year led to significant improve-
ments in IIEF-5, from 13.88 to 
20.25.10 STOP
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may be low safety 
risks, they may not 
be getting exactly 
what they are 
paying for.”

THE SAFETY AND EFFICACY OF SEXUAL SUPPLEMENTS
Arrow-right Continued from page 41

“ In animal studies, 
rats were fed 
icariin for 
4 weeks following 
cavernosal nerve 
injury and showed 
improved penile 
hemodynamic 
parameters when 
compared with 
placebo.5”



43AUANEWS   AUGUST 2022

Have You Read?
Craig Niederberger, MD, FACS
College of Medicine and College of Engineering, 
University of Illinois at Chicago

Wensink MJ, Lu Y, Tian L et 
al: Preconception antidiabet-
ic drugs in men and birth de-
fects in offspring: a nationwide 
cohort study. Ann Intern Med 
2022; 175: 665–673.

Special thanks to Drs. Kareim Khala-
falla and Samuel Ohlander at the Uni-
versity of Illinois at Chicago.

For pregnant women, diabetes 
is related to risks in pregnancy and 
to developmental and neonatal 
malformations in the fetus. Con-
sequently, diabetes is aggressively 
treated in women during preg-
nancy. But men don’t carry off-
spring, and a compelling question 
is whether to treat diabetes with 
medication as vigorously for the 
male attempting to conceive with 
his partner.

Over 1 million live births from 
mothers without diabetes or hy-
pertension and who were younger 
than 35 years old over a 20-year 
period were studied from the Den-
mark nationwide birth registry. 
Offspring were counted as exposed 
if the father had been prescribed 
any diabetic medication during 
the development of the fertilized 
sperm, defined as 3 months before 
conception. Over 36,000 offspring 
were observed to have 1 or more 
major birth defects, out of which 
somewhat over 7,000 were ex-
posed to diabetic medications for 
the father, including insulin, met-
formin, sulfonylurea and a hand-
ful of others. In the metformin-ex-
posed group, birth defects were 
statistically increased, with an odds 
ratio of 1.4 compared to insulin-ex-
posed groups, unexposed siblings 
or offspring of fathers filling a met-
formin prescription before or after 
the fertilized sperm period. Out of 
all birth defects, genital anomalies 
were found to be more prominent 
in those with fathers treated with 
metformin and exclusively in boys, 
with an odds ratio of 3.4.

Metformin is a well-established 
first-line therapy for diabetes. 
This study presents compelling 
evidence that using it during the 
3 months prior to conception in 

fathers substantially increases the 
risk of major birth defects and es-
pecially genital anomalies in baby 
boys. While this observation needs 
to be replicated in other studies, it 
certainly gives pause to using met-
formin to treat diabetes in fathers 
in the preconception period.

Ory J, Nackeeran S, Balaji 
NC et al: Secondary polycy-
themia in men receiving tes-
tosterone therapy increases 
risk of major adverse cardio-
vascular events and venous 
thromboembolism in the first 
year of therapy. J Urol 2022; 
207: 1295–1301.

Special thanks to Drs. Susan Talamini 
and Samuel Ohlander at the University 
of Illinois at Chicago.

Between 2003 and 2013, the use 
of testosterone replacement ther-
apy increased 3- to 4-fold in the 
United States. Given the ubiqui-
tous marketing, availability and 
consumer awareness of this thera-
py, its use is expected to continue 
to grow. Consequently, research 
into potential adverse events and 
factors that predispose to problems 
is crucial for patient safety. This 
multi-institutional retrospective co-
hort study investigated the risk of 
major adverse cardiovascular and 
thromboembolic events associated 
with polycythemia secondary to 
testosterone therapy.

After matching for comorbid-
ities, 2 comparison groups were 
established, those who had a pre-
treatment testosterone less than 
350 ng/ml and who developed an 
elevated hematocrit, defined as 
greater than 52% within 1 year of 
testosterone therapy, and those for 
whom a high hematocrit didn’t oc-
cur. There were nearly 6,000 men 
in each group.

The authors observed the risk 
of a major adverse cardiovascu-
lar or thromboembolic event to 
be 5.2% in men who developed 
polycythemia compared to 3.9% 
in those men who did not, with an 
odds ratio of 1.35. When parsing 
different hematocrit levels, the 
odds of an event remained higher 
in the polycythemia group when 
defined as a hematocrit greater 

than 54%, but no difference was 
observed between groups if the 
hematocrit threshold was defined 
as greater than 50%. The authors 
did not find a difference in major 
adverse events in hypogonad-
al men on therapy versus those 
not on therapy when hematocrit 
levels remained below 52%. This 
finding supports that it is the ad-
verse response that increases 
risk rather than purely the use of 
 testosterone.

The authors conclude that 
the appearance of polycythemia 
during treatment with testosterone 
therapy is an independent risk fac-
tor for major adverse cardiovascu-
lar or thromboembolic events in 
the first year of therapy and stress 
the importance of considering the 
level of the hematocrit as an inde-
pendent variable.

Catto JWF, Khetrapal P, Ric-
ciardi F et al: Effect of ro-
bot-assisted radical cystec-
tomy with intracorporeal 
urinary diversion vs open 
radical cystectomy on 90-
day morbidity and mortality 
among patients with blad-
der cancer: a randomized 
clinical trial. JAMA 2022; 327: 
2092–2103.

Special thanks to Drs. Hari Vi-
gneswaran and Simone Crivellaro at 
the University of Illinois at Chicago.

With its challenging location 
in the bony pelvis and care to be 
taken sparing delicate nerves and 
creating a continent urethral anas-
tomosis, and a medical specialty in 
urology replete with technophiles, 
radical prostatectomy quickly es-
tablished itself as the “killer app” 
for the surgical robot. For other 
urological surgeries such as blad-
der cancer, the jury is still out.

The iROC trial was an inves-
tigator-initiated, phase 3, multi-
centered, randomized study con-
ducted at 9 high-volume centers 
in the United Kingdom comparing 
open radical cystectomy to robot-
ic-assisted laparoscopic radical cys-
tectomy for nonmetastatic bladder 
cancer with less than or equal to 
N1 disease. Importantly, all ro-
botic cystectomies were followed 

by intracorporeal reconstruction, 
distinguishing iROC from the re-
cent landmark RAZOR trial. Ap-
proximately 300 patients were ran-
domized 1:1 to each arm, with the 
primary endpoint of days outside 
a hospital and alive within 90 days 
from surgery, along with secondary 
outcomes including quality of life 
and survival.

Most patients had good functional 
status with ECOG 0-1, and approx-
imately one-third of the patients re-
ceived neoadjuvant chemotherapy. 
The median number of days out-
side the hospital within 90 days of 
surgery was statistically improved 
for the robotic arm by 2 days, at 82 
versus 80 days. There was no differ-
ence in survival. Length of stay, at 
7 versus 8 days, thromboembolic 
events, at 2% versus 8%, and wound 
complications, at 6% versus 16%, fa-
vored robotic surgery.

While not a slam dunk in surviv-
al, this well-conducted study seems 
to favor using the surgical robot 
in radical cystectomy in length 
of stay, thromboembolism and 
wound complications. STOP

“ The authors 
conclude that 
the appearance 
of polycythemia 
during treatment 
with testosterone 
therapy is an 
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major adverse 
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year of therapy 
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AUA Treasurer’s Report: 2021
Thomas F. Stringer, MD, FACS
Treasurer, American Urological Association

The first face-to-face annual 
AUA meeting since 2019 recently 
and successfully concluded in New 
Orleans. It was widely embraced 
by our members and industry part-
ners. The annual business meeting 
was held concurrently and includ-
ed the Treasurer’s report which 
updated those in attendance on the 
AUA’s financial position and relat-
ed activities particularly in regards 
to the fiscal year 2021. Routinely, 
the annual Treasurer’s report fol-
lows in AUANews in an effort to 
additionally communicate to the 
membership on the status and 
progress of the AUA in regards to 
current financials and outlook.

The AUA’s finances are report-
ed on a combined basis. The four 
entities include the American Uro-
logical Association, Inc. (AUAER), 
the American Urological Associa-
tion, Inc. (AUA Inc.), the American 
Urological Association, Inc. Politi-
cal Action Committee (AUAPAC) 
and the Urology Care Foundation, 
Inc. (UCF).   Collectively, these en-
tities are referred to as the “AUA”.

The return to an in-person An-
nual Meeting for 2022 follows two 
years of unpredictable circum-
stances and incredible resilience.   
In 2020 a great deal of uncertain-
ty remained related to COVID-19 
and to the past and ongoing impact 
on in-person meetings.  There was 
a certain optimism around the real-
ity of having a re-scheduled annual 
meeting in September of 2021 in 
Las Vegas. We all know that in the 
end, an in-person meeting was not 
feasible. Once again, the quickness 
and adaptability of AUA Secretary 
John Denstedt, Office of Education 
chair Jay Raman and AUA staff 
made the conversion of the annual 
meeting to a virtual only format not 
only possible but viable. 

The line graph in Figure 1 de-
picts historical operating results 
and includes budget projections for 
2022. The blue line reflects oper-
ating revenue and the orange line 
operating expenses. A sharp down-
turn in both revenue and expenses 
is noted for 2020 which is reflective 
of the loss of the in-person meeting. 
Remember that the AM is the larg-

est source of operating revenue for 
the AUA. Concurrently, expenses 
were curtailed with the execution 
of aggressive cost control measures 
that resulted in a small positive 
margin for 2020. 2021 operating 
results, on the other hand, reflect a 
substantial positive margin. This is, 
in large part, a result of non-recur-
ring revenue from the dogged pur-
suit by AUA staff to obtain federal 
COVID relief funds including the 
forgiven PPP loan ($3.5M) and the 
Employee Retention Credit pro-
gram ($3.25M). That, along with 
final 2020 meeting cancelation in-
surance proceeds, accounted for 
more than $9 million of revenue 
unique to 2021. Budgeted revenues 
and expenses are expected to more 
closely resemble pre-COVID lev-
els in 2022. 

The pie chart in Figure 2 further 
breaks out sources for revenue 
and expenses for the combined 
AUA entities fiscal year 2021. The 
‘Miscellaneous’ category on the 
revenue side includes the federal 
non-recurring revenue; this cate-
gory routinely represents a much 
smaller part of the pie. As men-
tioned, the AM is the usual pre-
dominant source of revenue for 
the AUA, followed by the Office 
of Education and Publications are. 
Surplus funds generated by these 
programs are used to support the 
mission-based programs of the 
AUA within education, research 
and advocacy. The combined rev-
enue for 2021 exceeded $44 mil-
lion and included several a-typical 
revenue items specific to business 
support during the pandemic.  The 
combined expenses were slight-
ly over $34 million and reflected 
cost mitigating efforts in many pro-
grams and support areas.   

The AUA is an agile organiza-
tion that has continuously placed 
a strong emphasis on fiduciary 
responsibility to its membership. 
The Board of Directors and sea-
soned AUA management team 

have a long history of careful 
fiscal planning and stewardship. 
This remains essential to the sus-
tainability of the financial health 
of the organization and allowed 
the AUA to withstand the unpre-
dictable challenges of the last  
2 years.  

Over the last decade, the AUA 
board has approved fiscal policies 
presented by the Finance Commit-
tee to limit deficit spending and to 
allow for the expansion of member 
programs including Data, Science 
& Quality, and Policy & Advoca-
cy. More recently, the Board has 
supported programs to enhance 
supplemental revenue including 
through publishing royalties. Last 
year the AUA Board completed a 
strategic and comprehensive anal-
ysis of spending needs and invest-
ment policies. That effort was to 
ensure that AUA will continue to 
meet the short-, intermediate- and 
long-term cash needs and spending 
obligations necessary to support  
its mission. 

Through a combination of pru-

dent annual budgeting and budget 
reforecasting, the AUA Board has 
demonstrated that it can proactive-
ly identify challenges to revenue 
streams and adjust operations as 
needed. At the same time, the AUA 
strives to recognize and capitalize 
on new opportunities as they pres-
ent. Within the next month or so, 
the AUA staff and financial team 
will begin the 2023 budget and 
2022 budget reforecast process. 
This will include careful analysis 
and input from all programs. We 
have recently finished a long-term 
investment allocation analysis with 
our advisor, Vanguard, which vali-
dated our investment strategy and 
affirmed AUA is adequately posi-
tioned to withstand recent market 
volatility. 

The AUA remains committed to 
the tripartite mission of education, 
advocacy and research to advance 
urologic care and to bring value to 
our members and our patients. As 
Treasurer and part of the AUA fi-
nancial team, I welcome your ques-
tions and input. STOP

Figure 1. Historical operating results, including 2022 budget.

Figure 2. 2021 AUA combined operating revenue and expense.

“ The AUA’s 
finances are 
reported on a 
combined basis.”
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Greetings from the New Chair
Matthew Nielsen, MD, MS
AUA Science and Quality Council Chair  
University of North Carolina, Chapel Hill

It is a great honor for me to write 
to you today in my first column 
as Chair of the AUA’s Science & 
Quality (S&Q) Council. For those 
of you I haven’t yet had the chance 
to meet, I grew up in the Midwest, 
completed medical school and resi-
dency at Johns Hopkins and joined 
the faculty at UNC Chapel Hill in 
2008, where I currently serve as 
Professor and Chair. I’m a urolog-
ic oncologist and health services 
researcher and have had the priv-
ilege to serve in a variety of roles 
locally at UNC and nationally with 
the AUA and other organizations 
at the interface of quality, policy 
and evidence-based performance 
improvement.

The AUA established the S&Q 
Council structure in 2014, with J. 
Stuart Wolf as the inaugural Chair. 
This structure integrates and co-

ordinates efforts across the Data, 
Guidelines and Quality Improve-
ment and Patient Safety (QIPS) 
Committees, creating invaluable 
strategic alignment to support the 
mission of advancing urology. After 
completing the AUA Leadership 
Program under the mentorship of 
Past President Tony Bueschen in 
2013, I served on the QIPS Com-
mittee under Dr. Wolf’s leadership 
and was honored to be appointed 
QIPS Committee Chair in 2019, 
serving in that role during Dr. Da-
vid Penson’s term as S&Q Council 
Chair. I am personally very grateful 
to Drs. Wolf and Penson for their 
mentorship, and we should all be 
very grateful for their leadership, 
during which time the Council has 
positioned the AUA to meet the 
challenges of the volatile and un-
certain environment of health care 
delivery in the 21st century. These 
are big shoes to fill!

Thanks to the vision of Drs. Wolf 

and Penson, and the tremendous 
contributions of AUA members 
and staff across the S&Q Commit-
tees, we have much to celebrate. 
The AUA Guidelines are the gold 
standard in the specialty with un-
paralleled rigor and reach. Dr. Pen-
son led a refinement of the guid-
ance document types published by 
the AUA, maintaining the excel-
lence of the Guidelines and adding 
Clinical Consensus Statements and 
QI Issue Briefs to better meet the 
needs of members. The AUA Cen-
sus provides invaluable and unique 
insights into urology practice, and 
AQUA, the AUA’s Qualified Clin-
ical Data Registry, continues to 
grow, providing a vehicle for qual-
ity improvement and participation 
in federal payment programs, as 
well as a unique resource for urolo-
gy research. The QIPS committee 
convened a Measure Evaluation 
Panel to support the stewardship 
and strategic development of 

urology-specific quality measures 
in AQUA, and launched Engage 
with QIPS (E-QIPS), a learning 
community to support dissemina-
tion of best practices and a space 
for members to share experiences 
and practical tools to improve pa-
tient care.

We are excited to turn the page 
on the next chapter of the S&Q 
Council, building on the success-
es of the past several years and 
continuing to pursue further align-
ment to better serve our members, 
our patients and the specialty. Giv-
en the tremendous momentum 
across Guidelines, the AQUA reg-
istry, the Census and activities in 
QIPS, opportunities for the S&Q 
Council’s strategic integration to 
deliver value to our members, our 
patients and other stakeholders 
are limitless. I welcome your input 
and participation, and am grateful 
for the opportunity to serve in this 
new role. STOP

FROM THE AUA SCIENCE & QUALITY COUNCIL
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Recap of the Society of Urodynamics, Female Pelvic  
Medicine &Urogenital Reconstruction 2022 Program  
at the AUA Annual Meeting
David A. Ginsberg, MD
SUFU President 
Keck School of Medicine of USC, California

After a two-year hiatus due to 
the pandemic, it was wonderful 
for SUFU (Society of Urodynam-
ics, Female Pelvic Medicine & 
Urogenital Reconstruction) to be 
able to host an in-person program 
at the AUA Annual Meeting. The 
theme was how the various AUA 
guidelines, applicable to the prac-
tice of female pelvic medicine and 
reconstructive urology, should be 
optimally interpreted and used. 
Drs. Jaspreet Sandhu and Blayne 
Welk did an outstanding job put-
ting the program together, which 
was kicked off by Dr. Peter Clark, 
who recently rotated off as Chair of 
the AUA Practice Guideline Com-
mittee, who discussed the guide-
lines process. There were five main 
topics that were covered during the 
afternoon session.

The first few sessions, moderated 
by Dr. Sandip Vasavada, focused 
on overactive bladder with debates 
on the optimal use of oral therapies 
and third line therapies once oral 
therapies have failed. The poten-
tial concerns related to impact on 
cognition with anticholinergics (as 
well as other side effects such as 
dry mouth and constipation) ver-
sus the potential extra cost asso-
ciated with beta-3 agonist use was 
discussed. Drs. Doreen Chung and 
CR Powell debated the optimal 
third line therapy for a 60-year-old 
woman with OAB. The primary 
take home was there is not one op-
tion for each patient with a variety 
of factors impacting the decision 
such as associated other symptoms  
(eg SNS would be a preferable 
option in patients who also have 
fecal incontinence or issues of in-
complete emptying), avoiding bot-
ulinum toxin if a patient is unable 
to catheterize and avoiding PTNS 
if the patient cannot attend week-

ly sessions for the first 12 weeks of 
therapy (though that may be evolv-
ing with the ability to use an im-
plantable tibial nerve stimulator).

Drs. Kathleen Kobashi and 
Rena Malik moderated the ses-
sions focused on stress urinary 
incontinence (SUI). The first de-
bate focused on repeat midure-
thral (MUS) vs nonmesh sling for 
a woman with recurrent UTI and 
the second debate of this session fo-
cused on whether to reassure or en-
courage an alternative for a woman 
who is unsure about the safety of a 
synthetic MUS. For recurrent SUI, 
both MUS and autologous fascial 
slings (AFS) are viable options and 
patient counseling is an important 
part of the process towards making 
a decision. For the patient unsure 
about synthetic slings, counseling 
regarding the pros and cons of all 
options–pelvic floor therapy, MUS, 
AFS and urethral bulking–allows 
for patients to be optimally edu-
cated and allow for a choice to be 
made in a shared decision making 
process. In fact, with many of the 
above mentioned alternatives be-
ing viable options for each scenar-
io, the process of shared decision 
making was a vital and common 

theme and take home message 
from both debates.

Dr. Alan Wein moderated the 
sessions focused on urodynam-
ics, which went through a variety 
of case scenarios evaluating how 
these studies should be optimally 
used. There is general agreement 
that urodynamics are unnecessary 
in straightforward patients with 
SUI or overactive bladder. Clini-
cal scenarios that were presented 
in this session highlighted when 
urodynamics can be helpful and 
included several examples of pa-
tients with neurogenic lower uri-
nary tract dysfunction (NLUTD) 
and a woman with incomplete 
bladder emptying, a large blad-
der diverticulum and bladder 
neck obstruction. All patients with 
NLUTD do not require urodynam-
ics; patients that volitionally void 
with a low PVR can be managed 
without urodynamics unless need-
ed to guide therapy. However, pa-
tients on CIC, or those that void 
with elevated residuals, should 
undergo UDS to complete risk 
stratification and evaluate bladder 
storage pressures as well as to help 
guide treatment,

The sessions on incontinence af-
ter prostate treatment, moderated 
by Dr. Kurt McCammon, focused 
on the effect of radiation therapy 
(XRT) on post-prostatectomy in-
continence (PPI) and the role of 
urinary diversion in patients with 
intractable bladder neck contrac-
ture (BNC) and/or multiple artifi-
cial urinary sphincter (AUS) fail-
ures. While both male slings and 
the use of an AUS are options for 
select men with PPI, the consensus 
from the panel was that most men 
with prior XRT do better after AUS 
for PPI. Men with multiple prior 
AUS failures and/or intractable 
BNC continue to be challenges for 
the clinicians caring these patients. 
The consensus of this panel was 

that not only is there a role for uri-
nary diversion, but this is an option 
that may be considered earlier than 
when it is often discussed with the 
patient. This is one of those chal-
lenging clinical scenarios where we 
often trial many less invasive op-
tions that are not always successful. 
The option of urinary diversion, 
which resolves the issue, may be 
considered sooner in the treatment 
paradigm for select patients rather 
than continuing to try and resolve 
the recurrent BNC or placing mul-
tiple sphincters in patients without 
success.

Dr. Jennifer Anger moderated 
the recurrent UTI sessions, which 
focused on the role of cranberry 
and nonantibiotic solutions as well 
as long-term antibiotic prophylax-
is. Cranberry continues to have 
a role for women with recurrent 
UTI and has a conditional recom-
mendation in the Recurrent UTI 
Guidelines. Other options such 
as methenamine, D-mannose and 
increasing water intake were men-
tioned and are clinically used; 
however, there was not enough 
evidence to include them as guide-
line recommendations. One of the 
take home messages from this ses-
sion was that further evidence is 
needed to better understand the 
potential role of these nonantibi-
otic options. In addition, the role 
of next generation sequencing of 
the urinary microbiome was dis-
cussed; it was agreed that this di-
agnostic test is not ready for prime 
time and would likely only lead 
to overtreatment of bacteria that 
may not require therapy. Lastly, 
Drs. Chai and Abraham debated 
on the use of long-term antibiotic 
prophylaxis with the consensus be-
ing that this should be discussed in 
a shared decision making manner, 
with a through discussion of the 
risks and benefits, for women with 
recurrent UTI. STOP

AUA2022 RECAP

“ The first few 
sessions, 
moderated by Dr. 
Sandip Vasavada, 
focused on 
overactive bladder 
with debates on 
the optimal use of 
oral therapies and 
third line therapies 
once oral therapies 
have failed.”
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North Central Section AUA, 96th Annual Meeting
Brad Schwartz, DO, FACS
President, North Central Section
Southern Illinois University, Springfield

“Once you stop learning, you start dying.” 
Albert Einstein

I would like to take this oppor-
tunity to invite everyone to the 
96th Annual North Central Section 
(NCS) meeting of the American 
Urological Association to be held 
in Chicago, Illinois, August 28–31 
at the Sheraton Grand Chicago 
Hotel. This is my 20th year being a 
part of the NCS and I am extreme-
ly excited about this year’s meet-
ing. The theme this year is “Teach-
ing and Learning: All in the Name 
of Education.” Being involved in 
teaching and education during my 
entire career of 30 years, I am gen-
uinely excited to preside over this 
meeting with a star-studded group 
of invited speakers. Robert Sweet, 
MD from the University of Min-
nesota is world renowned for his 
role in expanding, defining and 
creating educational models in ar-
tificial intelligence and simulation. 
Duke Herrell, MD from Vanderbilt 
University has spearheaded and 
co-created a technological center 
that arguably is second to none. 
He and his basic science partners 
helped create the Vanderbilt Insti-
tute for Surgery and Engineering, 

where they are developing bench-
to-bedside technology that will 
reshape how we operate. Lastly, 
Kathleen Kobashi, MD, who is 
the Chair of Urology at Houston 
Methodist Hospital, is well known 
for her academic efforts looking at 
generational gaps, ethnic diversity 
and how we learn in the academic 
setting. These 3 exceptional speak-
ers are joined by many in-section 
experts we have assembled to pro-
mote the art of teaching at all lev-
els while keeping an open mind to 
learn what has yet to be mastered. 

Our NCS Secretary, Elizabeth 
Takacs, MD, and the Board of Di-
rectors have spent endless hours 
bringing back popular programs 
such as 2 pre-meeting endourology 
courses requiring pre-registration, 

open mic and power hour. There 
are numerous panel discussions and 
opportunities for interactive ses-
sions, including balloon debates and 
1 session of 4 different controversial 
topics with winners decided by au-
dience polling. The AUA Course of 
Choice is a “Guidelines Approach 
to the Management of Urinary Tract 
Infections.” For our younger urol-
ogists, there is an hour-long speed 
mentoring session, followed by the 
NCS Happy Hour and capped off 
with the Young Urologists Mixer. 
A new feature will promote 1 state 
society in our section, and they will 
spearhead the session from start to 
finish. The inaugural year will fea-
ture the Michigan Urological Soci-
ety with John Stoffel, MD moderat-
ing a balloon debate on “Managing 
Chronic Urinary Retention.” We 
will also have talks on personal fi-
nance, wellness and burnout for res-
idents, coding and billing, and tran-
sition to practice. As in the past, we 
will be having the advanced practice 
provider session, and the health pol-
icy meetings play a significant role 
in the overall agenda. The ever-pop-
ular video session and the Resident 
Bowl, along with Bizarre and Inter-
esting cases, will be on the program 
again. A timeless pride of the Section 
is the quality of our residents who 
attend the programs and present 

their work at the NCS. As usual, we 
will have many poster and podium 
sessions on all aspects of urology, 
with many of these presented by the 
young future stars of urology.

On the social front, the opening 
night will once again experience 
the NCS Welcome Reception held 
in the exhibit hall, featuring local 
foods and beverages, with an op-
portunity to engage with our in-
dustry sponsors. Monday night, we 
will host the NCS Happy Hour and 
Young Urologists Mixer. The final 
evening, guests will be encouraged 
to attend the closing reception with 
great food, entertainment and the 
chance to finish the meeting with 
new and old friends.

We all know what the city of Chi-
cago has to offer. In late summer, 
these offerings are magnified and 
coupled with the weather can be a 
source of entertainment and enjoy-
able activities for you and your fam-
ily. My wife, Brandi, and I cordially 
invite you and your family to join 
us for what is expected to be the 
most up-to-date program for learn-
ing, a wonderful environment for 
comradery, and a fantastic venue to 
network and relax. In the immortal 
words of my father, “Let each be-
come all that he or she is capable of 
being through education.” We look 
forward to seeing you in August! STOP
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New York Section Annual Meeting, Edinburgh  
and Dublin
Lane S. Palmer, MD
New York Section, AUA, President

The 118th Annual Meeting of 
the New York Section will take 
place August 28 to September 3, 
2022 in Edinburgh, Scotland and 
Dublin, Ireland.

These capital cities offer an ex-
traordinarily stimulating historical 
backdrop and genuine hospitality 

in which we can all finally come 
together and enjoy the spirited 
educational meetings and warm 
collegiality that define the New 
York Section Annual Meetings. We 
arrive in Edinburgh on Sunday, 
August 28 and start our scientif-
ic meetings on Monday morning. 
We travel to Dublin on Wednes-
day morning by charter flight. The 
meeting ends on Friday, and we 

travel back home from Dublin on 
Saturday, September 3.

Our hotel bases will be the Cale-
donian (Waldorf Astoria) Edin-
burgh and The Shelbourne Dublin. 
Both 5-star hotels are exception-
al in location in their respective 
city centers, as well as in elegance 
and style. The Waldorf-Astoria, or 
“The Caley,” as it is affectionately 
known among Edinburgh locals, 

is situated at the west end of Princ-
es Street, nestled in the shadow of 
the historical Edinburgh Castle, 
just 2 minutes’ walk from the de-
signer stores and fashionable bars 
of George Street. The Shelbourne 
Dublin, a Renaissance Hotel, is set 
in a 200-year-old majestic building 
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and is the premier city center hotel 
in Dublin. You can take a walk back 
in time to learn about Irish heritage 
and events that have shaped Dub-
lin’s rich history and legends.

On Sunday afternoon, there 
will be a Tasting Orientation Tour 
of Edinburgh with stops to sample 
(food and drink) some of the city’s 
tasty morsels. We visit the magnifi-
cent Edinburgh Castle on Monday, 
which is perched high on its precip-
itous crag of volcanic rock, offering 
superb views of the city to appre-
ciate Edinburgh’s dramatic topog-
raphy. The President’s Reception 
will take place on the Royal Yacht 
Britannia—the most famous ship in 
the world. Launched in 1953, she 
sailed over a million miles as the 
sovereign ship of the Royal Navy. 
A walking tour of Dublin on Thurs-
day afternoon will include tours of 
Christ Church, Teeling Distillery 
and Guinness Storehouse.

On our travel day (Wednesday), 
we move to Dublin and in the after-
noon head to Palmerstown, where 
we will have a barbecue lunch and 

partake in Gaelic games, falconry 
and sheep herding on their spec-
tacular grounds.

Our Farewell Gala takes place 
on Friday at the 18th-century Pow-
erscourt House & Gardens, which 
has been described as having some 
of the most beautifully maintained 
gardens on the planet.

The spouse and guest activi-
ties have been selected to offer 
“something for everyone.” In Ed-

inburgh, there will be options for 
a bike tour, Harry Potter walking 
tour, tea blending, bespoke hat 
making, National Gallery tour 
and cooking classes. In Dublin, 
choices include Windmill Lane 
Studios, where U2, the Rolling 
Stones and REM have record-
ed, hiking with alpacas, Icons of 
Dublin tour and cooking lessons 
at Ballyknocken House, Farm and 
Cookery School.

I am pleased that Drs. Hossein 
Sadeghi-Nejad, Ojas Shah and 
Michael Schwartz have agreed to 
form the Scientific Committee and 
they have put together a superb 
program, which includes members 
of our Section as well as some of 
the most respected colleagues from 
other AUA Sections. In addition, 
we will have speakers from both 
Scotland and Ireland. The program 
will consist of presentations and 
panel discussions on urologic on-
cology, men’s and women’s health 
issues, endourology and robotics, 
voiding dysfunction, pediatric urol-
ogy, novel technologies and socio-
economic and urological education 
issues.

As we emerge from the pandem-
ic and its impact on every aspect 
of life, we invite you take this op-
portunity to join us in Scotland and 
Ireland for a “reset” to a New York 
Section Meeting steeped in educa-
tion and camaraderie.

For further information, please 
visit our website at: https://nyaua.
com/conference/conf-welcome/. STOP

NEW YORK SECTION ANNUAL MEETING, EDINBURGH AND DUBLIN
Arrow-right Continued from page 47
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Welcoming All to the 101st South Central  
AUA Annual Meeting for 2022
John W. Davis, MD
President, American Urological Association South 
Central Section 
MD Anderson Cancer Center, Houston, Texas

In 2021, the South Central Sec-
tion of the AUA celebrated its 100th 
Annual Meeting at the Camelback 
Resort in Scottsdale, Arizona under 
the leadership of President Michael 
Cookson (Oklahoma). As we move 
into our next century for the 101st 
meeting at the Hotel Del Corona-
do in San Diego, California, 2 key 
themes are clear: a fantastic scien-
tific agenda and an epic venue.

The scientific committee is led 
by our President-elect Chad La-
Grange (Nebraska), and they have 
come up with a dynamic agenda 
full of themed blocks, state-of-the-
art lectures, highly ranked abstracts 
and panel discussions. The com-
mittee consists of Dr. LaGrange, 
John Davis (Texas), Michael Cook-
son (Oklahoma), Ajay Nangia 
(Kansas), Fernando Kim (Colora-
do), Katie Murray (Missouri), Max 
Gallegos (New Mexico), Brian Fly-
nn (Colorado), Allen Morey (Tex-
as) and Christopher Deibert (Ne-
braska). The themed blocks are a 
nice balance of urologic oncology, 
functional urology, reconstruction, 
pediatrics, men’s health, benign 

prostatic hyperplasia and stones. 
Beyond subspecialty content, there 
will be several areas of broad inter-
est, including AUA and American 
Board of Urology updates, coding/
billing update with Mark Painter, a 
panel on burnout and a panel on 
diversity/equity/inclusion. I am 
looking forward to an interesting 
town hall session titled “Dreaded 
Consults.”

For abstract presentations, we 
will continue our pattern of break-
out sessions, but will try to limit 
dividing up the agenda too much. 
High ranked abstracts will be part 
of the general session themes. Ab-
stracts will be presented as podi-
ums, posters or videos. We will 
continue last year’s concept of the 
resident/fellow award abstracts be-
ing pre-reviewed by an assigned 
mentor and presented along with 
the mentor’s feedback at the meet-
ing. Drs. Randall Meacham (Col-
orado) and Michael Coburn (Tex-
as) will co-host another academic 
urology forum. We have changed 
the meeting format to place the an-
nual banquet on Friday night. The 
Saturday agenda will then feature 

SECTION AND SPECIALTY MEETINGS

Figure 1. The Crown Room at Hotel Del Coronado will host our plenary sessions.

Figure 2. a, The iconic Hotel Del Coronado in San Diego, California. You will not stop taking pictures 
of this rotunda from so many different angles. b, Hotel Del Coronado—from the beach side. c, The 
hotel bar “Babcock and Story” is at the base of the rotunda and looks out at the Pacific.  Many of 
the room names on the campus are important figures in the history of this hotel founded in 1888. 
Babcock and Story were the founding developers of the hotel.

Arrow-right Continued on page 50
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many favorites such as a practice 
of urology session, resident quiz 
bowl and T. Leon Howard Imaging 
Session. For the latter, Dr. Moben 
Mirza (Kansas) will serve as our 

first elected host after a long and 
memorable era of leadership from 
Brant Trasher. We will have several 
guest speakers including Jim Porter 
from Seattle on surgical innova-

tion, an AUA course on urolithia-
sis by Michael Lipkin and several 
guests from the nearby University 
of California San Diego.

In addition to a rigorous scien-
tific agenda and opportunities for 
professional networking, the Hotel 
Del Coronado will offer an unfor-
gettable venue, with its oceanside 
location, proximity to San Diego 
(airport <10 miles away) and state-
of-the-art conference facilities. The 
main sessions will be in the original 
Victorian building of the resort in 
the iconic Crown Room, with its 
fully wood paneled roof shaped 
like a ship’s hull (Fig. 1). The exhib-
it hall will be in the Ocean’s Ball-
room, which is under the famous 
red rotunda of the hotel (Fig. 2). You 
will find yourself taking countless 
pictures of this part of the hotel. 
Adjacent to the Victorian building 
is the Founders building, which has 
just been remodeled into a state-of-
the-art conference facility and will 
host our breakout sessions, posters 

and industry programs.
Our social agenda will include 

a Welcome Reception in the 
Ocean’s Ballroom, a Theme Night 
beachside and our annual black-
tie banquet. In your free time, the 
island is a perfect place for long 
walks through the immaculately 
landscaped neighborhoods, pub-
lic parks, golf, tennis and bicycle 
rides. There is a nearby marina to 
catch boat tours of the bay. Our 
section meeting is ideal for spous-
es/significant others to attend, 
and those new to the section will 
easily find new friends in our hos-
pitality suite. They will likely find 
their way to Orange Avenue—the 
main business road that connects 
to the north part of the island 
(Fig. 3).

On behalf of the leadership of 
the South Central Section of the 
AUA, I welcome all members and 
guests from other sections to join 
our 101st meeting. STOP

Figure 3. The north part of the island has several parks, restaurants and a view of the San Diego 
skyline.

Society of Genitourinary Reconstructive Surgeons  
First Academic Congress
Benjamin N. Breyer, MD
Secretary-Elect, GURS 
University of California, San Francisco

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

With great anticipation and en-
thusiasm, the Society of Genito-
urinary Reconstructive Surgeons 
(GURS) will hold our first stand-
alone Academic Congress this Sep-
tember 13–15 in Montreal, Can-
ada. It is an exciting time to be a 
member of GURS. Our field con-
tinues to grow and have significant 
impact within urology. From tran-
sitional urology to gender-affirm-
ing surgery to cancer survivorship 
and trauma, our members help 
treat some of the most complex 
and technically demanding issues a 
urologist can face.

The GURS Academic Congress 
brings together thought leaders 

from across the world to discuss 
innovative surgical approaches, 
the latest science in reconstructive 
urology and best practices across 
a wide range of reconstructive ar-
eas. Our Academic Congress fea-
tures multiple sessions for original 
research, including discussion and 
critique of select original manu-
scripts, to promote idea exchange 
and growth of reconstructive urol-
ogy research.

The meeting begins with a ses-
sion for the GURS Young Urol-
ogists, chaired by Dr. Andrew 
Cohen, Assistant Professor of Urol-
ogy at Johns Hopkins. The session 
features a variety of speakers and 

moderators, and focuses on starting 
a research program, communicat-
ing to families after a bad outcome 
and transitioning from fellowship 
to practice. The session ends with 
a speed mentoring session, offering 
a chance for career guidance and 
networking.

The afternoon session focuses on 
posterior urethral and bladder neck 

reconstruction and will be a master-
class on this complex topic. First, 
leading innovators review novel 
surgical techniques including the 
use of mitomycin C and transure-
thral incision, ventral buccal inlay, 
and endoscopic and robotic blad-
der neck reconstruction. Later, Dr. 
Drew Peterson, Professor of Urol-
ogy at Duke University, discusses 
when to divert a radiation-induced 
posterior stenosis, while GURS 
President, Dr. Francisco Martins, 
Consultant Urologist at the Univer-
sity of Lisbon School of Medicine, 
makes the case for primary repair. 
The session continues with a series 
of lectures on the management of 
complex pelvic fracture urethral 
disruption and subsequent repairs. 
The session will cover the patho-
physiology of pelvic fracture ure-
thral injury, the current evidence 
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“ Our field continues 
to grow and have 
significant impact 
within urology.”
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for early endoscopic urethral re-
alignment, imaging of pelvic frac-
ture urethral injury, postoperative 
erectile dysfunction and inconti-
nence after posterior urethroplas-
ty. The first day concludes with 
an expert panel covering surgical 
technique in treatment options for 
failed pelvic fracture urethral dis-
ruption repairs.

The GURS Academic Congress 
continues the following day with a 
2-part session on male genital re-
construction. The morning starts 
with talks on Fournier’s gangrene, 
including understanding the patho-
physiology and biogram of Fourni-
er’s gangrene and the surgical 
management. Dr. Isak Goodwin, 
Assistant Professor of Plastic Sur-
gery at the University of Utah, will 
discuss flap and grafts for the treat-
ment of Fournier’s gangrene. Our 
Charles Devine Lecture will be giv-
en by Dr. Allen Morey, Professor 
of Urology at UT Southwestern, on 
Perspectives on the Treatment of 
Post-Prostatectomy Incontinence 
and Insights.

Next, we have a podium session 
moderated by Dr. Jeremy Myers, 
Program Chair and Professor of 
Urology at the University of Utah. 
Part 2 of male genital reconstruc-
tion continues with a lecture on 
patient perspective and patient-re-
ported outcome measures in gener-
al urinary reconstruction, surgical 
technique for buried penis related 
to lymphedema and outpatient 
buried penis repair.

The second half of day 2 ad-
dresses the most complex urethral 
stricture, including the manage-
ment of primary and failed hypo-
spadias repair. Dr. Christopher 
Long, Assistant Professor of Urol-
ogy in Surgery at Perelman School 
of Medicine at the University of 
Pennsylvania, will give an expert 
lecture on what’s new in pediatric 
hypospadias repair and pathophys-
iology. There will be a case-based 
discussion on challenges in urethral 
stricture disease and hypospadias 
among the panelists and an ab-
stract session on urethral stricture 
disease. We complete the second 

day with a lecture from incoming 
GURS President Dr. Hunter Wes-
sells, Professor of Urology at the 
University of Washington, titled, 
“Knowledge Gaps and Popula-
tion-Based View of Urethral Stric-
ture Management.”

Day 3 of the GURS Academic 
Congress features a video abstract 
session, a 2-part session on abdom-
inal reconstruction and complex 
challenges in cancer survivorship, 
as well sessions on surgical optimi-
zation and frailty in reconstructive 
urology. Dr. Daniel Vargo, Profes-
sor of Surgery at the University 
of Utah, will speak on complex 
ventral hernia repair and total ab-
dominal reconstruction. The day 
will also feature talks on radiation 
damage, pathophysiology and 
treatment. The afternoon will fea-
ture our World Professional Asso-
ciation for Transgender Health in-
vited lecture on gender-affirming 
surgery from Dr. Loren Schechter, 
Professor of Plastic Surgery at Rush 
University.

We look forward to a dynam-
ic 3 days of sharing new research 
and learning about innovations 
in reconstructive urology. Please 
join us in beautiful Montreal for 
this incredible session. Register at 
https://societygurs.org. STOP
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“ Our Academic 
Congress features 
multiple sessions 
for original 
research, including 
discussion 
and critique of 
select original 
manuscripts, 
to promote 
idea exchange 
and growth of 
reconstructive 
urology research.”

2022 AUA Mid-Atlantic Section Meeting
Tracey L. Krupski, MD, MPH
President, American Urological Association  
Mid-Atlantic Section

It has been my honor and priv-
ilege to serve as the Mid-Atlantic 
(MA) Section AUA president this 
calendar year. Under the expert 
leadership of Drs. Ben Lowentritt 
and Jay Raman, we emerged from 
the tribulations of the COVID 
years intact and, might I say, stron-
ger. I have been fortunate that my 
tenure as president has been one of 
innovation, revitalization and rec-
ognition.

It is a testament to our renewed 
commitment to improving diversi-
ty, equity and inclusion (DEI) that 
I was elected to serve as the second 
female president of this section. In 
keeping with this focus on DEI, 
we have undertaken innovative 
new initiatives. We are very proud 
to have conceived of and imple-
mented a Pre-Medicine Enrich-

ment Program. Much of the credit 
for this program goes to Dr. Kurt 
McCammon, who was instrumen-
tal in bringing forth the concept 
of exposing undergraduate under-
represented minorities to the field 
of medicine. The program aims to 
diversify the urology workforce by 
providing direct financial support 
to academic programs offering 
support for first-generation minori-
ty students through men toring and 
support in the core areas of academ-
ic study, career planning, personal 
growth and scientific research. We 
planned to fund 6 summer positions 
and we were delighted to receive 

applications to fill all 6 internships! 
Indeed, several institutions were so 
enthusiastic that they are funding 
additional positions of their own 
accord. The Board authorized this 
to be a 5-year pilot program.

We also revitalized our Resi-
dent Day programming under the 
leadership of Drs. Rena Malik and 
Susan MacDonald. They created a 
robust program that included oral 
board mock exams, office-based 
technologies and resident case 
competition complete with mimes, 
building a brand and hands-on 
skills stations. The cocktail party in-
corporated speed mentoring. The 

program was ambitious but came 
off well, with residents from 18 of 
the 19 section programs partici-
pating and giving it rave reviews. 
Similarly, our Advanced Practice 
Provider (APP) Committee stayed 
with the virtual format mandated 
during COVID and created a full 
day of scientific programming. The 
APP chair, Anne Calvaresi, mod-
erated the session, which included 
a mix of specialty-specific APPs 
and physicians. The day had excel-
lent attendance, industry support 
and strong post-course reviews. 
The committee hopes to alternate 
in-person attendance with virtual 
attendance in the future.

The Young Urologist Commit-
tee was also revitalized with the 
innovative leadership of Dr. Mari-
sa Clifton, carrying on the work of 
her predecessor, Dr. Jay Simhan. 

SECTION AND SPECIALTY MEETINGS

Arrow-right Continued on page 52



AUGUST 2022   AUANEWS52

This committee utilized new social 
platforms such as Gather Town to 
forge new relationships between 
Section mentors and mentees who 
have finished training and are in 
practice. Interactive virtual tables 
allow conversations on topics 
ranging from wellness to hobbies 
and areas of professional inter-
est beyond clinical medicine and 
urology specialties. They also plan 
to cement these relationships at 
our Annual Meeting with an ex-
clusive event to keep the commit-
tee vibrant.

The culmination of all this work 
is, of course, the Annual Meeting. 
We get to revisit New Orleans in 
October. I won’t be leading off 
with a Mardi Gras parade like Dr. 
Thomas, but I will be proud to 
open our meeting nonetheless! Dr. 
Ryan Smith has led our Program 
Committee and we emerged with a 
diverse program that includes non-
traditional topics in urology as well 
as health policy and traditional sci-
ence. We are so excited to have key-
note speakers that include my per-
sonal mentor and pioneer in health 
services research, Dr. Mark Litwin, 
as well as Dr. Duke Herrell, who is 
a physician-scientist who utilized 
his engineering background to ad-
vance robotic platforms. We have 
an exciting scientific program with 
a session in DEI for the lay urolo-
gist, and I am particularly excited 
to hear from Dr. Philip Pierora-
zio (Operating with Zen podcast 
and an MA AUA member) about 
physician coaching. Dr. Pierorazio 
enticed Dr. Michael Joyner to lec-

ture on his outstanding work on 
human performance and exercise 
physiology. He has worked with 
elite athletes, and this promises to 
be an entertaining and worthwhile 
session. We further have the benefit 
of being a destination meeting with 
some cross-pollination with the 
Southeastern Section. Many thanks 
to Dr. Raju Thomas for providing 
intelligence on local speakers from 
their section. We have incorporat-

ed several into the program and 
appreciate their participation. We 
also thank Dr. Mary Beth Wester-
man for serving as a liaison on our 
Planning Committee to broaden 
our perspective. We hope to entice 
participants to our meeting. Drs. 
Thomas and Westerman were kind 
enough to also participate in our 
plenary sessions.

Finally, I have to end with the 
recognition our section has gar-
nered this year. I have referenced 
us as small but mighty! We were 
proud to have the Advanced Prac-
tice Provider of the Year from our 
section, Dr. Mikel Gray. Further, 

Drs. Arthur Burnett and Kirsten 
Greene were recognized at the 
national stage with the Hugh 
Hampton Young Award and the 
Mid-Career Award, respectively. 
Dr. Burnett has contributed great-
ly to the Section over the years and 
is a past president. Dr. Greene is 
new to our section, having recent-
ly transferred from the Western 
Section, but I can attest to her sur-
gical skill and long-standing com-
mitment to the AUA as she is my 
boss! Dr. Ruchika Talwar from the 
University of Pennsylvania gar-
nered the Outstanding Resident 
Award from the Society of Wom-
en in Urology. She was an import-
ant leader of the MA Resident 
Clinic, and we wish her well in 
her fellowship. After handily win-
ning most of their competitions, 
the Mid-Atlantic Rod Squad had 
to make a stunning come-from-
behind effort in final jeopardy to 
win the cup (see Figure). Congrat-
ulations to Jack Farhi, Alex Nouri-
an, Andrew Salib, Jacob Thatcher 
and international participant Har-
manmeet Singh! STOP
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Figure 1. Urology residents participating in 
hands-on training for urethral sling placement. 
Dr. Sarah C. Krzastek, speaker.

Figure 2. MA Section Annual Meeting keynote 
speakers Drs. Mark Litwin (left) and Duke Herrell 
(right).

Figure 4. The Rod Squad with MA-AUA presi-
dent Dr. Tracey Krupski and Associate Director 
Danielle Wagner.

Figure 3. MA Section award winners (left to right) Drs. Mikel L. Gray (APP of the Year), Arthur L. 
Burnett II (Hugh Hampton Young Award) and Kirsten L. Greene (Mid-Career Award).

91st Annual Meeting of the New England Section
John D. Seigne, MB, BCh, FACS
NEAUA, President

While nature has been busy 
in New England, changing over 
from winter to a beautiful spring, 
the New England Section of the 
American Urological Association 
has been busy too, making prepa-
rations for the 91st Annual Meet-

ing, which will be held in Portland, 
Maine September 29 through  

Oct 1. Doctors. Linda Ng from Bos-
ton University and Florian Schro-

eck from Dartmouth have been 
building an outstanding program 
that should have broad interest for 
urologists in community and aca-
demic practices as well as PAs, NPs 
and urology nurses.

The program committee has re-
viewed 145 abstract submissions 
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and we are in the process of pop-
ulating 7 scientific podium and 2 
poster sessions on topics ranging 
through BPH/LUTS, Prostate 
Cancer, stone disease etc. Each sci-
entific session will be preceded by 
a short, how-to video covering top-
ics such as Retzius sparing prosta-
tectomy, metoidioplasty and mini 
PCNL. We will have 3 outstanding 
panels – one on conflict resolution, 
one on building a gender affirming 
surgery program and the other an 
international panel on nonmuscle 
invasive bladder cancer. Drs. Doug 
Dahl and Michelle Kim from Mas-
sachusetts General Hospital are 
coordinating a practical hands-on 
course on transperineal prostate 
biopsy. Dr. Tobi Chai of Boston 
University will present the AUA 
Instructional Course “A Guidelines 
Based Approach to the Manage-
ment of Recurrent UTIs.”

Dr. Machele Donat from Me-
morial Sloan Kettering in New 
York will deliver the NEAUA’s sig-
nature Wyland Leadbetter lecture 
entitled “Standardizing How We 

Evaluate and Report Surgical Out-
comes Can Improve Patient Out-
comes.” She will discuss her work 
on improving patient outcomes 
following radical cystectomy and 
how that applies to other areas in 
our field. An important and per-
tinent topic that we in the broad-
er urological community need to 
understand, adapt and adopt, Dr. 
Khurshid Ghani from the Uni-
versity of Michigan will present a 
state of the art lecture entitled, “Ef-
ficient Laser Lithotripsy with The 
Equipment You Have” and the 
New England Section’s Michael 
Blute from the Massachusetts Gen-
eral Hospital will discuss the role 
of cytoreductive nephrectomy for 
renal cancer in 2022.

In our Socioeconomic session 
we will address several diverse 
topics. Dr. Raj Pruthi from the 
University of California, San Fran-
cisco has recently surveyed aca-
demic physicians regarding com-
pensation and will present some 
of this data as well as discuss vari-
ous compensation models for aca-

demic and community urologists. 
A pertinent topic of interest to all 
of us. Recently, there has been 
increased interest and a move to-
ward unionization in some of the 
residency programs in New En-
gland. We will have a panel to dis-
cuss the current state, the pros and 
cons of this controversial issue and 
other hot topics in employment 
and health care law.

The Young Urologists Commit-
tee, led by Dr. Angela Arlen from 
Yale, has arranged a panel on ear-
ly career promotion and advance-
ment and the APP group led by 
Susan Palmer PA from the Lahey 
Clinic are coordination a session 
based on the results of a recent 
needs survey circulated to Urology 
APPs in our region.

We will work hard and then we 
will play hard too! Our local ar-
rangements committee, Drs. Matt 
Hayn, Brian Jumper and Thomas 
Kinkead, all of Portland, Maine, 
have helped to secure the Shipyard 
Brewery for our Saturday, Octo-
ber 1 evening event, which will 

be a fun and relaxed opportunity 
to close out our meeting. It will be 
a chance to sample some of Port-
land’s eclectic selection of craft 
beers. This event and receptions in 
the exhibit hall during the meeting 
will allow us to reconnect with our 
colleagues in industry.

Aside from our planned events, 
Portland is a wonderful, eclectic 
destination that offers art, outdoor, 
culinary and many other experi-
ences for our meeting participants. 
I encourage you to visit https://
www.visitportland.com/ to learn 
about all the Portland has to offer 
outside of our meeting, and/or lean 
on our arrangements committee 
who are Portland experts!

We hope AUA members from 
other sections will join us in Port-
land. As you can see, we have a 
great educational and social pro-
gram in a wonderful New England 
City at the peak of the fall foliage 
season. Registration will be open 
shortly at https://meeting.neaua.
org/. STOP
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American Society of Men’s Health (ASMH) Annual  
Scientific Meeting Recap
Bruce R. Kava, MD
American Society of Men’s Health Chair  
Desai Sethi Urology Institute, University of Miami 
Miller School of Medicine, Florida

The American Society of Men’s 
Health (ASMH) held its annual sci-
entific meeting on Sunday morn-
ing, May 15, 2022 at the Hilton 
Grand Ballroom, New Orleans, 
Lousiana. “There is no better way 
of describing this than a truly mul-
tidisciplinary learning experience,” 
I said to those assembled at the 
meeting. ASMH President Dr. Joel 
Heidelbaugh added that ‘the meet-
ing really challenged the attendees, 
who were largely urologists, to ex-
pand their understanding of men’s 
health issues beyond the traditional 
footprint of Urology.”

Dr. Marty Miner, Past President 
of the organization, kicked off the 
meeting with a timely and highly 

informative discussion that iden-
tified a number of areas in which 
the existing AUA Men’s Health 
Checklist needs to be updated. 
“Once these updates are adopted,” 
said Dr. Miner, “this Men’s Health 
Checklist could evolve into a high-
ly useful clinical tool to elucidate 
and track men’s health issues both 
above and below the waist.” Stud-
ies have shown that men often de-
lay seeking medical care and Dr. 
Jessie Mills followed up with a fo-
cus on how to encourage them to 
seek preventative care at a young-
er age. “As urologists we are often 
gatekeepers for men’s health,” he 
stated. “The trick is in identifying 
how we can use the disorders that 
we traditionally treat as a launch-
ing pad to address more diverse 
health and wellness strategies by 
our healthcare colleagues.”

In the next series of talks, the 
breadth of men’s health and well-
ness topics were explored. I re-
viewed the existing data and rec-
ommendations related to male 
cancer screening, with a particular 
emphasis on colorectal, lung, skin 
and prostate cancer. “While many 
of these malignancies do not tradi-
tionally fall within the urologist’s 
space,” I stated, “as men’s health 
advocates it is good medical care 
to keep these items on our patients’ 
dashboards, particularly as they 
get older. Males often avoid cancer 
screenings, and with the existing 
society recommendations, these 
particular screenings have proven 
to help men live longer.” Helping 
men live longer and healthier lives 
was the subject of the next talk that 
was led by Dr. Stephen Kopecky, 
author and preventative cardiolo-

gist at the Mayo Clinic. Optimizing 
men’s health through promotion 
of healthier lifestyles, including 
diet, exercise and the incorpora-
tion of statins and antihyperten-
sive medications when indicated 
is an important role that we have. 
As Dr. Kopecky shared, “even if 
urologists are not prescribing these 
particular medications, recognizing 
the indications for their use helps 
us to better assume the role of a 
true men’s health coach.” Depres-
sion and suicide are high priorities 
for any men’s health agenda, and 
Dr. Penny Jenson delivered an 
extremely powerful and poignant 
discussion on the high prevalence 
of these problems in our aging vet-
eran population. Finally, this por-
tion of the session, which focused 
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on  holistic health and wellness, 
ended with a robust discussion on 
the impact of COVID-19 on Men’s 
Health by Dr. David Mushatt, 
Chief of Infectious Diseases at Tu-
lane Medical Center.

The ASMH scientific session 
ended with a fast-paced series of 
talks focusing on state-of-the-art 
evaluation and management strat-
egies related to urological topics 
that were approached through the 
lens of a men’s health agenda. Dr. 
Faysal Yafi provided an update on 

therapeutics for a number of sexual 
health issues, including erectile dys-
function, Peyronie’s Disease and 
premature ejaculation. Dr. Thomas 
Masterson delivered a practical re-
view of regenerative strategies for 
sexual health, and Dr. Steve Kaplan 
delivered an exciting perspective 
on personalizing benign prostatic 
hyperplasia treatment. Finally, Dr. 
Sanoj Punnen ended the session 
with a provocative  approach to 
prostate cancer screening which no 
longer requires the use of a digital 

rectal examination.
The 2022 ASMH annual scien-

tific meeting once again pushed the 
boundaries of men’s health beyond 
male genitourinary disorders and 
therapeutics. Dr. Jason Jameston, 
who officially began his tenure as 
President of the ASMH at the ter-
mination of the meeting, indicated 
that this meeting “showed us how 
far men’s health has come. Further-
more, the span of topics discussed 
may serve as a template for the de-
velopment of a true men’s health 

curriculum that the ASMH is ac-
tively engaged in developing.” We 
look forward to hearing more from 
the ASMH this year as they devel-
op a series of travelling academic 
conferences for physicians and 
physician extenders. Stay tuned 
and look for an upcoming ASMH 
conference in fall 2022 in Dallas, 
Texas, as well as the annual scientif-
ic meeting at AUA2023 in Chicago 
next year. STOP
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NSAUA 2022’s Annual Meeting Will Run  
Its Course in Charlotte, NC: Drivers Wanted!
Julie Franc-Guimond, MD
Université de Montréal, Quebéc, Canada 
CHU Sainte-Justine, Quebéc, Canada

As President of the Northeast-
ern Section of the American Uro-
logical Association (NSAUA), 
it is my privilege to invite and 
encourage you to attend our 74th 
annual meeting. It is no secret 
that the last two years have been 
different to say the least, affecting 
almost all aspects of our lives, in-
cluding the way we interact and 
share/discuss science. Although 
virtual meetings held in 2020 and 
2021 were definite successes, we 
can only be happy that we will get 
to meet in person for our section’s 
next annual meeting to be held in 
Charlotte, NC from October 27–
29, 2022.

Dr. Naeem Bhojani, the program 
chair, and his committee have put 
together a terrific scientific program 
sure to provide the perfect blend of 
innovative information combined 
with practical guidance. The stellar 
list of experts scheduled to present 
includes Dr. Fred Saad, who will 
be the Slotkin lecturer. Dr. Saad, a 
world-renowned urologic oncolo-
gist, will share his knowledge and 
wisdom as he will disclose his per-
sonal journey caring for patients 

with prostate cancer. Other guest 
lecturers will include Dr. Manoj 
Monga and Dr. Amy E. Krambeck, 
who will discuss maximizing out-
comes while minimizing risk, and 
will reveal their best tricks to take 
care of the most complex stone 
patients. A lecture sure to spark 
interest will be given by Dr. Elise 
De on pelvic pain management. 
Other talks will discuss economic 
benefits (Dr. Amy E. Krambeck) 
and the care of spina bifida patients 
throughout their lifetime (Dr. Peter 
D. Metcalfe).

Moreover, we could not meet 
without discussing diversity, eq-
uity and inclusion when caring 
for our patients (Dr. Quoc-Dien 

Trinh), ourselves (Dr. Casey Se-
ideman) and various communi-
ties (Dr. Melanie Morris). Other 
topics will include how the hu-
man body came to light using 
the cystoscope and the pace of 
change in medical publishing to 
be discussed by our great col-
leagues Dr. Ronald Rabinowitz 
and Dr. Robert Siemens.

And as usual, the most sensi-
tive subjects will be discussed 
during our residents’ debates, 

which always entertain the au-
dience! On this year’s agenda: 
first-line therapies for Peyronie’s 
disease and the right to perform 
cystectomies.

Beyond the science, meeting 
in person will definitely translate 
into memorable encounters to be 
cherished for years to come. So get 
ready to share coffee and desserts in 
the exhibit hall, enjoy meals during 
industry symposiums and dress up 
for the president’s reception and 
banquet. But the event you will not 
want to miss will certainly be the 
Fun Night, during which we will 
visit the NASCAR Hall of Fame. 
Expect to be wowed by the interac-
tive exhibit whilst you get behind 
the wheel of a NASCAR stock car 
replica, delve into the archives 
and/or defy your friends to com-
pete amicably during the Pit Crew 
Challenge.

With such a wonderful scientif-
ic program and promising social 
encounters, good times are surely 
ahead. May many individuals at-
tend! So, whether you are a mem-
ber of our section or not, a resident, 
or a partner, I hope we meet in 
Charlotte!

For more information regarding 
the next NSAUA’s annual meeting, 
please visit: nsaua.org STOP

SECTION AND SPECIALTY MEETINGS

“ Although virtual 
meetings held in 
2020 and 2021 
were definite 
successes, we can 
only be happy 
that we will get to 
meet in person for 
our section’s next 
annual meeting 
to be held in 
Charlotte, NC from 
October 27-29, 
2022.”
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