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Testosterone, Science, and Human Dignity
Abraham Morgentaler, MD
Beth Israel Deaconess Medical Center, Harvard 
Medical School, Boston, Massachusetts

I have had a set of unique ex-
periences that have impacted my 
views on the nature of science, and 
what it means to be human. Those 
experiences stem directly from my 
research with testosterone (T) for 
over 45 years, in particular navigat-
ing the previously uncharted wa-
ters of testosterone therapy (TTh) 
in men with prostate cancer (PCa).

My interest in human dignity 
comes from the experiences and 
examples of my parents, who were 
survivors of Auschwitz in World 
War II. My mother, Chava Rosen-
farb, became a widely acclaimed 
Yiddish author who detailed the 
indignities of the Holocaust. My 
father, Dr. Henry Morgentaler, 
fought to eliminate the indigni-
ties suffered by women forced to 
undergo illegal, risky abortions in 
Canada by offering safe, legal abor-
tions.

How I Started With T
My involvement with T began in 

1975 working in the laboratory of 
the brilliant evolutionary biologist, 
David Crews, at Harvard Universi-
ty, where I was able to restore sexu-
al behavior in castrated male lizards 
by implanting miniature T pellets in 
specific areas of the brain.1

In medical school I learned al-
most nothing about T, except that 
it fueled PCa and was treated with 
castration. That made a big impres-
sion!

In urology residency, I was 
taught T was like the devil. High 
levels caused PCa and low levels 
were protective. And if a physician 
were foolish enough to give T to a 
man with PCa, it was like feeding a 
hungry tumor or pouring gasoline 
on a fire. The fear of precipitating 
PCa meant that almost no TTh was 

prescribed in the U.S., and its use 
was limited only to rare cases in 
young men with severe issues, such 
as absent testes or pituitary tumors.

When I started my urological ca-
reer in 1988 at Beth Israel Hospital 
in Boston (now Beth Israel Deacon-
ess Medical Center) and specialized 
in sexual medicine, there were few 
treatment options. Viagra® (silde-
nafil) would not appear for anoth-
er 10 years. I wondered whether 
men might be like the lizards I had 
studied. They were! Sexual symp-
toms improved with TTh, and men 
felt more vigorous. Yet senior col-
leagues advised me to stop.

“You’re going to give these men 
PCa!” they said.

I persisted. To minimize PCa 
risk, for many years I performed 
prostate biopsies prior to initiating 
TTh. Contrary to expectations, we 
found low T was not at all protec-
tive for PCa.2 And shockingly, our 
review of the risks of TTh in 2004 
revealed no evidence that high en-
dogenous T levels or TTh was as-
sociated with anything worrisome 
regarding PCa.3 Yet the belief that 
androgens drove PCa was taught 
around the world to students and 
residents. Something was very 
wrong with a foundational medical 
concept!

A Revolution in 
Understanding the 
Relationship of T and PCa

I will never forget the day I de-
scended into the basement of Har-
vard’s Countway Library to read 
the landmark 1941 study by Hug-
gins and Hodges,4 which led to an-
drogen deprivation therapy (ADT) 
as standard treatment for advanced 
PCa. My palms were sweaty as 
I read the concluding sentence, 
“Cancer of the prostate is activated 
by testosterone injections.”

Yet on second reading I discov-
ered only 3 men had received T, 
and for no more than 18 days. Of 
these 3 men, they reported results 
for 2. One of these had already 
been castrated. This meant the con-
clusion that TTh was dangerous for 
the prostate was based on erratic 
results in a single, hormonally non-
castrated patient!5

In 2006 I developed the Satura-
tion Model5 and expanded it more 
fully in 2009 with Abdul Traish.6 
This solved the mystery as to why 
androgen deprivation caused can-
cer regression, yet raising T in a 
noncastrated individual had little, if 
any, effect. The explanation is that 
the ability of androgens to stimu-
late prostate growth reaches a max-
imum at a low concentration of T.

Over time I offered TTh to men 
with progressively riskier PCa situ-
ations, eventually to men with bio-
chemical recurrence and even met-
astatic disease.7 Is TTh like pouring 
gasoline on a fire? Apparently not. 
For my entire career I worried that 
the next patient would be the one 
who would rapidly develop the ter-
rible outcomes with TTh I’d been 
taught to expect. It never hap-
pened.

Clinical Experience 
With TTh in Men With 
Metastatic PCa

I have learned so much about 
our humanity from my patients 
with metastatic PCa who sought 
treatment with TTh. All were told 
that TTh might kill them. Quickly. 
Tomorrow or next week. Yet they 
were willing to risk it. One man on 
ADT said, “The way I feel now isn’t 
a life at all. I’d gladly live a shorter 
time to be able to feel like myself 
again.”

AUA2022: PLENARY RECAP
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John was on ADT for metastat-
ic PCa. He had suffered 3 strokes 
over the past 5 years. John sat ex-
pressionless on his chair, and could 
barely grunt “yes” or “no” when 
asked a question. He needed assis-
tance to stand.

When I saw John 3 months af-
ter initiating TTh I could not be-
lieve my eyes. He was charming 
and talkative. He stood without 
assistance. When I asked if they 
were having sex, John and his wife 
looked at each other and giggled. 
They were!

At 10 months John’s wife called 
to tell me he had died following a 
heart attack. She said, “John was so 
happy this past year. We’re grateful 
to you for giving that to us.”

In 2021 we published results 
of TTh in 20 men with biochem-
ical recurrence or metastatic PCa. 

None suffered rapid adverse events 
or death. A modified version of the 
bipolar androgen therapy protocol 
has been promising,8 comprised of 
cycles of 8 weeks of high-dose T 
injections followed by 4 weeks of 
antiandrogens.9

Lessons
• How we choose to die is really a 

statement about how we choose 
to live. One patient said, “While 
I’m alive I’d like to live as well as 
I can.” Who could disagree?

• There is more to life than mere 
survival. Where is it written that 
every man with metastatic PCa 
must die without T—weak, de-
pressed, and sexless?

• For many of my patients, quality 
of life was more important than 
duration of life. This was about 

dignity for them. “Living well” 
or “feeling like myself” became 
more critical as time became 
more precious.

• Medicine is practiced one pa-
tient at a time, each with their 
own biology, and life story.

• T deficiency is a reduced state of 
the human condition.

• Challenge assumptions, no mat-
ter how well established. Much 
of what we learn eventually 
turns out to be incorrect.

• Working in health care is ulti-
mately working to benefit hu-
mankind. When faced with un-
certainty, let us err on the side of 
human dignity. STOP
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How to Reach Excellence in Urology: Challenges  
and Opportunities
Francesco Montorsi, MD, FRCS (Hon)
Vita e Salute San Raffaele University, Milan, Italy

Giuseppe Basile, MD
Vita e Salute San Raffaele University, Milan, Italy

Pursuing excellence should be 
the final goal of everyone regard-
less of his/her profession. There is 
no shortcut to excellence as it re-
quires extensive personal and pro-
fessional growth, and this involves 
a number of subsequent steps that 
need to be followed.

Rather than doing everything 
on our own, we should learn from 
the best examples who already 
achieved success and discovered 
the skills and habits necessary to 
be excellent and successful. Thus, 
regardless of the career position 
reached—a post-graduate medical 
doctor, a young urologist consul-
tant, or a senior professor—every-
one should have a mentor to fol-
low. A mentor is someone who 
can guide, inspire, and encourage 
others to apply for new oppor-
tunities, critique ideas without 

judging them, and help them to 
face challenging situations. Find-
ing a mentor may take a lifetime, 
but it is a priority for those who 
want to pursue a great career. It 
is essential to learn from the most 
proficient colleagues in your field, 
both from their achievements and 
their failures. This will help us in 
determining the gaps in our work 
performance and understand what 
we need the most to improve our 
practice. In this regard, urology is 
a constantly evolving area, and a 
regular update is pivotal regardless 
of our position and responsibili-

ties. Every year, clinical guidelines 
are updated according to the most 
important articles published in the 
peer-reviewed literature, and urol-
ogists cannot ignore them during 
the decision-making process in 
clinical practice. To this end, pro-
gram directors should invest their 
time in making their disciples un-
derstand the importance of staying 
updated with the latest advances in 
urology. Thus, every urologist who 
aims at reaching excellence should 
ask himself or herself clinically rel-
evant questions and try to provide 
the optimal answers to the scientif-
ic community. Once one becomes 
an expert in a specific field, he/she 
should not stop investing time and 
energy to improve. When surgery 
is considered, it is necessary to 
know one’s own results and com-
plications to improve outcomes. 
This concept is of crucial impor-
tance, especially for younger urol-
ogists who aim at improving their 
surgical skills to reach excellence. 
The concept of the learning curve 

makes sense only for those surgeons 
who carefully follow their patients 
and are aware of their results.1 Ad-
ditionally, urologists should be to-
tally honest when presenting their 
results at scientific meetings, as it 
is part of a surgeon’s life to learn 
from mistakes and look for better 
surgical solutions. Sharing authen-
tic and valid data, focusing also on 
negative outcomes, is a milestone 
for being excellent. Colleagues will 
recognize a surgeon’s global lead-
ership and integrity, while patients 

AUA2022: REFLECTIONS

“ Urology is 
a constantly 
evolving area, and 
a regular update is 
pivotal regardless 
of our position and 
responsibilities.”

“ Finding a mentor 
may take a 
lifetime, but it 
is a priority for 
those who want 
to pursue a great 
career.”
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will appreciate and trust us when 
clearly explaining the major issues 
that may arise intra- and postoper-
atively. When outcomes are satis-
factory, one should change to fur-
ther improve his/her results. To do 
so, surgeons working in tertiary re-
ferral centers should create a mul-

tidisciplinary team and optimize 
the collaboration with the other 
specialists who are often the pillars 
for reaching the best patient man-
agement.2 Lack of collaboration is 
often a shortcoming common to 
many urologists. Cooperation with 
dedicated pathologists, medical 
oncology, radiotherapist, radiolo-
gist, experts in nuclear medicine 
and tumor genetics, and psycholo-
gists can only improve results while 
achieving the best outcomes for 
patients. We are witnessing a rev-
olution in the treatment of many 
urological diseases and will likely 
continue to do so in the upcoming 
years, along with technology and 
scientific research updates. There-

fore, a call for a multidisciplinary 
approach is no longer sufficient to 
guarantee the best supportive care 
to urological patients; rather, we 
advocate for an integrated network 
of highly specialized physicians 
and professionals, guided by the 
urologist, to offer the patient the 
treatment that best suits his/her co-
morbidity status, preferences, and 
disease characteristics.

I founded my career on these 
simple concepts. Following these 
steps, I have shaped the team cur-
rently working at the Department 
of Urology of Vita-Salute San Raf-
faele University in Milan. Only 
through hard work and dedication 
was I able to mold my ideas into 

habits, and then habits into a life-
style, to become successful. For 
many years, now, I have been con-
tinuously working as an educator, 
dedicating my time to supporting 
younger colleagues to follow the 
principles of scientific integrity and 
intellectual honesty. In conclusion, 
reaching excellence is a challenge 
and opportunity for many of us. 
Nevertheless, I think it should not 
be the destination of one’s career, 
but a continuous journey that nev-
er ends. STOP

1. Montorsi F. On having grey hair. Eur Urol. 
2019;75(4):541-542. 

2. Montorsi F. On being sick and tired. Eur Urol On-
col. 2020;3(1):7-9. 

Clinical Utility of Prostate-Specific Membrane Antigen 
Diagnostics and Theranostics
William J. Aronson, MD
University of California, Los Angeles 
The VA Greater Los Angeles Healthcare System, 
California

Leonard S. Marks, MD
University of California, Los Angeles

Prostate-Specific 
Membrane Antigen 
(PSMA) Positron Emission 
Tomography (PET) 
Diagnostics

PSMA PET CT (PSMA PET) 
imaging has led to a profound 
transformation in prostate cancer 
diagnosis and management. PSMA 
PET imaging is superior to con-
ventional imaging for initial stag-
ing in men with newly diagnosed 
prostate cancer, and is superior to 
conventional imaging for patients 
with biochemical recurrence. In 
2020 the U.S. Food and Drug Ad-
ministration (FDA) approved the 
radiotracer 68Ga-PSMA-11 based 
on pivotal clinical trials done at 
the University of California, Los 
An geles and University of Califor-
nia, San Francisco,1,2 and in 2021 

the FDA approved the radiotracer 
18F-DCFPyL based on results of the 
CONDOR and OSPREY trials.3,4 
68Ga-PSMA-11 and 18F-DCFPyL 
have similar performance char-
acteristics and are superior to the 
fluciclovine scan.5 PSMA is over-
expressed 100 to 1,000 times in 
prostate cancer cells. Given low 
PSMA levels in bone and lymph 
nodes, there is a favorable sig-
nal-to-background ratio allowing 
for excellent visualization of PSMA 
PET positive lesions at these sites.

Details of the sensitivity, spec-
ificity, and positive and negative 
predictive values for PSMA PET 
imaging are in the references be-
low. Several aspects deserve spe-
cial mention. For initial staging in 
men with newly diagnosed prostate 
cancer, we need to be well aware 
of the limitations of PSMA PET 
imaging for lesions less than 6 mm. 
For example, Cohort A in the OS-
PREY trial enrolled patients sched-
uled for radical prostatectomy with 
pelvic lymph node dissection with 
a Gleason score ≥8, PSA >20, and 
clinical stage ≥T3a.4 The sensitiv-
ity of detecting prostate cancer in 

histologically positive lymph nodes 
was low (40%). In a post-hoc analy-
sis the sensitivity improved to 60% 
when excluding histologically pos-
itive nodes less than 6 mm. Thus, 
it is important not to exclude do-
ing a pelvic lymph node dissection 
based on a negative PSMA PET 
scan. Another aspect of PSMA 
PET imaging that deserves special 
attention is the correlation between 
PSA levels and detection of PSMA 
PET positive lesions in patients 
with biochemical recurrence fol-
lowing primary therapy. As seen in 
the Figure, the higher the PSA, the 
higher the detection rate. Once the 
PSA reaches levels of 1 or higher 
detection rates are high, ranging 
from 75% to 95%.6

Although results from PSMA 
PET imaging are known to change 
management decisions, such as 
radiation therapy planning, there 
are no high-level data demonstrat-
ing improved patient outcomes. 
That being said, in a subset anal-
ysis of 35 patients from the ORI-
OLE trial, a phase 2 randomized 
trial examining stereotactic body 
radiation therapy for oligometa-

static prostate cancer in which the 
radiation oncologists were blinded 
to PSMA PET findings, there was 
improved progression-free survival 
in patients who had all PSMA PET 
positive lesions treated as com-
pared to patients who did not have 
all the PSMA PET lesions treated.7 
Prospective randomized trials eval-
uating therapy of PSMA PET de-
tected lesions that are negative on 
conventional imaging are ongoing 
and we should make every effort to 
enroll our patients in these trials.

PSMA-Based Theranostics
The term “theranostics” refers 

to combining diagnostics with tumor  
directed therapy. In the VISION 
trial, lutetium-177 (emits beta par-
ticles causing single-stranded DNA 
breaks) linked with PSMA-617 
(Lu-177-PSMA-617) was proven to 
be an effective treatment for men 
with metastatic castration resistant 
prostate cancer (mCRPC). This 
was a prospective, randomized trial 
in men with mCRPC that failed an 
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“ Sharing authentic 
and valid data, 
focusing also on 
negative outcomes, 
is a milestone for 
being excellent.”
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Figure. 68Ga-PSMA and 18F-DCFPyL PSMA scanning detection rates increase with increasing PSA in 
patients with biochemical recurrence.

CLINICAL UTILITY OF PROSTATE-SPECIFIC MEMBRANE ANTIGEN DIAGNOSTICS AND THERANOSTICS
Arrow-right Continued from page 4

androgen receptor pathway inhib-
itor and docetaxel chemotherapy. 
Lu-177-PSMA-617 improved pro-
gression-free survival and overall 
survival, and had favorable findings 
for quality of life and pain scores 
relative to the control group.8 The 
infusion is given by a nuclear med-
icine physician every 6 weeks for 
up to 6 doses. These findings rep-
resent a major advancement for 
our patients with mCRPC. Trials 
are ongoing evaluating radioli-
gand-PSMA based therapies for 
earlier stages of disease.

Future Directions
There are numerous future di-

rections for PSMA PET imaging 
and theranostics. Benign prostate 
tissue has a low uptake of PSMA as 
compared to prostate cancer, and 
prior studies suggest combining 
multiparametric MRI with PSMA 
PET may improve our ability to 
diagnose prostate cancer.9,10 Com-
bining PSMA PET and magnetic 
resonance imaging into one imag-
ing modality to be used for fusion 
biopsy is also under development. 
The role for PSMA PET imaging 
to monitor treatment response and 
outcomes is also under investiga-
tion. Artificial intelligence image 
analysis may also play a role in 
understanding the disease biology 
and for risk stratification. Research 
is also underway evaluating intra-
operative detection of prostate can-
cer in lymph nodes using probes 
that detect radiolabeled PSMA. 
In addition, new “formulations” of 
PSMA targeting for imaging and 
treatment are also being evaluated 
in prospective trials.

Challenges Moving 
Forward and Take Home 
Messages

PSMA PET CT can be consid-
ered a “disruptive” technology in 

that we need to rethink how we im-
age and manage all stages of pros-
tate cancer, and reconsider what is 
best for our patients in the setting 
of insufficient outcomes data. Al-
though it seems intuitive that earlier 
detection of metastatic disease will 
result in improved outcomes for 
our patients, prospective random-
ized trials are required. To date, all 
the FDA-approved therapies for 
metastatic castration sensitive and 
castration resistant prostate can-
cer were done with conventional   
imaging. There exists a risk of over-
treatment with increased long-term 
adverse events and financial tox-
icity if we prescribe therapies for 
advanced disease based on positive 
PSMA PET imaging with negative 
conventional imaging.

Take home messages are as fol-
lows: 1) PSMA PET CT imaging is 
superior to conventional imaging 
for initial staging and biochem-
ical recurrence for our patients 
with prostate cancer. 2) A negative 
PSMA PET CT of pelvic lymph 
nodes should not exclude per-
forming a pelvic lymph node dis-
section at the time of radical pros-
tatectomy. 3) As per the present 
National Comprehensive Cancer 
Network® guidelines, for patients 
who progress while on androgen 
deprivation therapy, PSMA PET 
can be considered as an alternative 
to conventional imaging for bone 
and soft tissue. 4) Lutetium-177 
linked to PSMA-617 is an effective 
therapy for patients with mCRPC 
that failed an androgen receptor 
pathway inhibitor and docetaxel 
chemotherapy. 5) When possible, 
we should enroll our patients in 
clinical trials to better define the 
role of PSMA based diagnostics 
and theranostics. STOP

1. Fendler WP, Calais J, Eiber M, et al. Assess-
ment of 68Ga-PSMA-11 PET accuracy in 
localizing recurrent prostate cancer: a pro-
spective single arm clinical trial. JAMA Oncol . 
2019;5(6):856-863. 

2. Hope TA, Eiber M, Armstrong WR, et al. Diag-
nostic accuracy of 68Ga-PSMA-11 PET for pelvic 

nodal metastasis detection prior to radical pros-
tatectomy and pelvic lymph node dissection: a 
multicenter prospective phase 3 imaging trial. 
JAMA Oncol. 2021;7(11):1635-1642. 

3. Morris MJ, Rowe SP, Gorin MA, et al. Di-
agnostic performance of 18F-DCFPyL-PET/
CT in men with biochemically recurrent 
prostate cancer: results from the CONDOR 
phase III, multicenter study. Clin Cancer Res. 
2021;27(13):3674-3682. 

4. Pienta KJ, Gorin MA, Rowe SP, et al. A phase 
2/3 prospective multicenter study of the di-
agnostic accuracy of prostate specific mem-
brane antigen PET/CT with 18F-DCFPyL in 
prostate cancer patients (OSPREY). J Urol. 
2021;206(1):52-61. 

5. Calais J, Ceci F, Eiber M, et al. 18F-Fluciclovine 
PET-CT and 68Ga-PSMA-11 PET-CT in pa-
tients with early biochemical recurrence after 
prostatectomy: a prospective, single-centre,  
 single-arm, comparative imaging trial. Lancet 
Oncol. 2019;20(9):1286-1294. 

6. Kuppermann D, Calais J, Marks LS. Imaging 
prostate cancer: clinical utility of prostate-specific 
membrane antigen. J Urol. 2022;207(4):769-778. 

7. Phillips R, Shi WY, Deek M, et al. Outcomes of 
observation vs stereotactic ablative radiation for 
oligometastatic prostate cancer: the ORIOLE 
phase 2 randomized clinical trial. JAMA Oncol. 
2020;6(5):650-659. 

8. Sartor O, de Bono J, Chi KN, et al. Lutetium-177 
ePSMA-617 for metastatic castration-resistant pros-
tate cancer. N Engl J Med. 2021;385(12):1091-1103. 

9. Emmett L, Buteau J, Papa N, et al. The additive 
diagnostic value of prostate-specific membrane 
antigen positron emission tomography comput-
ed tomography to multiparametric magnetic 
resonance imaging triage in the diagnosis of 
prostate cancer (PRIMARY): a prospective mul-
ticenter study. Eur Urol. 2021;80(6):682-689.

10. Simopoulos DN, Natarajan S, Jones TA, Fendler 
WP, Sisk AE Jr, Marks LS. Targeted prostate bi-
opsy using 68gallium PSMA-PET/CT for image 
guidance. Urol Case Rep. 2017;3(14):11-14.

“ PSMA PET CT 
can be considered 
a “disruptive” 
technology in that 
we need to rethink 
how we image and 
manage all stages 
of prostate cancer, 
and reconsider 
what is best 
for our patients 
in the setting 
of insufficient 
outcomes data.”

“ There exists a risk 
of overtreatment 
with increased 
long-term 
adverse events 
and financial 
toxicity if we 
prescribe therapies 
for advanced 
disease based on 
positive PSMA 
PET imaging 
with negative 
conventional 
imaging.”
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AUA2022 Session on How I Do It: Common  
Urologic Procedures
Gopal Badlani, MD, FACS, FRCS
Atrium Baptist Medical Hospital, Wake Forest 
University, Winston Salem, North Carolina

The AUA secretary John Denstedt 
conceived the concept of visual 
illustration of common urologi-
cal procedures by the experts in 
the field. Rather than live surgery, 
international participation was 
made possible with an unedited 
video recording of the procedure. 
Each speaker followed a format 
of case selection, the minimal re-
quired workup, an essential test 
before use of the device. They 
illustrated the technique with em-
phasis on anesthesia choice/loca-
tion of service/equipment/tech-
nique/key tricks to make it easier. 
Troubleshooting during the case 
was an important feature. Imme-
diate postoperative management 
instruction/followup is key in 
these procedures. Assessment as 
to what is the definition of success 
in their view and long-term data 
were illustrated. 

Bipolar Enucleation and 
Resection

Dr. Li-Ping Xie, professor and 
chair of urology at the First Affil-
iated Hospital, Zhejiang Univer-
sity School of Medicine in China, 
demonstrated a newer technique in 
bipolar enucleation. He has pub-
lished extensively on his technique, 

including a summary article in the 
Asian Journal of Urology.1 

He demonstrated ability to 
deal with any size prostate using 
the bipolar device, a combination 
of enucleation and resection, to 
avoid the need for morcellation, as 
needed by laser enucleation tech-
niques. A special loop designed 
by him was introduced with an 
ancient Chinese principle. With 
careful use of coagulation current, 
he enucleated the gland from the 
apex to the bladder neck, and 
then used the resection to remove 
the tissue with minimal blood 
loss. Postoperative care is routine 
as in any transurethral resection 
of the prostate, and his present-
ed long-term data showed a good 
outcome. The learning curve for 
this is considerably shorter than 
for the laser enucleation.

Perineal Prostate Biopsy
Dr. John Thomas Wei, profes-

sor of urology at the University 
of Michigan and head of androl-
ogy at Michigan Medicine at Ann 
Arbor, demystified the ability to 
do a perineal biopsy under local 
anesthesia in the office setting. 
The prevalence of prostate can-
cer continues to increase, and the 
need for biopsy in a safe manner 
is the current need. The transrec-
tal approach is the most common 
approach in the U.S. but the peri-
neal approach is increasingly used 
in Europe. Until recently, this was 
being done under anesthesia, but 
Dr Wei showed in a very detailed 
and careful manner each aspect of 
doing the procedure in the clinic. 
The ultrasound can be done tran-
srectally or perineally, and the 
ability to include MRI findings 
in planning biopsy was discussed. 

He demonstrated the disposable 
device that allows the biopsy to 
be guided to various sites in the 
prostate in a controlled  manner. 
The decrease in the infection rate 
is a significant advantage.

Post Prostatectomy 
Incontinence

Dr. Jaspreet Singh Sandhu, 
associate professor of urolo-
gy at the Weil Cornell Medi-
cal College and at Memorial 
Sloan Kettering Cancer Center, 
chaired the recently released 
AUA Guidelines on this topic. 
He demonstrated the new and 
improved design of the male 
sling, and emphasized the case 
selection as well the prerequi-
sites prior to the surgery. Ruling 
out bladder neck contracture 
and bladder dysfunction, both 
overactivity and compliance 
issues, was key to the success 
of the procedure. Surgical ap-
proach for patients with 2 pads 
or fewer leaking per day was 
demonstrated. Steps including 
release of perineal tendon, pas-
sage of the needle through the 
obturator fossa, and tensioning 
were illustrated.

Mini Percutaneous 
Nephrolithotomy (PCNL) 
for Renal Stones

Dr. Janak Desai, senior urologist 
at Samved Hospital in Ahmedabad, 
India, is a pioneer in the ultra mini 
PCNL. Intra-renal lithotripsy with 
flexible scopes is an established 
technique in the U.S. and western 
world, but cost of the flexible scopes 
and repair has led to the develop-
ment of mini PCNL, which is more 
invasive but faster and better in 
stone clearance, in addition to being 
cheaper. Taking this 1 step further, 
ultra mini PCNL with a special 

evacuator for stone fragments was 
demonstrated by Dr. Desai. Access 
with ultrasound guidance further 
decreases the radiation exposure. 
An internal stent was adequate for 
drainage, obviating the need for ne-
phrostomy tube. The patient can be 
discharged on the same day.

The session viewing can be a 
ready reference for embarking on 
one of these procedures after ap-
propriate training for access. STOP

1. Xie L, Wang X, Chen H, et al. Innovative en-
doscopic enucleations of the prostate—Xie’s pros-
tate enucleations. Asian J Urol. 2018;5(1):12-16.
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“ Immediate 
postoperative 
management 
instruction/
followup is key in 
these procedures.”

“ The session 
viewing can be a 
ready reference 
for embarking 
on one of these 
procedures after 
appropriate 
training for 
access.”

“ Steps including 
release of perineal 
tendon, passage of 
the needle through 
the obturator 
fossa, and 
tensioning were 
illustrated.”
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The Fine Frontier between High-Risk, Locally  
Advanced, and Oligometastatic Prostate Cancer
Amandeep Arora, MCh
Tata Memorial Hospital, Mumbai, India

Rafael Sanchez-Salas, MD
McGill University Health Centre, Montreal, Canada

High-risk prostate cancer (PCa) 
encompasses a wide spectrum of 
diseases, ranging from organ-con-
fined cancer with high-risk features 
to locally advanced cancer which 
may or may not have spread to the 
pelvic nodes.1 But when do you label 
your PCa patient as high-risk local-
ized or locally advanced? Well, it de-
pends on multiple factors—whether 
you stage your patients on the basis 
of clinical examination as suggested 
by the American Joint Committee 
on Cancer or use MRI, whether you 
classify your patients based on the 
European Association of Urology or 
the National Comprehensive Cancer 
Network® stratification, and whether 
you use conventional imaging or 
next-generation imaging (NGI) for 
metastatic evaluation. These vari-
ations in clinical practice broaden 
the spectrum of high-risk PCa even 
further. The last criterion is also sub-
ject to the availability of NGI (the 
prostate-specific membrane antigen 
[PSMA] positron emission tomogra-
phy [PET] scan) in one’s part of the 
world and is fast turning out to be the 
most impactful factor.

The PSMA PET scan is turning 
out to be a game-changer in stag-
ing PCa. We have level 1 evidence 
from the proPSMA study that the 
PSMA PET scan has significant-
ly greater accuracy for nodal and 
distant metastasis compared to 
conventional imaging comprising 
of a bone scan plus a CT.2 At the 
recent Advanced Prostate Cancer 
Consensus Conference 2022 con-
gress at Lunago, Switzerland, 78% 
of experts vouched for the PSMA 
PET scan as their investigation of 
choice for metastatic staging. The 
PSMA PET scan has now found its 
way into guidelines, as well.3 How-
ever, we do not yet have data that 
tells us that using PSMA PET scans 
instead of conventional imaging to 
guide management decisions leads 
to a survival benefit; and the guide-

lines also caution us to be aware of 
the lack of these outcome data.

Within the heterogeneous group 
of locally advanced and oligometa-
static patients, using a PSMA PET 
scan instead of a bone scan may 
lead to a change in the stage, usually 
an upstaging, and subsequently lead 
to an alteration in the management 
plan and prognostication.4 This 
means that certain locally advanced 
and low-volume metastatic patients 
on a bone scan would be upstaged 
to low-volume and high-volume 
metastatic cancer, respectively, on 
the PSMA PET (see Figure). This 
would lead to a change in the “in-
tent” of treatment and would de-
prive these patients a chance at pos-
sible cure if we chose to not address 

the primary lesion in the prostate. 
We need to remember that all the 
evidence available today for decid-
ing whether to treat the primary in 
the setting of metastatic PCa comes 
from studies which used bone scan 
and CT to stage the patients, and 
not PSMA PET CT.5,6

Another point to consider is 
that in the setting of high-risk and 
locally advanced disease, we are 
moving towards intensification of 
systemic treatment in addition to 
the local treatment. Guidelines al-
ready recommend adding 2 years 
of abiraterone for such patients 
who are treated with radiation plus 
androgen deprivation therapy. 
Ongoing trials such as PROTEUS 
and ARNEO, amongst others, are 
evaluating the role of intensifying 
systemic treatment along with rad-
ical prostatectomy in these patients 
in the form of neoadjuvant apalut-
amide or docetaxel.7,8 Quite con-
trastingly, while one of these trials 
is using conventional imaging, the 
other is using the PSMA PET scan 
for staging the patients. It would be 
interesting to see how the results 
of these trials would be applied to 
clinical practice in the near future. 
But, at this point in time, it doesn’t 
seem fair to deprive a patient with, 
for example, 5 metastatic lesions on 
a PSMA PET scan of treatment to 
his primary lesion in the prostate. 
Whether this primary treatment 

should be in the form of surgery 
or radiation therapy is another de-
bate in itself. Another potential 
downside of treating a patient as 
per a higher risk category based 
on PSMA findings is the increased 
toxicity from the additional system-
ic therapies that may be prescribed.

The advent of NGI has only 
blurred further the “fine line” be-
tween high-risk, locally advanced, 
and oligometastatic PCa. It is the 
need of the hour to reach a con-
sensus to demarcate these disease 
stages, for accurate and distinct risk 
stratification for our PCa patients, 
based on newer imaging. We need to 
identify patients who have “limited” 
metastatic burden on a PSMA PET 
scan and will benefit from treatment 
to their primary lesion. Inclusion 
of biomarkers in the decision algo-
rithm will help better identify such 
patients in the near future. STOP

1. Chang AJ, Autio KA, Roach M, Scher HI. 
“High-risk” prostate cancer: classification and 
therapy. Nat Rev Clin Oncol. 2014;11(6):308–323. 

2. Hofman MS, Lawrentschuk N, Francis RJ, et al. 
Prostate-specific membrane antigen PET-CT in 
patients with high-risk prostate cancer before 
curative-intent surgery or radiotherapy (proPS-
MA): a prospective, randomised, multicentre 
study. Lancet. 2020;395(10231):1208–1216. 

3. EAU Guidelines. Edn. presented at the EAU An-
nual Congress Amsterdam 2022. ISBN 978-94-
92671-16-5.

4. Manfredi C, Fernández-Pascual E, Arcaniolo D, 
et al. The role of prostate-specific membrane anti-
gen positron emission tomography/magnetic res-
onance imaging in primary and recurrent pros-
tate cancer: a systematic review of the literature. 
Eur Urol Focus. 2021;S2405-4569(21)00228–5.

5. Boevé LMS, Hulshof MCCM, Vis AN, et al. Ef-
fect on survival of androgen deprivation therapy 
alone compared to androgen deprivation thera-
py combined with concurrent radiation therapy 
to the prostate in patients with primary bone 
metastatic prostate cancer in a prospective ran-
domised clinical trial: data from the HORRAD 
trial. Eur Urol. 2019;75(3):410–418. 

6. Parker CC, James ND, Brawley CD, et al. Ra-
diotherapy to the primary tumour for newly 
diagnosed, metastatic prostate cancer (STAM-
PEDE): a randomised controlled phase 3 trial. 
Lancet. 2018;392(10162):2353–2366.

7. Taplin ME, Gleave M, Evans CP, et al. PRO-
TEUS: A randomized, double-blind, placebo 
(PBO)-controlled, phase III trial of apalutamide 
(APA) plus androgen deprivation therapy (ADT) 
versus PBO plus ADT prior to radical prostatec-
tomy (RP) in patients with localized high-risk or 
locally advanced prostate cancer (PC). J Clin On-
col. 2020;38(6_suppl):TPS383-TPS383.

8. Tosco L, Laenen A, Gevaert T, et al. Neoadju-
vant degarelix with or without apalutamide fol-
lowed by radical prostatectomy for intermediate 
and high-risk prostate cancer: ARNEO, a ran-
domized, double blind, placebo-controlled trial. 
BMC Cancer. 2018;18(1):354. 
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Figure. Bone scan and CT vs PSMA PET: possible case scenarios of change in the stage and alteration 
in the management plan and prognosis.

“ Another point to 
consider is that 
in the setting of 
high-risk and 
locally advanced 
disease, we are 
moving towards 
intensification of 
systemic treatment 
in addition to the 
local treatment.”
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Best Way to Do a Prostate Biopsy in 2022: Summary of 
the AUA Plenary Session
Bashir Al Hussein Al Awamlh, MD
Vanderbilt University Medical Center, Nashville, 
Tennessee

Daniel Barocas, MD, MPH
Vanderbilt University Medical Center, Nashville, 
Tennessee

Introduction
This plenary session aimed to re-

view the best contemporary meth-
ods of prostate biopsy in terms of 
approach (transrectal vs transperi-
neal) and imaging-guidance modal-
ity (MRI and micro-ultrasound). 
The panelists discussing the ap-
proaches were Drs. Arvin George 
(transrectal approach) and Ben 
Ristau (transperineal approach), 
whereas Drs. Kristen Scarpato 
(MRI) and Samir Taneja (micro-ul-
trasound) discussed image-guid-
ance modalities.

Transrectal vs 
Transperineal Approach

Several facets were considered 
when comparing prostate biop-
sy approaches, including cancer 
detection rates, pain scores, ad-
verse events, and cost. Dr. George 
presented data from MUSIC 
(Michigan Urological Surgery Im-
provement Collaborative) on al-
most 10,000 men, showing similar 
cancer detection rates in both ap-
proaches (57.3% transperineally vs 
56.5% transrectally, p=0.6). Sim-
ilarly, 2 other randomized stud-
ies were presented that showed 
no difference in cancer detection 
rates, specifically 47% vs 53% in 
339 men and 35% vs 32% in 200 
men for transperineal and tran-
srectal approaches, respectively 
(p >0.05).1,2 However, the trans-
perineal approach was superior 
for detection of apical disease in 
one study, where 16.2% vs 12% 
(p=0.046) of “anterior only” tu-
mors were diagnosed transper-
ineally compared to transrectal 
 biopsies.3

More data from the MUSIC 
collaborative on adverse events 
suggested that there were no differ-

ences between biopsy approaches 
in emergency room visits within 
30 days of biopsy, episodes of uri-
nary retention, or hematuria. More 
importantly, hospitalization rates 
for infectious complications were 
0.6% and 0.33% for transrectal and 
transperineal biopsies, respectively 
(p=0.11). The argument favoring 
the transperineal approach was 
bolstered by studies showing in-
fectious complications of <1% and 
the possibility of doing biopsies 
without antibiotics, furthering the 
goal of antibiotic stewardship.4,5 
The counter-argument, however, 
was that infection risk is compa-
rably low in transrectal biopsies 
when preventive measures, such as 
enhanced antibiotic prophylaxis, 
pre-biopsy rectal swab cultures to 
look for quinolone resistance, and 
formalin-dipping the needle be-
tween biopsies.

Regarding patient experience, 
data from Michigan and others 
suggest that overall pain and pa-
tient discomfort are higher with 
the transperineal approach, mainly 
driven by the discomfort associated 
with anesthetic administration. Dr. 
Ristau also highlighted that the ad-
dition of pudendal nerve blockade 
to the standard periprostatic block 

improves pain control in transperi-
neal biopsies. Lastly, the transperi-
neal approach is proposed to have 
higher costs relative to transrectal 
biopsies that are chiefly associated 
with capital costs and disposables 
(eg needle guide).

MRI and 
Micro-Ultrasound

The potential of pre-biopsy MRI 
to enhance detection of clinical-
ly significant cancer and to avoid 
over-detection and overtreatment 
of low-risk disease were under-
scored by Dr. Scarpato. Whereas 
transrectal-ultrasound are useful 
for template biopsies, areas of sus-
picion can be identified on MRI. 
Using the latest iteration of Prostate 
Imaging–Reporting and Data Sys-
tem® (PI-RADS®), version 2.1 sim-
plifies interpretation and reporting 
of MRI imaging to enhance the de-
tection of significant cancer (grade 
group ≥2). The key findings of 
clinical trials comparing MRI and 
transrectal ultrasound guidance 
were emphasized by Dr. Scarpa-
to, particularly that MRI detects 
higher-grade lesions (30%), fewer 
low-grade cancers (17%), and could 
avoid biopsy in a third of men 
when negative.6,7 Therefore, these 
data solidify the role of MRI as 
an intermediate step between PSA 
testing and prostate biopsy.

Dr. Taneja highlighted the need 
for alternative diagnostic options 
to MRI that stems from the vari-
ability in MRI quality, access to 
MRI, and the significant expens-
es associated with it. As such, mi-
cro-ultrasound is sought after as an 
alternative that is less costly and 
more accessible. Micro-ultrasound 
operates at 300% higher frequen-
cy than conventional ultrasound 
(17–29 vs 6–12 MHz), allowing for 
better resolution than convention-
al ultrasound. Micro-ultrasound 
can be used with or without MRI 
fusion and in both the transperine-
al and transrectal approach.

The panelists then discussed the 
Prostate Risk Identification using 

Micro-Ultrasound (PRI-MUS™), 
a validated 5-level risk scale that 
uses textural patterns to predict the 
likelihood of cancer. This scoring 
system has been shown to have a 
reasonable learning curve (40–60 
cases) and to perform similarly to 
PI-RADS. Studies have demonstrat-
ed that in some instances where the 
MRI is negative in patients with sig-
nificant cancer, a subset will have an 
abnormal PRI-MUS score. More-
over, PRI-MUS was also shown to 
have higher sensitivity (99.7% vs 
84.3%) and negative predictive val-
ue (99.2% vs 64.5%) than PI-RADS. 
Lastly, the role of micro-ultrasound 
was emphasized in improving fu-
sion biopsies as it improves lesion 
resolution and visual targeting of 
significant disease.8,9 Taken togeth-
er, compared to MRI, micro-ul-
trasound has similar diagnostic ac-
curacy, short learning curve, lower 
overall cost, and ultimately returns 
the diagnostic workup back to the 
hands of the urologist.

Take Home Message
William Kissick first described 

the iron triangle of health in 1994, 
consisting of 3 competing elements 
of health care: access, quality, 
and costs. In keeping with these 
fundamentals, the transperineal 
approach may have better qual-
ity with lower sepsis rates than 
transrectal biopsies, but access 
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“ More data from 
the MUSIC 
collaborative on 
adverse events 
suggested that 
there were no 
differences 
between biopsy 
approaches in 
emergency room 
visits within 
30 days of biopsy, 
episodes of urinary 
retention, or 
hematuria.”

“ Micro-ultrasound 
operates at 300% 
higher frequency 
than conventional 
ultrasound (17–29 
vs 6–12 MHz), 
allowing for 
better resolution 
than conventional 
ultrasound.”
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Table. Upcoming randomized controlled trials comparing transrectal and transperineal prostate biopsy

Title (NCT No.)
Primary  

Investigator
Estimated 
Enrollment

Primary  
Outcome(s) Secondary Outcome

Completion 
Date

Randomized Trial Comparing Trans-
perineal vs. Transrectal MRI-targeted 
Prostate Biopsy (NCT04815876)

Jim Hu, MD, 
MPH

1,302 1.  Infection ad-
verse events

1. Patient reported pain
2. Change in patient-reported anxiety
3.  Detection of grade group ≥2 disease
4. Change in adverse events

February 
2024

Prospective, Randomized Study 
Comparing Transperineal and Tran-
srectal Prostate Biopsy Efficacy and 
Complications (NCT04081636)

Badar Mian, 
MD

568 1.  Infectious 
complications

2.  Bleeding com-
plications

1. Cancer detection rate
2. Tolerability
3.  Urinary function (International  

Prostate Symptom Score)
4. Cost
5. Sexual function (International Index 
of Erectile Function)

December 
2022

BEST WAY TO DO A PROSTATE BIOPSY IN 2022
Arrow-right Continued from page 8
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and higher costs related to start-
up, disposables, and sedation (if 
performed in the operating room) 
should be considered. Whether the 
lower sepsis rate is enough to justi-
fy cost and patient discomfort, re-
mains to be answered by the 2 ran-
domized trials that aim to compare 
these approaches (see Table). Until 
then, given the limited availability 
of transperineal biopsy, a risk-strat-
ified approach may be warranted.

In terms of image guidance, it is 
evident that the experience of ra-
diologists is critical to the quality 
of MRI, and it is only cost-effec-

tive when the biopsy is omitted 
if the scan is negative. However, 
since 15% of clinically significant 
cancers are not seen on MRI, urol-
ogists need to use caution about 
using MRI to avoid biopsy. The 
potential benefit of micro-ultra-
sound can only be realized if it can 
substitute MRI rather than act as 
an adjunct and further increase 
costs. Currently, the Optimization 
of Prostate Biopsy-Micro-Ultra-
sound Versus MRI (OPTIMUM 
Study), which aims to compare 
3 biopsy techniques in a multi-
center randomized controlled trial 

(NCT05220501) is now open, with 
the primary and secondary end-
points being detecting clinically 
significant cancer in micro-ultra-
sound vs MRI-ultrasound fusion 
biopsy and micro-ultrasound/
MRI fusion vs MRI-ultrasound 
fusion, respectively. We hope that 
the findings of these upcoming 
trials will improve the quality of 
prostate biopsy and enable us to 
direct appropriate efforts in pro-
viding accessible and cost-effective 
care for our patients. STOP

1. Guo L-H, Wu R, Xu H-X, et al. Comparison be-
tween ultrasound guided transperineal and tran-

srectal prostate biopsy: a prospective. Sci Rep. 
2015;5:16089. 

2. Takenaka A, Hara R, Ishimura T, et al. A pro-
spective randomized comparison of diagnostic 
efficacy between transperineal and transrectal 
12-core prostate biopsy. Prostate Cancer Prostatic 
Dis. 2008;11(2):134-138. 

3. Hossack T, Patel MI, Huo A, et al. Location and 
pathological characteristics of cancers in radical 
prostatectomy specimens identified by transper-
ineal biopsy compared to transrectal biopsy. J 
Urol. 2012;188(3):781-785. 

4. Castellani D, Pirola GM, Law YXT, et al. 
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2022;207(1):25-34. 
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sy. J Urol. 2017;198(2):329-334. 
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Comparison of MR/ultrasound fusion-guided 
biopsy with ultrasound-guided biopsy for the 
diagnosis of prostate cancer. JAMA. 2015;313(4): 
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Women in Urologic Oncology: Past, Present, and Future
Eila C. Skinner, MD
Stanford University School of Medicine, Palo Alto, 
California

The story of the growth of wom-
en in urologic oncology started 
in 1954 when Willet Whitmore 
trained Elizabeth Pickett, the first 
female urologist to complete the 
oncology fellowship program at 
Memorial Sloan Kettering Hospi-
tal. It was over 30 years later before 
a few more of us started entering 
the field. By 2000 there were still 
only a handful of women practic-
ing in this subspecialty across the 
country. At that time less than 10% 
of urology residents were women, 
and they were often encouraged to 
focus on pediatrics or female urol-
ogy, which were considered more 
acceptable fields for women. Those 

of us determined to focus our ca-
reer in oncology were fortunate to 
find male mentors who encouraged 
and sponsored us in the field.

Over the next 2 decades there 
was a slow but steady increase in 
women entering urologic oncolo-
gy fellowships as the percentage of 
women in residency rose to about 
20% across the country. By 2010 we 
began seeing more women com-
plete their training and taking ju-
nior faculty positions in academic 
centers across the country. A few 
years later we started meeting in-
formally at the winter Society of 
Urologic Oncology (SUO) meeting 
and realized how powerful it was to 
meet other women with similar in-
terests and facing similar challenges 
in our careers. In 2019 we reached 

“activation energy” and through a 
concerted campaign we obtained 
the support of the SUO leadership 
to establish a formal subgroup of the 
SUO called WUO—Women in Uro-
logic Oncology. This was support-
ed by the handful of senior wom-
en in the field, but it was really led 
by a group of the next generation 
of women who were emerging as 
young leaders in their institutions.

Women still make up a small 
percentage of all urologic oncol-
ogists in practice, but the number 
of female applicants to SUO fel-
lowships has more than doubled 
since 2014 and there are nearly 
100 female members in the SUO 
organization today (see Figure). 
However, we are still short of a 
minimal goal of matching the 11% 

of urologic oncology patients who 
are female.

We have learned a number of les-
sons on the way that are applicable 
to all of the subspecialties in urology 
and, in many cases, also to the gen-
eral field of urology as a whole.

•  Mentorship. This is critical in 
all aspects of professional life, 
both in and outside of academic 
medicine. Mentors can provide 
guidance, motivation, emotional 
support, and/or role modeling, 
and can help with exploring ca-
reer paths, setting goals, devel-
oping contacts, and identifying 
resources. While role models of 
successful female urologists are 
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incredibly helpful, often male 
mentors can be equally effec-
tive in this role for many wom-
en. Many, if not most, successful 
professionals may have multiple 
mentors during the course of 
their career, and looking outside 
your department or even outside 
your institution may be neces-
sary at times.

•  Sponsorship. In recent years it 
has become increasingly evident 
that minority groups, including 
women and Underrepresented 
in Medicine (URM) urologists, 
need sponsors as well as mentors. 
Sponsors will help you become 
visible by recommending you 
for local, regional and national 
speaking opportunities, panels, 
committees, and other activities. 
Only in retrospect did I realize 
how often my mentors did this 
for me and how critical this was 
to my ultimate career growth.

•  As many of our male colleagues 
have started to recognize the im-
portance of reaching out to bring 
women onto panels and speaking 
roles at our meetings, their sup-
port has been crucial. Many are 

now speaking out when asked 
to participate in a “manel.” The 
WUO and the Society of Women 
In Urology, among other groups, 
maintain potential speaker lists 
as a resource to help in this en-
deavor.

•  Affinity groups. The power of this 
type of networking is invaluable, 
especially for individuals who 
may feel isolated in their own 
institution. These groups are of-
ten informal but do require some 
effort to foster and sustain. The 
achievement of gaining official 
recognition for the WUO was 
surprisingly empowering, and I 
would encourage groups in oth-
er subspecialties to try to achieve 
this within their own subspecial-
ty society. In addition to official 
recognition and some funding for 
our activities, we were able to gain 
approval for some travel fellow-
ship and research awards for our 
group, heightening our potential 
impact for our junior members.

•  Help our field adapt to having 
women members. We need to 
work toward helping the field of 
academic urology adapt to re-
cruiting and keeping women in 
the field. Many of us got where we 
are by adapting to the male-dom-

inated world we work in. While 
there is lots of discussion of work-
life balance, in fact there is no 
question that 5 or 6 years of train-
ing and then fellowship and the 
intense first few years of academ-
ic career conflict directly with the 
typical years of having and rais-
ing young children. There is very 
little flexibility in the system right 
now to allow for this, and I sus-
pect that has scared away many 
female students and residents 
from pursuing an academic urol-
ogy career, or may result in them 
dropping out along the way. The 
effects of the pandemic have re-
ally highlighted the tenuous bal-
ance many young faculty have 
been juggling. We need to come 
up with some creative solutions 
and to work with our institutions 
to try them out.

•  Be an ally in your work. Help 
to eliminate discrimination and 
microaggressions experienced 
by women and URM students, 
trainees, and faculty. These com-
ments come from patients, col-
leagues, nurses, faculty, friends, 
and others. Be aware of them, 
call them out, and intervene to 
support the victims.

•  Pipeline development. Few stu-

dents start medical school think-
ing about urology, and even 
fewer about urologic oncology. 
Fortunately, now almost a third 
of applicants to urology residen-
cy are women, so it is no longer 
considered an oddity to pursue 
this career path. Getting junior 
students involved in urology re-
search, shadowing, and other 
clinical activities can often spark 
an interest that they had never 
considered.

Conclusion
The growth of women in the 

field of urologic oncology over 
the past 3 decades has been 
steady, and in recent years almost 
exponential. Our development 
of a formal affinity group within 
our national subspecialty organi-
zational structure may be a good 
example for other subspecialties 
and under-represented groups to 
consider. In addition, both wom-
en and men have important roles 
to play in continuing to support 
our URM and female trainees 
and junior faculty in their careers, 
regardless of their subspecialty or 
practice settings.
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John Duckett Memorial Lecture: Lifelong Learning—
What’s in It for Me?
David B. Joseph, MD
University of Alabama at Birmingham, Children’s of 
Alabama

I am honored to have been se-
lected as the speaker for the 2022 
John W. Duckett Memorial Lec-
ture. Dr. Duckett was a giant in pe-
diatric urology, participating in ev-
ery leadership role within pediatric 
urology. Many tributes describe Dr. 
Duckett; one representative of his 
character was stated by Dr. James 
O’Neal: “…a man of superior in-
tellect…he shared unselfishly with 
others from all over the world. He 
took pleasure in seeing his trainees 
succeed.” I didn’t train with Dr. 
Duckett but was influenced by him 
early in my career. Reflecting on 
hypospadias, Dr. Duckett stated, 
every year think about what you 
are doing, review your results, and 
learn from the outcome of others. 
That was my introduction into the 
importance of lifelong learning.

To understand lifelong learn-
ing, I did what my patients do. I 
searched Google, finding lifelong 
learning defined as “self-initiated, 
continuous education outside of a 
traditional institution, focused on 
personal development.” Philosoph-
ically, it is the essence of humanity 
and natural curiosity.

Hopefully lifelong learning cre-
ates a vision of a self-motivated 
commitment to long-term educa-
tion. More likely, it brings visions 
of hurdles and hoops that one must 
conquer in order to fulfill require-
ments of state licensure, hospital 
credentialing, and continued board 
certification.

NORC at the University of Chi-
cago surveyed a diverse group of 
individuals based on gender, race, 
ethnicity, education, and age: 98% 
assume their physician is up-to-
date, 95% agree their physician 
should participate in an educa-
tional program, and 95% feel their 
physician should be required to 
demonstrate they are up-to-date in 
knowledge.1 That expectation of 
lifelong learning places a burden 
on all physicians, taking time away 

from their family and practice at 
an expense that is not always re-
imbursed.2 Physicians should ask, 
“Lifelong learning, what’s in it for 
me?” An easy response is “person-
al fulfillment, increased job satisfac-
tion, staying abreast of knowledge, 
and improvement in cognition.” 
More importantly: “Does it make 
you a better urologist? Does it im-
prove your clinical practice and pa-
tient outcomes?”

Time creates an exponential 
growth of medical knowledge, 
with urology one of the most af-
fected specialties. Medical knowl-
edge doubling time in 1950 was 
50 years; in 1980, 7 years; and in 
2020, 73 days (Fig. 1). A surgeon’s 
approach to patient care also tran-
sitions with time. During the first 
few years in practice, we are very 
analytical, questioning our under-
standing, evaluation, and treat-
ment. The longer in practice we 
become more nonanalytical, re-
lying on experience as our guide 
for evaluation and treatment.3 Life 
experience does breed proficiency 
and expertise. However, there is 
a misconception that anyone be-
coming an expert remains an ex-
pert. Keeping abreast of expanding 
medical knowledge and maintain-
ing expertise establishes the foun-
dation for lifelong learning.

The effect of age on a physician’s 
cognition is highly variable. Many 
occupations require mandatory re-
tirement based solely on age (air-
line pilots aged 65 years, FBI agents 
57 years, air traffic controllers 56 
years), and some countries require 
surgeons to retire within their 60s. 

However, age as a single factor 

doesn’t predict competence, skill, or 
clinical outcome. Clinical outcome 
is felt to be influenced by situated 
cognition theory, stating knowledge 
and cognition are integrated with-
in a physician’s environment, and 
influenced by patient acuity and 
practice factors including clinical 
volume and changing technology.4

Patient care becomes more 
nonanalytical as we mature; we de-
velop a greater confidence in our 
abilities, which results in an illu-
sion of competence. This translates 
into greater errors and subsequent 
disciplinary action. Cognition and 
length of time in practice do par-
allel performance complaints, with 
physicians older than 70 years 
more likely referred for concerns of 
competence. On the contrary, phy-
sicians current in medical knowl-
edge, regardless of age, decrease 
their risk of disciplinary action.5–7 

The illusion of competence and 
knowledge is described as the Dun-
ning-Kruger effect; individually we 
can’t assess our own competence.8 

Believing we are competent results 

in increased confidence and is often 
inversely associated with our true 
ability and skill. In other words, 
“we do not know what we do not 
know.” Autonomous nonanalytical 
patient care results in errors due to 
gaps in our knowledge and judg-
ment, and continuously increases 
over time. We benefit from an out-
side entity helping us refocus and 
identify individual deficiencies.

To gain knowledge, particularly 
when focusing on a point-in-time 
exam or required activity, we  often 
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Figure 1. A, immediately after training, the perception of where you are now and need to be at the 
end of your career. B, reality of where you need to be based on the exponential growth of knowledge 
with time.

“ Time creates 
an exponential 
growth of medical 
knowledge, with 
urology one of 
the most affected 
specialties.”

“ Believing we are 
competent results 
in increased 
confidence and is 
often inversely 
associated with 
our true ability 
and skill.”
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undertake binge learning. Most 
of us will successfully accomplish 
this goal; unfortunately the knowl-
edge gained is quickly lost over 
time (Fig. 2). There is a science to 
successful learning that confirms 
binge learning is not durable, and 
self-study without a testing pro-
cess does not result in sustained 
learning.9 To acquire, recall, apply, 
and retain knowledge, we must 
be repetitious; otherwise, learn-

ing is quickly forgotten. Testing 
does enhance  learning, particular-
ly when undertaken in a low-stake 
environment, utilizing frequent 
memory challenges.10 That tech-
nique strengthens the foundation 
of knowledge and embeds learning 
principles. There are several test-
ing methodologies supportive of 
this philosophy. One of the more 
commonly utilized is “spaced” ed-
ucation, repeating similar low-stake 

tasks over time. Early foundation-
al work in spaced education was 
undertaken in urology by B. Price 
Kerfoot.11 Kerfoot randomized res-
idents to a traditional or spaced 
education pathway when studying 
for the in-service exam. He found 
that both groups performed equal-
ly well on the exam, but when test-
ed several months later, residents 
participating in spaced education 
maintained a significantly greater 
threshold of knowledge.

To gain and retain knowledge, 
a stepwise approach to lifelong 
learning allows for greater pres-
ervation over time (Fig. 3). Each 
step provides new exposure, rais-
ing contemporary knowledge. The 
tread of the step reinforces present 
and past knowledge, sustaining the 
learning experience.

A strategy for urological lifelong 
learning is founded in reinforc-
ing our knowledge, exposing our-
selves to contemporary advances, 
and  assessing our knowledge gaps  
(Fig. 4). Accepting that we are not 
the best to determine our own life-
long learning needs; appreciating 
that repeated short activities keep 

our mind sharp and up-to-date; 
and understanding that period-
ic testing adds value to learning 
through reinforcement and identi-
fication of our knowledge gaps will 
help guide us to gain and maintain 
the knowledge needed to provide 
outstanding urological patient care.

Dr. Joseph serves as the Lifelong 
Learning Chair for the American 
Board of Urology. STOP
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Figure 4. A strategy for successful lifelong learning (LLL).

Figure 2. A, how to gain knowledge? B, binge learning can achieve an immediate goal but will not 
be retained.
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“ Fortunately, 
today we have 
multiple modalities 
available to 
focally ablate 
prostate tissue 
and a growing 
experience with 
the advantages 
and disadvantages 
of each approach.”

Focal Therapy for Prostate Cancer: Should It Replace 
the Standard of Care?
Michael O. Koch, MD
Indiana University School of Medicine

Kelly Stratton, MD
University of Oklahoma School of Medicine

Scott Eggener, MD
University of Chicago School of Medicine, Illinois

Prostate cancer is and has been 
for many years the most diagnosed 
cancer in men. Unlike many other 
cancers, 97.5% of newly diagnosed 
men with prostate cancer survive 
at least 5 years and of men with 
localized prostate cancer, 100% 
survive at least 5 years. Conse-
quently, treated men will experi-
ence the potential side effects of 
therapy for many years to come. 
While there has been a gradual 
adoption of active surveillance in 
men with low-risk prostate cancer 
and an increased use of aggressive 
surgical management in men with 
high-risk prostate cancer, there has 
been very little change in inter-
mediate-risk prostate cancer with 
about 40% of patients being treat-
ed with radiation and another 40% 
being treated with surgery. Apart 
from technological advancements 
in surgery and radiation, men with 
intermediate-risk prostate cancer 
are treated today in essentially the 
same way that they were 20–30 
years ago.

SEER (Surveillance, Epidemiol-
ogy, and End Results) data suggest 
that many men have major deci-
sional regret occurring in 15.0% 
managed surgically and 16.2% 
managed with radiation.1 Sexual 
function and bowel bother were 
the major drivers of this dissatis-
faction depending on the approach 
used. The awareness of patient un-
happiness with standard therapy 
drives many patients to seek out 
alternative approaches.

The concept of focal therapy or 
the “male lumpectomy” was orig-
inally proposed by Onik et al in 
2008, and favorable results were 
reported in 48 patients over the 
short term.2 This prompted a con-
sensus conference led by experts 
in the field to propose that focal 

therapy should be explored as an 
alternative for small incidental tu-
mors that same year. Most were 
dismissive of focal therapy for larg-
er or intermediate grade tumors 
because of the known multifocality 
of most prostate cancers and the 
concern that we could be leav-
ing untreated areas that harbored 
small foci of cancer, even with 
careful screening of patients. To-
day, we recognize that these small 
foci of well differentiated cancers 
harbor very little biological risk 
and can be safely followed. Since 
the original proposals for adoption 
of focal therapy, we have had ma-
jor advances in prostate cancer im-
aging with multiparametric MRI 
and prostate-specific membrane 
antigen scans and we now have 
multiple technologies to ablate 
prostate tissue.

The largest cohort of men treat-
ed with focal therapy comes from 
the United Kingdom, with 1,379 pa-
tients treated in a multi-institution-
al cohort with focal high-intensity 
focused ultrasound.3 Depending on 
the risk group, 70%–80% of patient 
had avoided whole gland therapy 
at 7 years. Functional results are 
excellent, exceeding those of sur-
gery or radiation with Internation-
al Index of Erectile Function scores 
returning to near baseline within  
6 months.

Today, we should very carefully 
consider patients for focal thera-

py if they have significant enough 
disease to warrant treatment, the 
disease is confined to 1 portion of 
the prostate and not involving the 
sphincter, optimally but not neces-
sarily seen on MRI, and not judged 
to be high risk enough to warrant 
wide resection or pelvic lymph 
node dissection.

Fortunately, today we have mul-
tiple modalities available to focally 
ablate prostate tissue and a grow-
ing experience with the advan-
tages and disadvantages of each 
approach. Several of the more 
developed technologies are listed 
below (see Table). Each of these 
technologies has aspects that make 
it a favorable approach or an un-
favorable approach in certain pa-
tients. While there are advocates of 
all these approaches touting their 
advantages, limitations such as tu-
mor location, prostate size and cal-
cifications mean that the successful 
focal therapist will be familiar and 
able to offer at least 2 of these tech-
nologies so that they can effective-
ly treat all appropriate patients. We 
do not have the data or followup 
today to conclude that these tech-
niques should become the stan-
dard of care. We do have enough 
data, however, to conclude that 
side effects of treatment compared 
to conventional approaches is rel-
atively minimal and, in the inter-
mediate term, these technologies 
allow most men to avoid whole 

gland therapy and continue ac-
tive surveillance protocols. Many 
men will choose these approach-
es even knowing that some will 
eventually require retreatment or 
whole gland therapy. Side effects 
of sexual dysfunction and loss of 
urinary or bowel function are ma-
jor dissatisfiers and, in the view of 
many well-educated patients, this 
approach will be considered a very 
valuable trade-off. STOP
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Table. Focal therapy options with advantages and disadvantages

Modality Advantages Challenges

Cryotherapy Most ablative, widely available Very large (>80 ml) or small prostates 
(<20 ml), post-transurethral resection 
of the prostate, median lobes

High-intensity  
focused  
ultrasound

Precise and easy to follow prostate 
contour

Large prostates (>40 ml), anterior 
and apical tumors, calcifications

Laser ablation Magnetic resonance guided, 
magnetic resonance confirmation 
of ablation

Large lesions

Transurethral  
Ultrasound  
ablation

Magnetic resonance guided, No 
significant prostate size limitations,
Magnetic resonance confirmation 
of ablation

Prostate calcifications

“ The concept of 
focal therapy 
or the “male 
lumpectomy” 
was originally 
proposed by Onik 
et al in 2008, and 
favorable results 
were reported in 
48 patients over 
the short term.”
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Single-Port Transvesical Simple Prostatectomy:  
A New Horizon
Mahmoud Abou Zeinab, MD
Glickman Urological & Kidney Institute, Cleveland 
Clinic, Ohio

Jihad Kaouk, MD
Glickman Urological & Kidney Institute, Cleveland 
Clinic, Ohio

Simone Crivellaro, MD
University of Illinois Hospital & Health Sciences 
System, Chicago

Mutahar Ahmed, MD
Hackensack Meridian School of Medicine, Nutley, 
New Jersey

Michael Stifelman, MD
Hackensack Meridian School of Medicine, Nutley, 
New Jersey

Ketan K. Badani, MD
Icahn School of Medicine at Mount Sinai, New York, 
New York

We live in an era, thanks to 
evolving technology, where surgical 
options for benign prostatic hyper-
plasia (BPH) treatment continue to 
expand, intending to minimize pa-
tient morbidity and obtain the best 
outcomes. According to the current 
guidelines, a robotic simple prosta-
tectomy is a treatment modality for 
BPH with glands larger than 80 cc.1,2

In 2018, a new surgical platform 
was introduced in the field of Urol-
ogy, the Da Vinci Single-Port (SP)® 
robot (Intuitive Surgical, Sunny-
vale, California). This robot orig-
inated unique features as opposed 
to the standard multiport Da Vinci 
Xi® robot (Intuitive Surgical): sin-
gle entry point, distal endoscope 
and instruments triangulation, 
multi-joint endowrist instruments, 
and 360° anatomical rotation ca-
pability. These characteristics per-
mitted access to  narrow spaces, 
avoiding the peritoneal cavity, 
and limiting the surgical space to 
the area of the disease, with an 
aim to further minimize minimally 
invasive surgery. Using this ratio-
nale, and through direct percuta-
neous bladder access (Fig. 1), the 
single-port robot-assisted simple 
prostatectomy (SP RASP) tech-
nique was first developed in 2020 
and resulted in a low complication 
rate, same-day discharge, minimal 
opioid use, short catheter duration, 
quick recovery, and reproducibili-

ty among urologists.3–6

Most importantly, the question 
remains, why adopt a new platform 
and technique if similar results were 
achieved with the conventional mul-
tiport approach? For this reason, we 
investigated, in the largest multi-in-

stitutional setting, the outcomes 
between the SP RASP and the 
standard multiport robotic simple 
prostatectomy (MP RASP). Data of 
91 consecutive patients who under-
went SP RASP prostatectomy were 
compared to 91 MP RASP patients. 

Both groups were matched for pre-
operative prostate size. Only patients 
with a prostate volume larger than 
80 cc were  included in this study.

While both groups had com-
parable baseline characteristics 
with a median preoperative pros-
tate size of 161 cc, the SP RASP 
group had a shorter operative 
time (median 162 vs 177 minutes, 
p=0.005), less pelvic drainage, 
and continuous bladder irrigation 
postoperatively p <0.001). Both 
groups had no to minimal intra-
operative or high-grade postoper-
ative complication rates, however 
MP RASP had a higher readmis-
sion rate (0% vs 8.8%, p=0.016). 
Moreover, patients in the SP 
RASP used less opioid medica-
tion postoperatively (morphine 
milligram equivalents score 7.5 
vs 10, p=0.006) and were more 
likely to be discharged the same 
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Figure 1. Illustration of the SP RASP approach. The SP robot is percutaneously docked into the bladder.

“ With the standard 
MP RASP 
approach, the 
bladder is accessed 
transperitoneally 
and bivalved to 
reach the prostatic 
adenoma. On 
the other hand, 
The SP robot, 
due to its narrow 
profile, is directly 
docked into the 
bladder via a 
small cystotomy 
incision (Fig. 2), 
thus avoiding the 
peritoneal cavity 
and limiting the 
disturbance of the 
Retzius space.”

Arrow-right Continued on page 15
Figure 2. SP robot and instruments docked directly into the bladder via a 3 cm cystotomy using the 
SP Da Vinci access port.
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SINGLE-PORT TRANSVESICAL SIMPLE PROSTATECTOMY
Arrow-right Continued from page 14

day of the surgery (43.1% vs 0%, 
p <0.001). Decreasing Foley cath-
eter duration to 3 days was anoth-
er major achievement with the SP 
RASP technique (p <0.001).

With the standard MP RASP ap-
proach, the bladder is accessed tran-
speritoneally and bivalved to reach 
the prostatic adenoma. On the other 
hand, The SP robot, due to its nar-
row profile, is directly docked into 
the bladder via a small cystotomy 
incision (Fig. 2), thus avoiding the 
peritoneal cavity and limiting the 
disturbance of the Retzius space. 
These small technical variations 

have translated into major outcomes 
favoring the SP over MP RASP in 
terms of less drain and continuous 
bladder irrigation placement, less 
pain and opioid intake, same-day 
discharge, and shorter Foley cathe-
ter duration while maintaining the 
low complication rate.

We acknowledge that this cur-
rent study is limited by its retro-
spective study, small sample size, 
and inherent selection bias; how-
ever, to our knowledge, this is the 
first and largest multi-institutional 
cohort to date. Future randomized 
control studies comparing the SP 

RASP technique to other surgical 
approaches such as MP RASP and 
laser enucleation are needed to set 
its rank within the armamentarium 
of BPH management.

Finally, going back to answer-
ing our question, why adopt a new 
platform? It is because of the added 
values that the SP RASP provides 
to patients in terms of decreased 
morbidity, faster recovery, and out-
patient setting. STOP

1. Lerner LB, McVary KT, Barry MJ, et al. Manage-
ment of lower urinary tract symptoms attributed 
to benign prostatic hyperplasia: AUA guideline 
part II—surgical evaluation and treatment. J Urol. 
2021;206(4):818–826. 

2. European Association of Urology. EAU Guide-
lines. Edn. presented at the EAU Annual Congress 
Amsterdam 2022. ISBN 978-94-92671-16-5, 2022.

3. Kaouk J, Sawczyn G, Wilson C, et al. Single-port 
percutaneous transvesical simple prostatectomy 
using the SP robotic system: initial clinical expe-
rience. Urology. 2020;141:173–177. 

4. Abou Zeinab M, Kaviani A, Ferguson EL, Beksac AT, 
Eltemamy M, Kaouk J. A transition toward a faster 
recovery in single-port transvesical simple prostatec-
tomy J Endourol. 2022; doi: 10.1089/end.2021.0805. 
Epub ahead of print. PMID: 35473428.

5. Abou Zeinab M, Beksac AT, Corse T, et al. The 
multi-institutional experience in single-port ro-
botic transvesical simple prostatectomy for be-
nign prostatic hyperplasia management. J Urol. 
2022; 208(2):369-378. 

6. Steinberg RL, Passoni N, Garbens A, Johnson 
BA, Gahan JC. Initial experience with extraper-
itoneal robotic-assisted simple prostatectomy us-
ing the da Vinci SP surgical system. J Robotic Surg. 
2020;14(4):601–607. 
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Bridging the Communication Gap with a Mobile  
Postoperative Symptom Intervention Tool after  
Radical Cystectomy
Heather L. Huelster, MD
H. Lee Moffitt Cancer Center and Research Institute, 
Tampa, Florida

Logan Zemp, MD
H. Lee Moffitt Cancer Center and Research Institute, 
Tampa, Florida

Scott M. Gilbert, MD
H. Lee Moffitt Cancer Center and Research Institute, 
Tampa, Florida

Despite advances in surgical 
techniques and perioperative re-
covery pathways, persistent high 
complication1 and hospital read-
mission rates2 after radical cystec-
tomy underscore high-yield op-
portunities for intervention during 
postsurgical recovery. Symptom 
assessment and management after 
hospital discharge have historically 
been limited to episodic patient-ini-
tiated phone calls and routine post-
operative clinic visits, which may 
incompletely capture developing 
complications. Mobile health tech-
nologies offer an appealing and in-
creasingly accessible platform for 
structured symptom reporting and 
incorporation of patient-reported 
outcome (PRO) during postopera-
tive recovery at home.3

While integration of mobile and 
wearable health technology with 

PROs has the potential to trans-
form how patients communicate 
with their care teams during re-
covery from major cancer surgery, 

data supporting its use are limited. 
We recently presented a multi-
phased feasibility and usability 
study culminating in a prospective 
cohort study of a mobile applica-
tion-based postoperative symptom 
intervention tool (POSIT) for blad-
der cancer patients during recov-
ery from radical cystectomy.

First, the National Cancer In-
stitute’s PRO-CTCAE4 was rigor-
ously adapted to include symptom 
domains relevant to major surgery 
and a 15-item questionnaire pro-
grammed onto a mobile applica-
tion administered via iPad Air® 
devices (Fig. 1). Focus groups of 
cystectomy patients and their care-
givers positively appraised  
POSIT content and app usability.

A prospective pilot of 15 cystec-
tomy patients with a mean age of 71 
years was then asked to complete 
the symptom questionnaire daily 
for the first 30 days after hospital 
discharge and continuously wear 
a Garmin biometric monitoring 
wristwatch. Participants completed 
a mean 78% of daily surveys over 
the 30-day recovery period and 
99% of symptom questions were 
answered after survey initiation. 

All patients responded that they 
agreed/strongly agreed that POS-
IT was easy to use and the majority 
reported it was a better way to com-
municate with the care team about 
symptoms than calling the clinic. 
Heart rate, physiological stress, and 
activity metrics were available for 
a mean of 17 days per participant.

Visual analogue mapping of sym-
ptom score heatmaps and biometric 
data for the 6 patients who experienced 
a postoperative complication and 2 
who required readmission demon-
strated that frequency and severity of 
PROs appeared to cluster prior to or at 
the time of complication (Fig. 2).

Given the specific challenges 
related to complication frequency 
and significant patient engagement 
required after radical cystectomy 
and urinary diversion, other groups 
have highlighted the overwhelm-
ing amount of education required 
for bladder cancer patients to feel 
comfortable discerning between 
normal and abnormal symptoms.5 
Integration of incremental symp-
tom-directed self-care resources 
for patients prompted by daily 
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Figure 1. Patient-facing mobile POSIT.
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Figure 2. Data visualization and utility of daily SAT profiles in absence of complication (a), presence 
of complication (black line) and absence of readmission (b), and presence of unplanned health care 
encounters (red lines) and complication requiring readmission (c).

symptom assessment tools or vital 
signs have previously been trialed 
in pancreaticoduodenectomy6 and 
cystectomy.7 Incorporating this 
strategy into future mobile health 
applications may present a prom-
ising mechanism to bridge the gap 
between improved patient educa-
tion and outcomes.

The prospective nature of this 
pilot advantageously mirrors real- 
time data collection during the 30-
day home recovery phase after cys-
tectomy. However, as the broader 
surgical community navigates in-
corporation of technology into clin-
ical care, challenges in the clerical 
burden of reviewing patient-gener-
ated symptom and biometric data 
remain. Dedicated clinical work-
flows and leveraging of technology 
for data interpretation and prompt 
patient communication will likely 
be vital to the success of large-scale 
implementation of such technology.

Smartphone and wearable tech-
nology used to capture patient-re-
ported symptoms and biometric 
data are feasible and rated as highly 
usable by bladder cancer patients af-
ter cystectomy. Symptom scores and 
patient-generated health data may 
signal developing complications. 
Ultimately, a thorough understand-
ing of the correlation of these data 
with clinical outcomes will help cli-
nicians identify postsurgical patients 
who may benefit from intervention 
prior to adverse events such as com-
plication or readmission and has po-
tential to improve outcomes during 
home recovery from major cancer 
surgery such as cystectomy. STOP

1. Shabsigh A, Korets R, Vora KC, et al. Defining 
early morbidity of radical cystectomy for patients 
with bladder cancer using a standardized report-
ing methodology. Eur Urol. 2009;55(1):164–176. 

2. Skolarus TA, Jacobs BL, Schroeck FR, et al. Un-
derstanding hospital readmission intensity after 
radical cystectomy. J Urol. 2015;193(5):1500–
1506. 

3. Langford A, Orellana K, Kalinowski J, Aird C, 
Buderer N. Use of tablets and smartphones to 
support medical decision making in US adults: 
cross-sectional study. JMIR Mhealth Uhealth. 
2020;8(8):e19531.

4. Healthcare Delivery Research Program at Na-
tional Cancer Institute. Patient-reported out-
comes version of the Common Terminology 
Criteria for Adverse Events (PRO-CTCAE®). 
2017. https://healthcaredelivery.cancer.gov/
pro-ctcae/. 

5. Smith AB, Mueller D, Garren B, et al. Using 
qualitative research to reduce readmissions and 
optimize perioperative cystectomy care. Cancer. 
2019;125(20):3545–3553. 

6. Gustavell T, Sundberg K, Langius-Eklof A. 
Using an interactive app for symptom report-
ing and management following pancreatic 
cancer surgery to facilitate person-centered 
care: descriptive study. JMIR Mhealth Uhealth. 
2020;8(6):e17855.

7. Metcalf M, Glazyrine V, Glavin K, et al. The fea-
sibility of a health care application in the treat-
ment of patients undergoing radical cystectomy. 
J Urol. 2019;201(5):902–908. 

“ Incorporating 
this strategy 
into future 
mobile health 
applications may 
present a prom-
ising mechanism 
to bridge the gap 
between improved 
patient educa tion 
and outcomes.”

BRIDGING THE COMMUNICATION GAP
Arrow-right Continued from page 15

Specialized Pro-Resolution Mediators Promote  
Recovery of Bladder Function from Cystitis
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There is a consensus that inflam-
mation is a causative or exacerbat-

ing factor in virtually all benign 
urological conditions, which we 
call urological conditions with an 
inflammatory component (UCICs; 
Fig. 1). The bladder has well-de-
veloped and conserved machinery 
in place (particularly involving the 
NLRP3 inflammasome) that re-
sponds to all these disparate chal-

lenges by promoting inflammation. 
This inflammation contributes to 
bladder dysfunction and, if it re-
mains unresolved, to pathological 
changes such as denervation, fibro-
sis and smooth muscle hypertro-
phy. When these effects reach an 
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Bacteria (UTI)

BOO/BPH

OAB

Stents

Chemotherapy
Chemicals

Catheters

gynecologic cancers, pelvic inflammatory 
disorders, endometriosis, Crohn's disease, 
diver�culi�s, lupus or tuberculosis.

Inters��al Cys��s/
Bladder Pain Syndrome

Radia�on

Diabetes
Stones

Decompensa�on/
End Stage Dysfunc�on

UAB

Fibrosis

Denerva�on

Ageing

Inflamma�on

NLRP3
inflammasome

Urologic Condi
ons with an Inflammatory Component (UCIC)

Smooth Muscle
Hypertrophy

Figure 1. Inflammation is a causative or exacerbating factor in virtually all UCICs. Listed with inward 
pointing arrows are conditions known to have an inflammatory component. For those underlined, the 
NLRP3 inflammasome has been shown to play a major role in triggering this inflammation. Inflam-
mation leads to bladder dysfunction (overactive or underactive bladder) and 3 major physiological 
changes, fibrosis, denervation and smooth muscle hypertrophy (although not all changes are found 
in all conditions, eg diabetes). Ultimately such changes can lead to decompensation and end-stage 
bladder dysfunction.

Arrow-right Continued on page 18

irreversible state, they can vastly 
complicate the physician’s ability 
to manage these conditions. Tar-
geting such pathways can prevent 
detrimental changes but suppress-
ing the inflammatory capacity has 
the potential to create immunosup-
pressed patients and increases the 
risk of urinary tract infection. More-
over, patients typically present late 
in disease progression when tissue 

damage has already occurred.
Resolving inflammation was 

once thought to be a passive pro-
cess, but it is now understood 
that it involves numerous en-
dogenous and interrelated path-
ways.1,2 These pathways serve as a 
counterbalance to the activation 
pathways of inflammation (Fig. 
2). Specialized Proresolution me-
diators (SPMs) are grouped in 5 

classes, 1 a protein (annexin-A1) 
and the other 4 (lipoxins, re-
solvins, maresins and protectins) 
are lipids derived from omega-6 
or omega-3 fatty acids. The po-
tential of these molecules to treat 
existing inflammation in a vast 
number of different conditions 
has spawned a new field known 
as resolution pharmacology. 
Prior to this work only 1 study 
(on annexin-A1) had addressed 
the potential of targeting these 
 resolution pathways to relieve 

the detrimental effects of benign 
urological disorders.3

Our investigation found that all 
7 known SPM receptors were pres-
ent in both the human and mouse 
bladders, with expression mostly 
in the urothelia and detrusor. As 
proof that SPMs would have di-
rect effects on bladder cells, we 
showed that representatives of 3 
separate classes of the lipid SPMs 
(resolvin E1, maresin-1 and pro-
tectin D1) were highly effective at 
promoting in vitro wound repair 
of a urothelial cell monolayer. We 
next showed the efficacy of these 
3 molecules in vivo by demonstrat-
ing that each could resolve blad-
der inflammation in a well-estab-
lished and widely used model; the 
cyclophosphamide (CP)-induced 
hemorrhagic cystitis model (Fig. 
3). In this model the SPM was 
given for 3 days after the estab-
lishment of inflammation (ie 1 day 
after CP). Focusing on resolvin 
E1, we found that this SPM could 
completely reverse bladder dys-
function (Fig. 4). Resolvin E1 also 
reversed signs of fibrosis (expres-
sion of TGF-β and collagen I) and 

SPECIALIZED PRO-RESOLUTION MEDIATORS
Arrow-right Continued from page 16

Ini�a�on
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PAMPS

Inflammasomes
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Figure 2. Inflammation is a balance of initiating and resolving influences. Initiation of sterile 
inflammation is primarily controlled by damage (or danger) associated molecular patterns (DAMPs) 
whereas infectious inflammation is triggered by pathogen associated molecular patterns (PAMPs). 
These DAMPs and PAMPs function through stimulating the formation of a multimeric inflammasome 
complex which activates caspase-1 and ultimately releases the pro-inflammatory cytokines IL-1β and 
IL-18. Counterbalancing initiation is resolution, which is promoted by SPMS binding to SPM recep-
tors. There are 5 major classes of SPMs, all of which bind to only 7 SPM receptors. SPMs function to 
restrain and resolve inflammation on multiple fronts such as inhibiting initiation pathways, reducing 
proliferation of immune cells, promoting efferocytosis, reducing neutrophil migration, etc.

Figure 3. Resolvin E1 (RvE1), maresin-1 (MaR1) and protectin D1 (PD1) reduce CP-induced in vivo 
bladder inflammation, as measured by the Evans blue dye extravasation assay. CP was administered 
at 150 mg/kg on day 0. RvE1, MaR1 or PD1(25 µg/kg) was administered on days 1, 2 and 3. On day 4, 
the mice were injected (intravenously) with Evans blue (25 mg/kg). One hour later bladders were ex-
tracted in formamide and absorbance (620 nm) measured. ***p < 0.001 compared to control. Hughes 
FM Jr, Allkanjari A, Odom MR, Jin H, Purves JT. Specialized pro-resolution mediators in the bladder: 
receptor expression and recovery of bladder function from cystitis. Reprinted with permission of SAGE 
Publications. Exp Biol Med. 2022;247(8):700-711. Copyright 2022 SAGE Publications. 

“ There is great 
hope that such 
treatments can 
not only normalize 
voiding issues, 
but may reverse 
debilitating 
pathological 
changes, such as 
fibrosis, that were 
once thought to be 
irreversible.”
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one of the exciting prospects of 
SPMs is that they appear to pro-
mote the regression of fibrosis.4,5

These results are the first to 
find proresolution pathways in the 
bladder and to demonstrate the 

potential of the large and rapid-
ly developing field of resolution 
pharmacology to treat the numer-
ous and disparate UCICs.6 There 
is great hope that such treatments 
can not only normalize voiding is-
sues, but may reverse debilitating 

pathological changes, such as fi-
brosis, that were once thought to 
be irreversible. STOP

1. Serhan CN, Hamberg M, Samuelsson B. 
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pounds formed from arachidonic acid in hu-
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1984;118(3):943-949. 

2. Serhan CN, Hamberg M, Samuelsson B. Lipox-
ins: novel series of biologically active compounds 
formed from arachidonic acid in human leuko-
cytes. Proc Natl Acad Sci USA. 1984;81(17):5335-
5339.  

3. Hughes FM, Harper SN, Nosé BD, Jr. et al. 
Specialized proresolution mediators in the 
bladder: annexin-A1 normalizes inflamma-
tion and bladder dysfunction during bladder 
outlet obstruction. Am J Physiol Renal Physiol. 
2021;321(4):F443-F454. 
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ators: enhancing nonalcoholic steatohepatitis 
and fibrosis resolution. Trends Pharmacol Sci. 
2018;39(4):387-401.  

5. Musso G, Cassader M, Paschetta E, Gambino R. 
Bioactive lipid species and metabolic pathways 
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atohepatitis. Gastroenterology. 2018;155(2):282-
302.e8. 

6. Hughes FM Jr, Allkanjari A, Odom MR, Jin H, 
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of bladder function from cystitis. Exp Biol Med 
(Maywood). 2022;247(8):700-711. 

“ Resolvin E1 
also reversed 
signs of fibrosis 
(expression 
of TGF-β and 
collagen I) and 
one of the exciting 
prospects of 
SPMs is that they 
appear to promote 
the regression of 
fibrosis.”
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Ureteral obstruction can cause 
persistent hydronephrosis and 
lasting kidney damage.1,2 The 
most common cause for ureter-
al obstruction are calculi; uro-
lithiasis affects 7%–13% of North 
Americans.3

We hypothesized that ureter-
al dysfunction due to obstruction 
might contribute to long-term ad-
verse effects. We sought to better 
understand pathophysiological 
changes in the ureter following uret-
eral obstruction. 

We employed a mouse model to 
study histomorphological changes 
after a 2-day or 7-day ureteral ob-
struction and 8 days after relieving 
a 7-day ureteral obstruction in ip-
silateral and contralateral ureters. 
Obstruction was induced by plac-
ing an atraumatic vascular clip 
on the distal ureter. Mice without 
prior surgery served as controls. 

A grading system was developed 
to compare the degree of inflam-
mation and fibrosis. Furthermore, 
we determined concentrations of 
44 chemokines and cytokines, and 
5 matrix-metalloproteases using 
an immunoassay and studied the 
composition of cells involved in 
the inflammatory response by im-
munofluorescence. 

Mice developed severe hydro-
nephrosis after 2 days of obstruc-
tion, and peristaltic frequency was 
significantly reduced. Peristalsis 
partially recovered after the relief 
of obstruction; hydronephrosis, 
however, increased in our model. 

Following obstruction, the ure-
ters significantly dilated and the 
ureteral wall thickened. We ob-
served inflammation of ureteral 
tissue, demarked as hyperemia and 
diffuse infiltration of mononuclear 
cells in the lamina propria as well 

as clusters of mononuclear cells 
in the adventitia. Moreover, ob-
struction resulted in fibrosis of the 
lamina propria, muscle layer, and 
adventitia (see Figure). 

Unsupervised hierarchical clus-
tering of chemokine/cytokine con-
centrations showed clustering based 
on the condition (control ureters, 
2-day- and 7-day-obstructed and 
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Figure 4. RvE1 restores urodynamics parameters following CP treatment. Following the treatment 
paradigm discussed in Figure 3, mice were subjected to urodynamics. A, average voided volume B, 
voiding Frequency. *p < 0.05, **p < 0.01 compared to control. Hughes FM Jr, Allkanjari A, Odom MR, 
Jin H, Purves JT. Specialized pro-resolution mediators in the bladder: receptor expression and recovery 
of bladder function from cystitis. Reprinted with permission of SAGE Publications. Exp Biol Med  
(Maywood). 2022;247(8):700-711. Copyright 2022 SAGE Publications. 

“ We hypothesized 
that ureteral 
dysfunction due to 
obstruction might 
contribute to 
long-term adverse 
effects.”
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Figure. A–D, representative histology of murine obstructed and unobstructed ureters. A, low magnification image of a nonobstructed ureter, transverse. B 
and D, unilateral ureteral obstruction for 7 days showing urothelial changes (arrow, B) and thickened muscular layer (double-headed arrow, B and D) and 
collagen fibers in smooth muscle layer (star) and adventitia (arrowhead, D). C, high-magnification images of collagen fiber distribution in lamina propria 
and adventitia of unobstructed ureter. Staining: A and B, hematoxylin-eosin; C and D, sirius red in polarized light.

contralateral ureters, and 7 days ob-
structed followed by 8 days recov-
ery). Interestingly, proinflamma-
tory cytokines were also increased 
in contralateral ureters; however, 
the increase was less pronounced. 
These results indicate that specific 
cytokine patterns drive the acute 
and chronic inflammatory response 
and suggest systemic inflammation. 
Immunohistochemistry showed 
that the primary immune response 
is driven by T cells, Th-1 cells, and 
M1 macrophages. We observed a 
shift to M2 macrophages with pro-
longed obstruction, indicating reso-
lution of inflammation and a pro-fi-
brotic environment.4,5

Correspondingly, levels of ma-
trix-metalloproteases and their 
inhibitor, TIMP-1, a group of en-
zymes associated with tissue remod-
eling, were increased in obstructed 
and their contralateral ureters. 

While the main focus of the 
literature has been put on the 
impact of ureteral obstruction on 
the kidney in the past, we studied 
how obstruction affects the ureter. 
We demonstrated that obstruction 
caused an acute inflammatory re-
sponse, triggering tissue remodel-
ing. Obstruction resulted in fibro-
sis of obstructed ureters. While 
an increase of inflammatory cyto-
kines/chemokines, matrix-metal-
loproteases, and TIMP-1 suggest 
that obstruction affects both ob-
structed and contralateral ureters, 
 histomorphological changes were 
limited to the obstructed ureter. 

Fibrosis of smooth muscle is 

known to impair intestinal peri-
stalsis and airway function due to 
decreased contractility.6,7 In the 
context of ureteral obstruction, fi-
brosis likely impairs ureteral func-
tionality and causes stiffness of the 
ureteral tissue. Therefore, we hy-
pothesize that the observed chang-
es might contribute to chronic kid-
ney disease.

To date, not much is known 
about the impact of obstruction on 
the contralateral ureter. Previous 
studies have shown that obstruc-
tion alters the peristaltic frequen-
cy of obstructed and contralateral 
ureters.8,9 We presumed that this 
“cross-talk”  between ureters might 
be based on cytokines. Our results 
support the hypothesis and suggest 
a systemic inflammatory response.

We conclude that ureteral ob-
struction triggers an inflammatory 
response and fibrosis that contrib-
utes to functional changes. The 
findings warrant future investiga-

tion, as targeting obstruction-in-
duced inflammation might prevent 
ureteral remodeling and positively 
affect ureteral and subsequent kid-
ney function. STOP
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URETERAL OBSTRUCTION PROMOTES URETERAL INFLAMMATION AND FIBROSIS
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“ These results 
indicate that 
specific cytokine 
patterns drive the 
acute and chronic 
inflammatory 
response and 
suggest systemic 
inflammation.”

“ To date, not much 
is known about 
the impact of 
obstruction on 
the contralateral 
ureter. Previous 
studies have 
shown that 
obstruction alters 
the peristaltic 
frequency of 
obstructed and 
contralateral 
ureters.”
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Deferred Cytoreductive Nephrectomy in Patients  
with Metastatic Renal Cell Carcinoma Treated  
with Nivolumab Plus Ipilimumab
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Cytoreductive nephrectomy 
(CN) has played a central role in 
metastatic renal cell carcinoma 
(mRCC) treatment in cytokine 
therapy settings.1,2 However, re-
cently 2 trials, the CARMENA and 
SURTIME trials, rejected the supe-
riority of up-front CN in the molec-
ular-targeted therapy era.3,4 An in-
crease is anticipated in the number 
of patients without prior nephrec-
tomy, owing to the findings of these 
trials. Additionally, immune check-
point inhibitor-based treatment 
exhibits higher effects on tumor 
shrinkage in patients without pri-
or nephrectomy,5-8 resulting in the 
increased likelihood of considering 
the indication of CN during ther-
apy, namely deferred CN (dCN). 
However, data regarding the 
dCN’s therapeutic role during im-
mune checkpoint inhibitor-based 
treatment remain limited.

To clarify the prognostic impact 
of dCN, we retrospectively evalu-
ated 41 patients with synchronous 
mRCC who received nivolumab 
plus ipilimumab as first-line ther-
apy at our 5 affiliated institutions 
between September 2016 and July 
2021. During the followup peri-
od with a median period of 12.0 
months, 7 of the 41 (17%) patients 
received dCN. The dCN was per-
formed at a median of 10.4 months 
after the initiation of nivolumab 
plus ipilimumab treatments. Of 
the remaining 34 patients, 21 (51%) 
underwent nephrectomy prior to 
nivolumab plus ipilimumab treat-
ments (ie uCN group) and 13 (32%) 

did not receive nephrectomy (ie 
the non-CN group). When the pa-
tient characteristics were compared 
based on their nephrectomy status, 
the patients diagnosed with poor 
International Metastatic Renal Cell 
Carcinoma Database Consortium 
(IMDC) risk or those with high 
serum C-reactive protein levels 
were significantly more frequent 
in the dCN and non-CN groups 
(p=0.0286 and p=0.0028, respec-
tively; Table 1).

The total tumor size decreased 
in all the targeted lesions (median 
51.5%; Fig. 1, A) in all patients re-
ceiving dCNs. Upon analyzing the 
primary and metastatic lesions, the 

tumors in primary lesions shrank 
in all the patients (median 38.7%; 
Fig. 1, B), and 6 (86%) patients (ex-
cept Patient E) exhibited tumor 
shrinkage (median 69.4%; Fig. 1, C ).  
A ≥30% shrinkage in the primary 
lesions was observed in 6 (86%) pa-
tients whose metastatic lesions con-
currently shrank by ≥30%, includ-
ing 2 (29%) patients with complete 
responses (Fig. 1, B and C ).

The dCN had a median sur-
gery time of 191 minutes and me-
dian blood loss volume of 50 ml 
(Table 2). Three (43%) patients 
required blood transfusions (Cla-
vien-Dindo grade 2), while the re-
maining 4 (57%) did not experience 

complications. The median length 
of postoperative hospital stay was 
6 days. Regarding the pathological 
findings in the resected kidneys, 
no viable cells were observed in  
2 cases.

During the followup period, 13 
(32%) patients died. Patients in the 
dCN group had the highest over-
all survival (OS) rate compared  
to the uCN and non-CN groups  
(1-year rate 100% vs 72.4% vs 58.2%, 
p=0.158; Fig. 2). Specifically, the  
OS rate tended to be higher in the 
dCN group compared to the uCN 
group (p=0.0587) and the non-CN 
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Table 1. Patient characteristics based on nephrectomy status

Variables
All 

(41 pts)
dCN 

(7 pts)
uCN

(21 pts)
Non-CN
(13 pts) p Value

No. male sex (%) (reference female) 27 (65.9) 6 (85.7) 13 (61.9) 8 (61.5) 0.434

Median age (yrs) (IQR) 64.0 (53.5–71.5) 56.0 (47.0–64.0) 64.0 (53.5–69.5) 70.0 (56.5–73.0) 0.131

No. histopathology (%): 0.599

 Clear cell carcinoma 31 (75.6) 5 (71.4) 18 (85.7) 8 (61.5)

 Nonclear cell carcinoma 6 (14.6) 1 (14.3) 3 (14.3) 2 (20.0)

 Papillary renal cell carcinoma 3 (7.31) 0 (0) 2 (9.52) 1 (7.7)

 Other 3 (7.31) 1 (14.3) 1 (4.76) 1 (7.7)

 Unknown 4 (9.76) 1 (14.3) 0 (0) 3 (23.1)

No. IMDC risk (%): 0.0286*

 Intermediate 19 (46.3) 1 (14.3) 14 (66.7) 4 (30.8)

 Poor 21 (51.2) 5 (71.4) 7 (33.3) 9 (69.2)

 Unknown 0 1 (14.3) 0 0

No. KPS <80 (%) (reference >80) 10 (24.4) 2 (28.6) 4 (19.0) 4 (30.8) 0.712

Median mg/dL serum CRP levels 3.06 (0.37–11.6) 5.11 (2.73–12.8) 1.10 (0.16–2.47) 10.7 (4.5–13.5) 0.0028

No. metastatic organ sites (%) (reference solitary) 28 (68.3) 5 (71.4) 13 (61.9) 10 (76.9) 0.641

No. liver metastasis presence (%) (reference ab-
sence)

5 (12.2) 1 (14.3) 3 (14.3) 1 (7.70) 0.824

No. bone metastasis presence (%) (reference ab-
sence)

8 (19.5) 1 (14.3) 7 (33.3) 0 (0) 0.0183

Median days between diagnosis and systemic thera-
py initiation (IQR)

22 (15–41) 15 (8–22) 40 (24–63) 16 (9.5–21) 0.001

Median mos followup (IQR) 12 (7–21) 19 (18–20) 12 (5–25) 11 (6–20) 0.258

KPS, Karnofsky Performance Status.
*Analyzed with the exclusion of 1 patient in the dCN group without IMDC risk data.

Arrow-right Continued on page 21
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group (p=0.0613). No difference 
was observed in the OS rate be-
tween the uCN and non-CN groups 
(p=0.815). The rates of complete 
responses during therapy among 
the 3 groups were 43% (3/7), 14% 
(3/21), and 0% (0/13) in the dCN, 
uCN, and non-CN groups, respec-
tively. Thus, the rate of complete 

response was significantly higher 
in the dCN group (p=0.01).

This study had several lim-
itations. First, the retrospective 
nature of our analysis, in addi-
tion to the small sample size and 
relatively short followup period, 
potentially affected our findings. 
Moreover, our institutions have 

no consensus criteria for dCN. In 
all the dCN patients, the CN was 
unplanned and frontline systemic 
therapy with nivolumab plus ipili-
mumab was preferred at the time 
of mRCC diagnosis. dCN was 
conducted because the patients’ 
primary and metastatic lesions 
presented sufficient response. 

Thus, a strong selection bias was 
inevitably  introduced.

Collectively, the present data 
showed that dCN followed by 
frontline nivolumab plus ipilim-
umab therapy was associated with 
improved OS in the patients with 
synchronous mRCC. dCN may be 
an effective treatment option for a 
subset of patients who exhibit fa-
vorable responses for a certain pe-
riod in primary lesions, with the si-
multaneous shrinkage of metastatic 
lesions. STOP
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Table 2. Clinical characteristics and perioperative outcomes in patients undergoing dCN

Pt
Age  
(yrs) Sex

Clinical 
Stage

No. IMDC 
Risks at 

Diagnosis

Mos  
to  

Surgery Procedure

Operat-
ing Time 
(mins)

Blood 
Loss 
(ml) Complications

Pathological
Diagnosis

Length 
of Stay 
(days)

Postop 
Followup 

(mos)
Current  

Treatment
Current  

Outcome

A 56 M cT3aN0M1 5 4 RAPN 199 50 None Viable cells present 4 19 None CR

B 47 M cT3bN0M1 5 10 ORN 239 1,290 CD grade 2  
(transfusion)

Viable cells present 7 10 Nivolumab SD

C 57 M cT4N1M1 N/A 11 LRN 200 50 None Viable cells present 4 12 Nivolumab CR

D 41 M cT1aN0M1 1 12 RAPN 203 50 None Viable cells absent 4 9 None SD

E 51 M cT2bN0M1 3 1 ORN 171 2,055 CD2 (transfusion) Viable cells present 8 18 Cabozantinib PR
(on cabozantinib)

F 64 F cT3aN1M1 5 11 LRN 189 20 None Viable cells absent 6 7 None CR

G 76 M cT3aN2M1 3 8 ORN 199 315 CD2 (transfusion) Viable cells present 8 5 Nivolumab SD

CD, Clavien–Dindo. CR, complete response. LRN, laparoscopic radical nephrectomy. N/A, not available. ORN, open radical nephrectomy. PR, partial response. RAPN, robot-assisted partial nephrectomy. 
SD, stable disease.
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Figure 2. OS according to the patients’ nephrectomy status.
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Figure 1. Changes in tumor size.

“ Collectively, the 
present data 
showed that 
dCN followed 
by frontline 
nivolumab plus 
ipilimumab 
therapy was 
associated with 
improved OS in 
the patients with 
synchronous 
mRCC.”

DEFERRED CYTOREDUCTIVE NEPHRECTOMY
Arrow-right Continued from page 20
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Successful Adolescent Varicocelectomy  
Improves Total Motile Sperm Count
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& Dentistry, New York
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The decision to pursue varico-
cele repair in adolescents remains 
controversial. The prevalence of 
varicoceles in adolescent boys 
reaches about 15% by the age of 15, 
similar to that of adults, making it 
a common diagnosis.1 Varicoceles 
in adults are frequently discovered 
and subsequently treated during an 
infertility workup. However, when 
a varicocele is diagnosed in adoles-
cence, it is unclear which individu-
al will go on to experience infertili-
ty and thus require treatment.

As adolescent varicoceles be-
came increasingly recognized, ini-
tially, the recommendations for 
treatment were based on testicular 
hypotrophy or varicocele grade, 
with a higher grade warranting re-
pair.2 However, it was eventually 
determined that there is no correla-
tion between grade of varicocele 
and degree of testicular dispropor-
tion, thus deemphasizing grade 
as an indication for repair.3 Over 
time, some groups discovered that 
Tanner stage V adolescents with 
varicoceles and large testicular vol-
ume differentials were also found 
to have significantly decreased 
sperm concentration and total 
motile sperm count (TMSC). As a 
result, our current indications for 
adolescent varicocele correction 
in prepubertal males are testicular 
volume differential >20% or clear-
ly associated discomfort, or abnor-
mal semen parameters.4,5

To date, though, it has been gen-
erally presumed that a varicocele 
repair improves TMSC in adoles-
cents, there are minimal data avail-
able to verify this, as preoperative 
and postoperative semen analyses 

are rare. Our goal was to provide 
these data and to investigate the op-
timization of semen parameters in 
adolescents post-varicocelectomy.

We retrospectively examined 
over 1,600 patients ≤20 years of age 
from the Boston Children’s Hospi-
tal adolescent varicocele database 
for patients who underwent a var-
icocelectomy and also had both 
pre- and postoperative semen anal-
yses. From this, 15 Tanner stage V 
adolescents were identified. Of our 
15 patients, 12 had complete resolu-
tion of their varicocele, with all but 
1 of them experiencing an improve-
ment of their TMSC postoperative-
ly (see Figure). Nine patients had 
an abnormal preoperative TMSC 
as defined by <20 million,6 and 5/9 
(55.6%) of them improved to within 
a normal range of $20 million fol-
lowing successful varicocele repair.

Our rate of improvement of 
TMSC was 91.7%, similar to that 
of Chu et al’s series, which had a 
rate of improvement of 82%. Addi-
tionally, our 55.6% rate of normal-
ization was similar to Chu et al’s 
rate of 55%. Together, our results 

demonstrate that in the majority 
of adolescents undergoing varico-
celectomy TMSC will improve as 
with adults, and in over half of cases 
an abnormal preoperative TMSC 
will increase to within normal pa-
rameters postoperatively.

Even amongst adult men under-
going varicocele repair for infertil-
ity, the pregnancy rate following 
varicocelectomy alone is docu-
mented at ~38%.7 It is reasonable 
to question if the fertility of the 
remaining 62% could have been 
salvaged through treatment at a 
younger age, which may highlight 
the importance of identifying a 
more objective measure to predict 
which adolescent may experience 
infertility in adulthood. Therefore, a 
semen analysis should be obtained 
when considering varicocele repair 
in adolescents and counseling pa-
tients on management options. STOP
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Figure. Increase in TMSC after surgical cure of varicocele.

“ Together, 
our results 
demonstrate that 
in the majority 
of adolescents 
undergoing 
varicocelectomy 
TMSC will 
improve as with 
adults, and in 
over half of cases 
an abnormal 
preoperative 
TMSC will 
increase to within 
normal parameters 
postoperatively.”

“ To date, though, it 
has been generally 
presumed that a 
varicocele repair 
improves TMSC 
in adolescents, 
there are minimal 
data available 
to verify this, as 
preoperative and 
postoperative 
semen analyses 
are rare.”
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According to current guidelines 
of both the European Association 
of Urology and the American Uro-
logical Association, an individual 
risk stratification should precede 
prostate biopsy (PBx) in patients 
with suspected prostate cancer 
(PCa).1,2 This aims at reducing 
overdiagnosis as well as PBx-relat-
ed complications. Recent findings 
have shown that risk stratifica-
tion using the Rotterdam Prostate 
Cancer Risk Calculator (RPCRC, 
issued by SWOP) can lead to a 
significant decrease in the detec-
tion of low-risk PCa while simul-
taneously increasing the detection 
rate of clinically significant PCa 

(csPCa). Additionally, the number 
of cores taken per patient can be 
reduced significantly.3 But there 
is still fear of missing csPCa. Ret-
rospective analyses have shown 
that between 4% and 6.8% of men 
harbor csPCa despite having been 
stratified as low risk according to 
the RPCRC.4,5 Therefore, a clear 
pathway is needed to followup this 
low-risk subgroup of men not un-
dergoing PBx in the first place.

The combination of low PSA 
density and negative multipara-
metric MRI (mpMRI) is a reliable 
predictor of the absence of csPCa.6 
Thus, a safety net based on PSA 
density was analyzed (Fig. 1).

The safety net consists of 3 
steps. After initial low-risk strati-
fication, men and their referring 
urologist are asked to perform 
PSA testing and digital rectal ex-
aminations (DREs) regularly  
(step 1). If PSA density exceeds 
0.15 ng/ml/ml in PBx-naïve men 
or 0.2 ng/ml/ml in men with prior 
PBx, a new MRI is recommended 
(step 2). If risk stratification based 
on the new parameters reveals a 
progression from low-risk to in-
termediate- or high-risk csPCa, 
patients are advised to undergo 
PBx. If risk stratification remains 

low risk, the surveillance should 
be continued (step 3).

A total of 112 men who had been 
stratified as low risk at our institution 
between September 2019 and Febru-
ary 2020 were included in this study; 
49 men (44.1%) were biopsy-naïve. 
The median age of all men was 63 

years (interquartile range [IQR] 58–
68 years). Median PSA was 6.6 ng/
ml (IQR 4.6–9.4) at initial presenta-
tion with a slight decrease to a medi-
an PSA of 6.1 ng/ml (IQR 4.4–8.1) 
during followup. During a median 
followup of 12.5 months, 110 men 
(98.2%) adhered to the proposed 
safety net. Further patient character-
istics are shown in the Table. 

A relevant increase of the PSA 
density was detected in 15 men 
(13.6%), resulting in a new MRI. 
After repeated risk stratification, 11 
men (10%) had biopsy performed 
due to an increased risk of csPCa. 
Figure 2 depicts the distribution 
of risk classifications after follow-
up. All men with an increased risk 
underwent MRI-fusion PBx. On 
MRI no high-grade Prostate Imag-
ing–Reporting and Data System® 
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Figure 1. Safety net based on PSA density.

Figure 2. Distributions of risk classifications after followup of 12.5 months.

Table. Baseline characteristics of 110 patients

Median yrs age (IQR) 63 (58–68)

Median ng/ml Initial PSA (IQR) 6.6 (4.6–9.4)

Median ng/ml PSA at followup (IQR) 6.1 (4.4–8.1)

Median cc prostate vol (IQR) 60 (50.0–80.0)

No. DRE (%):
 Unsuspicious
 Suspicious

109 (99.1)
1 (0.9)

No. prior biopsy (%):
Yes
No

62 (55.9)
49 (44.1)

No. initial mpMRI  
performed (%):
Yes
No

105 (94.6)
7 (5.3)

No. mpMRI at followup (%):
Yes
No

15 (13.6)
95 (86.4)

Two men were lost to followup.

“ Retrospective 
analyses have 
shown that 
between 4% and 
6.8% of men 
harbor csPCa 
despite having 
been stratified as 
low risk according 
to the RPCRC.”
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(PI-RADS®) lesions according to 
PI-RADS V. 2.1 (ie PI-RADS score 
≥3) were detected.7

Histopathological results showed 
low-risk PCa in only 1 patient 
(Gleason pattern 3+3 in 1 out of 12 

cores, infiltration <5%). Hence, no 
csPCa was detected.

Furthermore, it should be noted 
that in addition to the 110 men dis-
cussed in this article, 12 men under-
went subvesical desobstruction after 
initial low risk stratification. Pathology 
did not find PCa in any of these men.

To our knowledge, this study 
is the first to prospectively follow 
men who were stratified as low 
risk by using the RPCRC. In con-
clusion, omitting PBx in patients 
stratified as low risk according to 
the RPCRC appears to be safe. 
The probability of missing csPCa 
seems marginal at best. Howev-
er, men who are stratified as low 

risk should be monitored closely. 
Special attention should be paid 
to younger, PBx-naïve men. In 
general, parameters such as PSA 
velocity and family history of PCa 
should be considered when coun-
seling men on whether to omit PBx 
after low risk stratification, as well. 
A safety net based on PSA density 
might provide additional security 
for both patients and urologists.
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“ In conclusion, 
omitting PBx in 
patients stratified 
as low risk 
according to the 
RPCRC appears to 
be safe.”
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The first enuresis alarm was in-
troduced in 1904 with the goal of 
signaling the need for change of 
bedclothes to staff on the pediatric 
ward, and an unexpected thera-
peutic effect was observed in older 
children with nocturnal enuresis.1 
Since that time, many iterations 
of enuresis alarms, including “bell 
and pad alarms” with a mat placed 
under the patient with moisture 
sensor, body-worn alarms in which 
a sensor is placed in the child’s un-

dergarments, and even code-word 
alarms, in which a pre-recorded 
code word is given to the child 
when the alarm goes off and the 
child is encouraged to remember 
the word the next morning, have 
been studied.2 There is not an es-

tablished gold standard, but alarms 
are now considered first-line treat-
ment for primary monosymptom-
atic nocturnal enuresis (PMNE) by 
the International Children’s Con-
tinence Society (ICCS).3 Mech-
anisms of action for alarms are 
incompletely understood, and var-

ious types of behavioral condition-
ing, conditioned muscle response 
of the urethral sphincter, increased 
functional bladder capacity, in-
creased antidiuretic hormone pro-
duction, and a maturational delay 
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Figure 1. Mean proportion of wet nights over time in each group.
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“ There is not an 
established gold 
standard, but 
alarms are now 
considered first-
line treatment 
for primary 
monosymptomatic 
nocturnal enuresis 
(PMNE) by the 
International 
Children’s 
Continence Society 
(ICCS).”
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Figure 2. Kaplan-Meier curves and 95% confidence intervals for the probability of continued bedwet-
ting over time by group when continued bedwetting is defined as not being cured.

of central reflex control have been 
postulated.4 Behavioral interven-
tions, including random nighttime 
waking, have also been studied, but 
there is no high-quality evidence 
suggesting that waking at random 
intervals leads to cure of nocturnal 
enuresis. We sought to determine if 
manual nighttime waking in addi-
tion to a traditional moisture sen-
sor alarm would lead to benefit in 
treatment of children with PMNE.

We recruited patients with di-
agnosis of PMNE as determined 
by ICCS criteria and Vancouver 
Symptom Scores at the Universi-
ty of Iowa Pediatric Urology clin-
ic and randomized them to the 
traditional moisture alarm versus 
a “manual trigger” plus moisture 
alarm group. Members of each 
group were given an identical Wet-
Stop 3+ wearable alarm (donated 
by Potty MD, Knoxville, Tennes-
see). In both groups, subjects and 
parents completed a nightly diary 
of enuresis events and alarm usage. 
In the manual group, in addition 
to using in the traditional fashion, 
parents were instructed to trigger 
the alarm via an embedded switch 
in the device 1 to 2 hours after 
bedtime. Logging was continued 
until subjects no longer wished to 
continue or until the child experi-
enced 14 consecutive dry nights or 
27 nonconsecutive dry nights over 
a 30-day period, considered cure.

We enrolled 117 children, with 
61 of those completing diaries suffi-
cient to analyze outcomes. Median 

age was 8.4 years (IQR 7.2–10.8), 
and 75% of subjects were males. 
Overall trends were favorable for 
the manual trigger group but dif-
ferences were not statistically sig-
nificant. The overall rate of cure in 
the traditional group was 54% and 
62% in the manual trigger group. 
Reduction to at least 50% of dry 
nights was 87% versus 96%, respec-
tively. Figure 1 shows mean pro-

portion of wet nights per week in 
each group. Mean time to cure was 
8.2 weeks (range 3–22) in the tradi-
tional group and 7.0 weeks (range 
3–11) in the manual trigger group. 
Figure 2 shows the Kaplan-Meier 
curves showing the probability of 
continued bedwetting over time 
between groups. The average time 
to a 50% reduction in the pro-
portion of wet nights was about  

4 weeks for both groups. Over the 
first 10 weeks, the probability of 
continued bedwetting decreased at 
a similar rate in both groups, but 
after week 10 we observed a lower 
probability of continued wetting in 
the manual trigger group.

Although cure and time to cure 
were more favorable in the manual 
trigger plus moisture alarm group, 
no statistically significant differenc-
es were demonstrated. It is possible 
that the study was underpowered to 
demonstrate a clinically significant 
difference, so a larger or multi-in-
stitutional cohort may prove dif-
ferent. The rigorous diary-keeping 
allowed for us to not only obtain 
information about rates of cure but 
also exact time to cure. Overall 
success rate of 57%, mean time to 
reduction in 50% of wet nights of 
3.9 weeks, and mean time to cure 
of 7.6 weeks is valuable informa-
tion for families considering under-
taking enuresis alarm treatment. STOP
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From the inception of formalized 

surgical training, resident physicians 
have undergone supervised medical 
education. Throughout their train-
ing, residents are granted gradual 
increases in surgical autonomy and 
are expected to fulfill a minimum 
number of key procedures to grad-
uate per the Accreditation Council 
of Graduate Medical Education.1 
Despite this, surgical resident au-
tonomy in the operating room has 

been declining for all specialties.2 
There has been concern for resident 
readiness for independent practice 
in surveys of residents, faculty, and 
fellowship directors.3

Our project analyzed the 
VASQIP (Veterans Affairs Surgical 
Quality Improvement Program) 
database to determine how auton-
omy in the operating room has 
changed over a 15-year time frame 

in both urology residency and gen-
eral surgery residency.

We found that there was a decline 
in urological resident primary cases 
from 31.3% to 18.6%, a 41% decline 
compared to a 66% decline for gen-
eral surgery residents (see Figure). 
The decrease in primary urological 
resident surgeries was matched by 
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an increase in cases performed by 
an attending and resident. On the 
other hand, the decrease in gener-
al surgery resident primary cases 
resulted in an increase in attend-
ing primary cases. While there was 
an increase in 30-day reoperation 
rates, there was no increase in 30-
day mortality or morbidity for resi-
dent primary  surgeries.

This abstract was part of a 
larger project which was recently 

featured in AUANews in an article 
by Dr. Anh Nguyen and Dr. Hos-
sein Sadeghi-Nejad.4 This larger 
study analyzed resident involve-
ment across various procedures 

in urology as well as the socio-
economic patterns in cases with 
resident involvement. STOP
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UROLOGY RESIDENT AUTONOMY COMPARED TO GENERAL SURGERY RESIDENT AUTONOMY
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Figure. A, resident primary cases per year in urology and general surgery. B, comparison of outcomes 
among resident primary and attending primary surgeries. The bolded numbers signify statistical 
significance.

“ We found that 
there was a decline 
in urological 
resident primary 
cases from 31.3% 
to 18.6%, a 41% 
decline compared 
to a 66% decline 
for general 
surgery residents.”

“ While there was 
an increase in 30-
day reoperation 
rates, there was 
no increase in 
30-day mortality 
or morbidity for 
resident primary 
 surgeries.”
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The prevalence and the severity 
of lower urinary tract symptoms 
(LUTS) associated with benign 
prostatic hyperplasia (BPH) is 
common and progressive.1 Trans-
urethral resection of the prostate 
has traditionally been the main-
stay treatment for LUTS/BPH, 

but is associated with adverse ef-
fects including erectile dysfunc-
tion and retrograde ejaculation, 
and requires general anesthesia 
with hospital stays. These aspects 
increase the cost and impact the 
quality of life.2

Convective water vapor ther-
mal therapy (CWVTT-Rezu-m™) 
is a minimally invasive surgical 
technique for LUTS/BPH that has 
been shown to produce clinically 
significant and durable results for 
up to 5 years.3 This therapy dis-
rupts epithelial cell membranes by 
transferring stored thermal energy 
directly to prostatic tissue. Unlike 
transurethral needle ablation and 
transurethral microwave therapy, 
the thermal effects are confined 
to the transitional zone.4 An addi-
tional advantage is preservation of 
sexual function, including erection 

and ejaculatory function.5

While CWVTT has been shown 

to be clinically effective and pro-
vide rapid relief for LUTS/BPH, 
a subset of men experience a de-
lay in their LUTS improvement 
following the procedure. In this 
study, we described patient- and 
treatment-specific risk factors that 
drive this delayed improvement, as 
this has not previously been inves-
tigated. We hypothesized that there 
are preoperative and perioperative 
risk factors that increase the likeli-
hood for men to experience a de-
layed improvement in their LUTS 
following CWVTT.

In our study, patients who un-
derwent CWVTT from January 
2018 to December 2020 were retro-
spectively identified. Patient demo-
graphics, comorbidities, preopera-
tive evaluation, intraoperative data, 
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“ Convective 
water vapor 
thermal therapy 
(CWVTT-
Rezu-m™) is a 
minimally invasive 
surgical technique 
for LUTS/
BPH that has 
been shown to 
produce clinically 
significant and 
durable results for 
up to 5 years.”
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Figure 2. Probability of clinically significant LUTS following CWVTT.  Following CWVTT, the probabili-
ty of patients having LUTS decreases.

and postoperative outcomes were 
extracted for analysis. The primary 
outcome of our study was clinically 
significant improvement in LUTS 
4 weeks following CWVTT, as de-
fined by reaching the minimal clin-
ically important difference (MCID) 
of a 25% improvement in Inter-
national Prostate Symptom Score 
(IPSS). Conversely, delayed LUTS 
improvement was defined as a fail-
ure to reach a 25% improvement in 
the IPSS by 4 weeks. Patient-specif-
ic and treatment-specific risk factors 
were assessed using univariate and 
multivariate logistic regression to 
estimate the odds of delayed LUTS 
improvement.

A total of 109 patients qualified 
for analysis, and 73% (80/109) of 
our patients had preoperative pres-
sure flow studies performed. We 
found that 50% of men had clinical-
ly significant LUTS improvement 
(MCID >25%) at 1 month follow-
ing CWVTT. Of the men 81.8% 
had clinically significant LUTS im-
provement at the time of their last 
followup (Fig. 1). We also found 
that as months following surgery 
increased, the probability that men 
reported LUTS decreased (Fig. 2). 
Overall, postoperative IPSS scores 
tended to decrease with time from 
CWVTT, indicating overall im-

provement in LUTS among the co-
hort (data not shown).

Lower bladder outlet obstruc-
tion index (BOOI) and prior sur-
gical therapy for BPH were sig-
nificantly associated with delayed 
LUTS improvement. The mean 
preoperative BOOI for patients 
with and without delayed LUTS 
improvement was 48.3 (SD=27.3) 
and 59.0 (SD=32.7), respectively. 
Every 10-unit increase in the pre-
operative BOOI was associated 
with a 15% decrease in the odds 
of delayed LUTS improvement 
(adjusted odds ratio [aOR]=0.85, 

p=0.01). Patients with prior surgi-
cal BPH therapy were 3.5 times 
more likely than those without pri-
or surgical BPH therapy to experi-
ence delayed LUTS improvement 
following CWVTT (aOR=3.47, 
p=0.01). Finally, the odds of reach-
ing the MCID increases by 9% 
with each additional month follow-
ing CWVTT (aOR=0.91, p=0.003) 
(data not shown).

Postoperative time to gauge 
LUTS improvement and  treatment 
efficacy was short in our cohort. 
However, our data suggest that 
regardless of an initial delayed 
LUTS improvement, most men 
will have clinically significant 
LUTS improvement by 1 year  
following CWVTT. This improve-
ment was shown to be durable in ini-
tial randomized trials.3 Patients with 
lower BOOI and patients with prior 
surgical BPH therapy might not ben-
efit as quickly from CWVTT, as these 
individuals are more at risk for a de-
layed improvement in their LUTS. 
For these patients, shared decision 
making and accurately weighing 
the risks and benefits of CWVTT 
with providers is important when  

proposing a treatment plan. 
These data provide novel insights  
into patient counseling and pri-
oritize comprehensive review of 
patient characteristics and past 
medical history prior to CWVTT. 
Furthermore, our study lays the 
groundwork for prospective re-
search for patients at risk for de-
layed LUTS improvement follow-
ing CWVTT. STOP
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Figure 1. Percent of patients with 25% improvement of LUTS over time following CWVTT. The likeli-
hood of persistent LUTS following CWVTT decreased with time.

“ While CWVTT 
has been shown 
to be clinically 
effective and 
provide rapid relief 
for LUTS/BPH, 
a subset of men 
experience a delay 
in their LUTS 
improvement 
following the 
procedure.”
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While women physicians are 
growing in numbers globally, urol-
ogy largely remains male-dominat-
ed. Participation by women in the 
urology workforce varies widely 
worldwide, reaching as high as 
22% in Columbia and 18.2% in 
Australia, while in some countries 
it is nonexistant.1

Women represent 41% of prac-
ticing physicians in Israel and 59% 
of Israeli medical students.2 The Is-
raeli Urologists’ Association (IUA) 
was founded in 1956, and through 
the 1970s all its members were 
men. An initial trickle of women 
urologists in the 1980s and 90s has 
become a steady stream, reaching 
35 in 2022, representing roughly 
8% of Israeli urologists (see Fig-
ure). Currently, 19 women urolo-
gists are accredited specialists and 
16 are residents (sources: IUA, Is-
raeli Scientific Council, and urolo-
gist community).

Women urologists in Israel face 
challenges like our peers world-
wide, with several unique struggles 
and opportunities. In response to 
the article by Dr. Albareeq and Dr. 
Turki on the Middle Eastern wom-
en urologist,3 we thought to share 
our perspective as Israeli women 
urologists in various career stages.

Cultural Gender Roles
Israel is a democratic modern 

Jewish state with a large Arabic 
minority and multiple ethnic, cul-
tural, and religious groups, each 
with its own views of gender roles 
and its expectations of doctors. 
Gender perceptions may influence 
patients’ comfort with gender-con-
cordant or discordant urologists,4 
but it may also affect the percep-
tion of who looks like a urologist, 
by patients, fellow doctors, and 
ourselves.5 Can we view men and 
women as equally knowledgeable, 

caring, and competent?
Intersectional barriers also exist, 

and while the numbers of Jewish 
secular and traditional women are 
increasing, representation of wom-
en from ethnic and religious mi-
nority groups still lags behind.6

In gendered languages, such as 
Hebrew or Arabic, many words 
have no gender-neutral form, in-
cluding “doctor” and “urologist.” 
The male form is traditionally con-
sidered neutral, unintentionally 
excluding women and nonbinary 
physicians. Many societies and 
institutions with male names are 
changing into gender-inclusive, 
and recently the IUA has been 
challenged to do the same.

Tokenism and 
Pigeonholing

While some patients prefer a gen-
der-concordant urologist,3,4 urolo-
gists shouldn’t be restricted to see 
gender-concordant patients. Our 
experience echoes findings from 
other countries, where women urol-
ogists perform a significantly higher 
percent of women procedures.7

As for other professions, urolo-
gy has a gender pay gap. Though 
men and women urologists work 
equal hours, women are more 
likely to work in less profitable set-
tings, perform fewer procedures, 
and see fewer patients,8 a health 
care version of low-rewarding, “in-
visible labor” expected of women 
in the workplace. As the number 
of women urologists increases, our 

profession must advocate for fair 
compensation of all urological care 
and ensure that all our trainees are 
provided with equal opportunities 
for training and exposure.

System Structure
In the Israeli public medical sys-

tem everyone is entitled to receive 
government-funded, high-lev-
el medical care. The relative re-
source shortage in such a system 
burdens interns and residents with 
administrative and technical du-
ties, adding to the load of invisible 
labor and affecting the quality of 
training. The need for formal fel-
lowship training, mostly overseas, 
creates a barrier, especially for 
families, and disproportionally af-
fects women.

Family-Work Balance
Being a surgical profession dem-

anding long training and radiation 
exposure, urology disproportion-
ately impacts women’s reproduc-
tion and family life. Due to manda-
tory military service, many Israeli 
men and women begin their higher 
education at an older age, translat-
ing into women spending a great-
er proportion of their childbear-
ing years in residency. Compared 
to their male colleagues, women 
surgeons carry a larger share of 
household and parenthood duties.9 
Women surgical residents contin-
ue to voluntarily delay childbear-
ing, have fewer children than the 
general population, and experi-
ence more infertility and obstetri-
cal complications.10 Israeli society 
values family, holding the highest 
total fertility rate among the Orga-
nization for Economic Co-opera-
tion and Development,11 evident in 
paid maternity leave and funding 
for infertility treatment. With men 
surgical trainees showing increased 
interest in work-family balance  
and active fatherhood,12 it seems 
like paternity leave is the next logi-
cal step.13,14

Education and 
Mentorship

The scarcity of women in urol-
ogy presents challenges to their 
male mentors as well, and equal 
opportunities in surgical training 
may mean different things for dif-
ferent people. For instance, surgical 
instruments originally designed for 
men pose ergonomic difficulties 
for the woman urologist which her 
male supervisors may not realize,15 
and socialization may cause differ-
ences in how men and women dis-
play confidence.

Men urologists tend to perceive 
their work environment as more 
gender-equal than women do, im-
plying that a man mentoring women 
urology residents may benefit from 
his women peers’ input on challeng-
es he is unaware of.16 Sponsorship 
of women and minority trainees is 

Figure. Women beginning urology residency in Israel, by decade. Source: the Israeli urological 
community.
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“ As the number of 
women urologists 
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all our trainees 
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for training and 
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another important approach to im-
proving health care diversity.

Upstanders calling out discrimi-
nation, however subtle, can have a 
great effect on women inclusion,17 
as did my senior when correcting a 
patient who mistook me for a non-
medical professional on rounds.

Dr. Albareeq described the 
hardships and triumphs of becom-
ing the first woman urologist in her 
country. Some of these are true for 
many, often the only woman in a 
room of men. We encourage wom-
en to seek women colleagues from 

other departments and generations 
for guidance and perspective. Be-
ing a woman in a male department 
can feel like a constant spotlight, 
where one’s shortcomings seem 
to represent the whole gender. 
 Sharing successes and failures with 
our peers, we accumulate knowl-
edge and confidence to pass down 
to future generations.

Conclusion
Urology is held back when we 

don’t utilize the full potential of our 
community. We cannot afford leav-
ing out half of our potential talent 
and diverse points of view.

Women urologists are making no-
table progress in Israel and world-
wide, but there is yet room for im-
provement and obstacles to remove. 
Scarce but influential, we strive to 
lead by example and give our pa-
tients the optimal treatment, to prac-
tice gender-oriented urology, and 
to encourage the next generation of 
women urologists for the benefit of 

our patients of all genders. As more 
women join the IUA, achieving aca-
demic and leadership positions, the 
Israeli urological community has 
much to celebrate as we continue to 
face the challenges ahead of us. STOP
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“ We encourage 
women to seek 
women colleagues 
from other 
departments and 
generations for 
guidance and 
perspective.”

Diversity & Inclusion Committee
Michael T. Sheppard, CPA, CAE
CEO, American Urological Association

As you know, the AUA is con-
tinuing to prioritize diversity, eq-
uity and inclusion within the orga-
nization itself as well as the larger 
urological community. To that end 
and following the recommendation 
of the AUA’s Diversity & Inclu-
sion Task Force, we have created 
a Diversity & Inclusion Commit-
tee. The committee will identify 
and advise on potential solutions 
to meet diversity gaps within the 
AUA organizational programs; 
advise AUA Program Councils on 
the implementation of diversity ini-
tiatives and advise on methods to 
recruit, support and retain diverse 
AUA leaders and volunteers.

Earlier this summer, the AUA 
selected Larissa Bresler, MD, 
DABMA, to serve as the inaugural 
chair of the Diversity & Inclusion 

Committee and Chief Diversity 
Officer for the AUA (Figure). She 
will advise the Board on shaping 

and executing diversity initiatives.
Dr. Bresler was chosen for her 

impressive track record of under-
standing and advancing diversity 
and inclusion and education ini-
tiatives in various leadership roles. 
Nationally, she sits on the Federal 
Women’s Task Force that helps pro-
mote equity and inclusion for fed-
eral workers and she recently com-
pleted her term as senior consultant 
of Urology Basics and Core Topics 
with the AUA’s Core Curriculum 
Committee. She has also participat-
ed on the AUA’s Practice Guidelines 
Committee. Regionally, Dr. Bresler 
is a member of the North Central 
Section (NCS) of the AUA’s Board 
of Directors, Long Range Planning 
and Education Committees and 
chairs the NCS Women in Urology 
(WIU) Committee. Locally, she has 
championed diversity initiatives as 
the President of the Chicago Uro-
logical Society.

Under Dr. Bresler’s direction, 
the NCS WIU Committee has ex-
panded its role beyond women to 
diversity and inclusion in general. 

FROM THE CHIEF EXECUTIVE OFFICER

Figure. Larissa Bresler, MD, DABMA, inaugural 
chair of the Diversity & Inclusion Committee 
and Chief Diversity Officer for the AUA.

WOMEN UROLOGISTS IN ISRAEL
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“ Dr. Bresler 
was chosen for 
her impressive 
track record of 
understanding 
and advancing 
diversity and 
inclusion and 
education 
initiatives in 
various leadership 
roles.”
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The committee developed a Sup-
port On the Spot program geared 
to women and underrepresented 
minorities to have the ability to 
reach out for rapid advice in nav-
igating complex work situations 
and to provide a sponsor to ex-
pand underrepresented minorities 
and WIU opportunities for in-
volvement in professional societies, 
meetings and leadership prospects.

An active member of AUA 
since 2003, Dr. Bresler is an asso-
ciate professor of urology, obstet-
rics and gynecology at the Loyola 
University Medical Center. She 
obtained her MD from Oregon 
Health and Sciences University, 
completed her urology residen-
cy at Loyola University Medical 
Center and completed the AUA 
leadership program in 2019. Dr. 

Bresler is a board certified acu-
puncturist as well as a resilience 
and wellness coach. She has pub-
lished over 50 papers and book 
chapters and has received numer-
ous honors and awards, including 
multiple teaching awards, the Best 
of AUA (Female Urology) and 
Illinois Magazine’s Top Urologist 
2021-2022.

Dr. Bresler has championed 

diversity throughout her career, 
and she has built a legacy paving 
the road for underrepresented mi-
norities, LGBTQ+ persons and 
women. I look forward to working 
with her and I’m confident in her 
ability to help AUA advance di-
versity and inclusion initiatives in 
the urology community while im-
proving urological care through-
out the world. STOP

Staying Busy This Fall
Jay D. Raman, MD, FACS
Chair, AUA Office of Education

“ I was always into staying busy, 
into my goals, into making notes 
and planning. I’m not one who truly 
lives in the past.”—Richard Simmons

And just like that, it is fall again. 
Football season, crisp mornings, 
the AUA In-Service Exam and Ab-
stract deadline, and AUA Section 
meetings sprinkled throughout the 
autumn months. With the majority 
of AUA Sections running meetings 
between September and Novem-
ber, it is a busy time for many of us, 
and the Office of Education is excit-
ed to continue to provide accredita-
tion for these conferences. I myself 
am looking forward to returning to 
the Bayou this October to spend 
some time with my Mid-Atlantic 
AUA Section colleagues.

As a surgically driven field, 
“hands-on” training remains criti-
cal for urologists to gain and main-
tain proficiency of skills. The AUA 
Office of Education is committed 
to providing opportunities for our 
membership, and we are delighted 
to offer 2 skills training opportuni-
ties this fall.

On September 17, 2022, the Of-
fice of Education will host a hands-
on ultrasound course at the AUA 
Headquarters (Linthicum, Mary-
land) led by course director Chris 
Porter, MD from Virginia Mason 

Medical Center. This course will 
focus on performance of ultra-
sound in urological practice, which 
satisfies increasing requirements of 
documented training for third-par-
ty payers. Then on November 12 
and 13, 2022, the AUA’s practical 
percutaneous nephrolithotomy 
course will be offered at the Smith 
Institute for Urology, with David 
Hoenig, MD serving as course di-
rector. For many years, the AUA 
has offered this course to provide 
education on patient selection, ac-
cess techniques, lithotripsy devices, 
and exit strategies post-procedure. 
Both of these courses are open for 

registration, and we encourage you 
and your colleagues to take advan-
tage of these educational resources 
for practice-based learning.

For residents and fellows who 
were unable to attend the course, 
“The Evolving Landscape of Ad-
vanced Prostate Cancer Treatment,” 
offered in New Orleans (AUA2022), 
we are delighted to offer a compli-
mentary virtual course on Septem-
ber 19 and 20, 2022. This course, 
presented in partnership with the 
Society of Urologic Oncology, is 
designed to be an interactive forum 
and will focus on the updated 2020 
AUA Guidelines on Metastatic Hor-
mone Sensitive Prostate Cancer and 
Castration-Resistant Prostate Can-
cer. Discussions will focus on vari-
ous case scenarios encountered in 
clinical practice and will integrate 
up-to-date information on the role of 
genetic testing in advanced prostate 
cancer as well as novel imaging and 
drug therapies (including immuno-
therapy and PARP inhibitors). Reg-
istration is open on AUAUniversity 
(https://auau.auanet.org/).

The 2022 In-Service Exam and 
Oncology Knowledge Assessment 
Test are scheduled for November 
19, 2022. We do not expect any 
changes to either the format or the 
structure of this year’s exams, and 
believe they are an outstanding tool 
for trainees and programs to bench-
mark knowledge base and areas of 
focus for education. To help prepare 

for these exams, I strongly recom-
mend using 2 of our apps. The new 
AUAUniversity app is 100% free as a 
member benefit, available on Apple 
or Android platforms, and includes 
the AUA Guidelines, Core Curric-
ulum, Surgical Video Library, and 
access to much more content. In 
addition, the Self-Assessment Study 
Program app houses approximate-
ly 1,650 questions that have been 
compiled over the past 11 years, and 
users can complete these in a top-
ic-based deck or random question 
order, whichever you prefer.

Finally, the Office of Education 
will once again offer our genito-
urinary cancer series this fall on 
the AUAUniversity Podcast. This 
series of free episodes will focus 
on the newest and most evolving 
areas in urologic oncology, span-
ning diagnosis, staging, treatment, 
surveillance, and survivorship for 
patients. It is always my pleasure 
to host conversations with thought 
leaders in our field.

Whether you want to participate 
in a course, listen to a podcast as 
you work out or commute from 
work, or do a quick content search 
on the AUAUniversity app, the Of-
fice of Education is working on 
your behalf to provide education, 
clinical information, and resources 
to help you in your daily practice.

As always, I welcome your feed-
back. Please feel free to contact us 
at education@auanet.org. STOP

“ The new 
AUAUniversity 
app is 100% free 
as a member 
benefit, available 
on Apple or 
Android platforms, 
and includes the 
AUA Guidelines, 
Core Curriculum, 
Surgical Video 
Library, and 
access to much 
more content.”

FROM THE EDUCATION COUNCIL

DIVERSITY & INCLUSION COMMITTEE
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Bladder Adenocarcinoma with Bilateral  
Ovarian Metastases
Horacio Sanguinetti, MD, PhD
Hospital de Clínicas “José de San Martin,” Buenos 
Aires. Argentina

Paula Gristein, MD 
Hospital de Clínicas “José de San Martin,” Buenos 
Aires. Argentina

Camila Scorticati, MD
Hospital de Clínicas “José de San Martin,” Buenos 
Aires. Argentina

Patricio Alvarez, MD
Hospital de Clínicas “José de San Martin,” Buenos 
Aires. Argentina

Introduction
Adenocarcinoma is a malignant 

neoplasm derived from the urothe-
lium with a histologically pure glan-
dular phenotype. Primary adeno-
carcinoma of the urinary bladder is 
uncommon, accounting for 0.5%–
2% of all malignant tumours. It af-
fects adults, with a peak incidence 
in the sixth decade of life, and is 
more common in men.1 The enteric 
type of adenocarcinoma is identical 
to its gastrointestinal counterpart. 
Our aim is to show a rare case of 
urinary bladder adenocarcinoma 
with bilateral ovaries metastases. 

Clinical Case
This is a 26-year-old female 

patient who presented with a 
6-month history of hematuria. A 
transurethral resection of the blad-
der was performed in another insti-
tution, the result of which showed 
a moderately differentiated adeno-
carcinoma. She had an upper gas-
trointestinal endoscopy and a colo-
noscopy without lesions.

A CT scan demonstrated a  
50 # 40 # 80 mm, sessile, hetero-
geneous lesion in the bladder (Fig. 
1), together with polylobulated 
formations with cystic and solid 
areas in the right hemiabdomen 
(130 # 80 # 30 mm) and left pelvis  
(180 # 110 # 200 mm), ascitic fluid, 
and pulmonary images compati-
ble with secondary disease. Serum 
markers showed β-human chori-
onic gonadotropin <1 mIU/ml, al-
pha-fetoprotein <3.5 mg/ml, carci-
noembryonic antigen 30.2 mg/ml,  

cancer antigen-125 40.9 U/ml, 
and cancer antigen 19-9 177.2 U/
ml. An exploratory laparotomy 
was performed, showing perito-
neal carcinomatosis and a large 
tumor mass in the ovaries (Figs. 2 
and 3), bladder (Fig. 4), and great-
er omentum. Bilateral oophorec-
tomy, omentectomy, cystectomy, 
and cutaneous ureterostomies 
were performed. The pathological 
findings were a moderately differ-
entiated intestinal-type adenocarci-
noma in the dome of the bladder, 
presence of cystic cystitis, and ova-
ries with infiltration of adenocarci-
noma. Immunohistochemistry 
showed negative pax8 and absence 
of β-catenin. These findings rule out 
ovarian and colorectal origin and 
favor bladder origin.

After 2 weeks, the patient was 

rehospitalized with severe metror-
ragia (hemoglobin dropped to 4.7 
gm/dl) that needed a vaginal pack-
ing and was interpreted as hormon-
al deprivation. A speculoscopy was 
performed showing evidence of a 
clot in the distal third of the vagi-
na. She was started on hormonal 
replacement therapy and did not 
repeat the leak. 

The patient was scheduled by 
clinical oncology to receive ox-
aliplatin and capacitabine in the  
next weeks. 

Discussion
Adenocarcinoma is an uncom-

mon malignancy in the urinary 
bladder which may arise primarily 
in the bladder as well as secondari-
ly from a number of other organs2 
and has a poor prognosis, largely 
because it is usually diagnosed at 
an advanced stage.3

Primary adenocarcinoma of the 
bladder is derived from the urothe-
lium of the bladder but exhibits a 
pure glandular phenotype. It is most 
common in the sixth and seventh 
decade of life with male predomi-
nance and hematuria is the main 
symptom. Several risk factors have 
been described: 10% of all bladder 
cancers are adenocarcinomas in ar-
eas where schistosomiasis is endem-
ic, chronic irritation, obstruction, 
cystocele, and endometriosis.

Primary bladder adenocarci-
noma exhibits several different 
growth patterns, including enter-
ic, mucinous, signet-ring cell, not 
otherwise specified, and mixed 
patterns. Urachal adenocarcinoma 
demonstrates similar histological 
features but it can be distinguished 
from bladder adenocarcinoma on 
careful pathological examination, 
and immunohistochemical study is 
valuable in identifying the origin of 
secondary adenocarcinomas.2

The criteria for making a diag-
nosis of urachal carcinoma includes 
tumor in the  absence of cystitis 
cystica and cystitis glandularis, pre-
dominant invasion of the muscu-
laris or deeper tissues with a sharp 

demarcation between the tumor 
and the surface bladder epithelium, 
the presence of urachal remnants 
within the tumor, extension of tu-
mor into the bladder wall with in-
volvement of the space of Rezius, 
the anterior abdominal wall or the 
umbilicus, and no evidence of pri-
mary neoplasm elsewhere.4  As our 
patient showed cystic cystitis in the 
biopsy, urachal origin was ruled out.

Histologically, bladder adenocar-
cinoma exhibits various growth pat-
terns: enteric (colonic or intestinal); 
mucinous; signet ring cell; not other-
wise specified, and mixed patterns.1 
The enteric pattern is composed 
of intestinal-type glands with pseu-
dostratified columnar cells and nu-
clear atypia, closely resembling col-
orectal adenocarcinoma.  Colo rectal 
adenocarcinoma is the most  frequent 

CASE REPORT

Figure 1. CT scan showing a voluminous lesion.

Figure 2. Polylobulated formations.

Figure 3. Left ovary.

Figure 4. Bladder.

Arrow-right Continued on page 32
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metastasis in the bladder. It is import-
ant to differentiate primary bladder 
adenocarcinoma from secondary 
colorectal adenocarcinoma.

Primary bladder adenocarcinoma 
usually lacks GATA3 staining, ren-
dering this stain useless in differential 
diagnosis from secondary colorec-
tal adenocarcinoma. A panel of im-
munostains, including CK7, CK20, 
thrombomodulin, and beta-catenin, 
is of diagnostic value in differentiat-
ing primary bladder adenocarcino-

ma from secondary adenocarcino-
ma of colorectal origin. A nuclear 
β-catenin and CK20 positive stain fa-
vors colorectal origin, while primary 
bladder adenocarcinoma is usually 
positive for CK7 and shows mem-
branous staining for β-catenin.3,5 The 
immunohistochemistry in our pa-
tient’s biopsy favored bladder origin. 

The best treatment is surgery 
with or without adjuvant radiation 
or chemotherapy. Radical or partial 
cystectomy with or without node 

dissection is the commonly used sur-
gical procedure.1 The most import-
ant prognostic factor is tumor stage.6

Finally, the importance of early 
diagnosis of this disease should be 
highlighted to improve the survival 
of the patients. STOP
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Regional and Time Trends in Post-Prostatectomy  
Interventions
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Junlin Jiang, PhD
Verana Health, Watertown, Massachusetts

Daniel Lee, MD
University of Pennsylvania Health System, 
Philadelphia

Urinary incontinence and erec-
tile dysfunction (ED) are common 
and debilitating complications for 
prostate cancer survivors who un-
derwent radical prostatectomy. 
Surgical treatments for inconti-
nence and ED are associated with 
high satisfaction and overall suc-
cess rates. During COVID, many 
elective procedures were often de-
layed or avoided altogether. The 
impact of the pandemic on the tim-
ing of surgical therapy has not been 
previously studied. In cooperation 
with Verana Health, we evaluated 
the timing of urological procedures 
to address side effects of ED and 
urinary incontinence following 
prostatectomy over time using the 
national AUA Quality (AQUA) 
Registry from January 1, 2012 to 
February 27, 2022.

Over the 10-year study period, 
we identified 41,171 patients who 
underwent prostatectomy and had 
at least 12 months of followup avail-
able. Within this cohort, 89.4% had 
undergone a robotic or laparoscop-
ic prostatectomy, while the remain-

ing had an open procedure. There 
were 2,298 (5.6%) patients who 
received at least one of the select-
ed supportive procedures to treat 
incontinence or ED post-prostatec-
tomy. About half (1,159, 50.4%) of 
these were procedures for ED, fol-
lowed by slings (859, 37.4%), arti-
ficial urinary sphincter procedures 
(749, 32.6%), and insertion of bulk-
ing agents (137, 5.97%). Overall, the 
average time to the first surgical in-
tervention for ED or incontinence 
was 25.4 months (SD 18.5). There 
has been a significant delay in time 
to surgical treatment following 
March 1, 2020 (“post-COVID”) 
compared with “pre-COVID” 
(before March 1, 2020). The aver-
age time to intervention was 25.2 
months (SD 18.6) pre-COVID and 
has been delayed to 36.8 months 

(SD 26.7) post-COVID (p <0.01; 
see Figure).

Regional differences highlight 
that the average time to surgical 
intervention for ED and inconti-
nence in the West was the shortest 
at 20 months post-prostatectomy, 
compared with 30.4 months in 
the Northeast. Furthermore, there 
are regional trends in the rates at 
which patients undergo surgical in-
tervention for ED or incontinence 
post-prostatectomy. The Northeast 
region has the highest rate of surgi-
cal intervention for ED or inconti-
nence at 9.1%, compared with the 
Southwest, where the rate of inter-
vention is 3.5%. In all regions, ex-
cept for the West, a penile implant 
was the most common procedure 
performed. In the West, an artificial 
urinary sphincter was performed 

more frequently.
The AQUA data show a small 

percentage of patients after prosta-
tectomy undergo surgical interven-
tion for ED or urinary incontinence, 
with regional variability. The total 
number of patients receiving these 
interventions is potentially under-
estimated in this current analysis 
given the known phenomenon of 
patients having multiple providers 
who may or may not be included 
in the AQUA Registry. As expect-
ed, policy and practice changes re-
quired during COVID did result 
in a measurable delay in receipt 
of these symptom-management 
interventions. There is a need to 
understand if these variabilities in 
care delivery result in differences 
in quality of life in prostate cancer 
nationwide. STOP

AQUA IN ACTION

Figure. Trends in procedures during COVID.

“ The AQUA data 
show a small 
percentage of 
patients after 
prostatectomy 
undergo surgical 
intervention for 
ED or urinary 
incontinence, 
with regional 
variability.”

BLADDER ADENOCARCINOMA WITH BILATERAL OVARIAN METASTASES
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Journal Peer Review University: A Seminar for  
Budding Reviewers
Michael Ernst, MD
Nationwide Children’s Hospital, Columbus, Ohio

Christopher Jaeger, MD
Boston Children’s Hospital, Boston, Massachusetts

Caleb Nelson, MD, MPH
Boston Children’s Hospital, Boston, Massachusetts

Christina Ching, MD
Nationwide Children’s Hospital, Columbus, Ohio

The peer review process is a cor-
nerstone of scientific publication 
and key aspect of many academic 
careers. This process is used to im-
prove the quality of scientific publi-
cations through critical review and 
aid editors in decision making. How-
ever, there is a concern that this pro-
cess is overly reliant on the volunteer 
work of a few dedicated reviewers. 
Across scientific fields there has 
been a widespread need to increase 
the number of quality reviewers.1 
Scientific journals have tried many 
initiatives to increase their pool of 
reviewers, including sending re-
views to authors who have previous-
ly submitted to a journal, searching 
cited authors on a paper, accepting 
suggested reviewers from submitted 
authors, and recruiting young facul-
ty members and trainees.2 This is in 
line with recommendations from the 
World Academy of Young Scientists 
“that junior scientists should be in-
volved in peer review of scientific lit-
erature and that it is a critical activity 
in their educational process.”3

Journals will not just benefit from 
the increased quantity of available 
reviewers by engaging trainees and 
young faculty members, but will 
also increase the diversity of their re-
viewers by recruiting from this pool 
of candidates. This is especially true 
in urology, where trainees represent 
a more diverse population than that 
of currently practicing urologists. 
In 2021 women made up 34% of 
all matched applicants in urology, 
16% of fulltime faculty, and 10.3% 
of practicing urologists.4,5 Similar 
trends are seen for racial/ethnic mi-
norities in urology where, based on 
the most recent AUA census data, 
2.1% of practicing urologists were 
Black and 3.8% Hispanic, while for 
residents 3.1% were Black and 5.7% 
Hispanic.4 Intentional outreach, 
engagement, and support of young 

faculty and trainees to become re-
viewers can help to increase the di-
versity of voices contributing to the 
publication of scientific research.

While not robust, there has been 
some scientific literature describing 
the inclusion of trainees and young 
faculty in peer review. Generally, 
these have consisted of a mentorship 
or training program. American Journal 
of Neuroradiology (AJNR) developed 
a program to support 36 trainees as 
reviewers.2 These trainees were ini-
tially paired with 2 to 3 more senior 
reviewers. At first, they were sent 
simpler articles, such as case re-
ports, but then were gradually given 
more complex and technically spe-
cific articles to review. After 2 years, 
the AJNR found young reviewers 
completed their tasks more quickly 
than senior reviewers with no sig-
nificant discordance in disposition 
decisions between senior and junior 
reviewers, and that 25/36 trainees 
submitted articles to AJNR after 
becoming reviewers with a signifi-
cantly higher acceptance rate, sug-
gesting possible improved scientific 
writing and study design. Perhaps  
most encouragingly, all eventually 
migrated into their general pool of  
senior reviewers.

Several scientific publishers have 
guides available to assist young 
reviewers. These include written 
feedback from editors to reviewers,6 
face-to-face or self-taught training,7 
checklists,8 and structured men-
torship programs.9 None of these, 
however, has demonstrated an im-
provement in the quality of reviews. 
In a study looking at the relation-
ship of previous training and ex-
perience of journal peer reviewers 
to subsequent review quality, they 
found that academic rank, formal 
training in critical appraisal and 
statistics, and status as a principal 
investigator failed to predict perfor-
mance of high-quality reviews. The 
only significant factors in predicting 
high-quality reviews were working 
at a university operative hospital vs 
other teaching environment, and 
relative youth (<10 years from fin-
ishing training).10 It is possible that 
these resources are most useful to 
increase recruitment of new review-
ers and introduce them to the pro-

cess of performing scientific review, 
as opposed to increasing quality of 
review. Ultimately, the ability to 
write a quality review varies by in-
dividual more than by training. 

In light of these findings and in 
an attempt to increase peer review 
participation in urology, The Journal 
of Urology® and Journal of Pediatric 
Urology are joining to sponsor their 
first reviewer mentorship seminar at 
the upcoming Societies for Pediatric 
Urology annual meeting in October 
2022 in Las Vegas, Nevada. In infor-
mal conversations with current urol-
ogy trainees, it is clear they are inter-
ested but desire tools to participate in 
the review process. This ranges from 
“know how” of being involved to de-
mystifying how to actually perform 
a review. Certainly comfort and feel-
ing of preparedness would impact 
interest and willingness to participate 
in peer review and contribute to re-
cruitment of junior reviewers.

This seminar, titled “Journal Peer 
Review University: A Seminar for 
Budding Reviewers,” will feature a 
panel discussion of senior reviewers 
and editorial board members from 
both journals on the review pro-
cess, followed by smaller breakout 
group sessions composed of a se-
nior reviewer mentor to a few train-
ees for a practice review. An article 
for review will be preassigned and 
the small groups will have the op-

portunity to go through the review 
together, with direct feedback from 
the mentor. Mentors will be identi-
fied prior to the session, and train-
ees will sign up in advance. Formal 
announcements and recruitment 
for participation of trainees will be 
announced closer to the meeting. 
It is the hope of The Journal of Urol-
ogy® and Journal of Pediatric Urology 
to increase accessibility of the peer 
review process to those who might 
not be familiar with the process or 
who currently feel uncomfortable 
with participation, and thus increase 
the reviewer pool pipeline. In doing 
so, the goal is to better equip those 
being trained in many capacities as 
a urologist to be impactful partic-
ipants in the peer review process. 
Lastly, the journals do plan to assess 
the response to such a seminar, with 
the hopes of implementing future 
such seminars across other subspe-
cialties in urology, but with the pe-
diatric team leading the way.

Please stay tuned for ways to par-
ticipate. If you have any questions, 
however, please reach out to chris-
tina. ching@nationwidechildrens. 
org and caleb.nelson@childrens. 
harvard.edu. STOP
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“ Journals will not 
just benefit from 
the increased 
quantity of 
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by engaging 
trainees and 
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will also increase 
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their reviewers 
by recruiting 
from this pool of 
candidates.”
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Have You Read?
Craig Niederberger, MD, FACS
College of Medicine and College of Engineering, 
University of Illinois at Chicago

Plata Bello A, Apatov SE, Ben-
fante NE, et al. Prevalence of 
high-risk prostate cancer me-
tastasis to cloquet’s ilioingui-
nal lymph node. J Urol. 2022; 
207(6):1222–1226.

Special thanks to Drs. Marcin Zuberek 
and Daniel Moreira at the University of 
Illinois at Chicago.

Cloquet’s node has historically 
been the lower limit of the external 
iliac lymph node dissection in pros-
tate cancer surgery. Most urologists 
chased after it deep to the inguinal 
ligament to remove any possibility 
of micrometastatic disease, as it has 
been a part of the long standing 
resection template. But is such ex-
tensive dissection necessary for the 
benefit of the patient? Is this sen-
tinel node of utmost importance 
for optimal oncologic staging and 
outcomes?

These authors hypothesized that 
it was not. In a series of 105 pa-
tients with high and very high risk 
prostate cancer, both nodes of Clo-
quet have been removed and sent 
for pathology separately. Forty-one 
percent of patients had positive 
lymph nodes, but only in 1% of all 
subjects only a single node of Clo-
quet was involved.

This study highlights one of the 
old adages in medicine: “you don’t 
know what you don’t know.” While 
the node of Cloquet has been posit-
ed to be the sentinel node for pros-
tate cancer spread, it seems that we 

still have a lot to learn about this 
complex disease. With the new 
diagnostic modalities involving 
prostate-specific membrane anti-
gen positron emission tomography, 
we may be able to better under-
stand the progression of micromet-
astatic disease in prostate cancer. 
This can help us tailor our medical 
approach to a more individualized 
care to the point that we might di-
agnose and treat only the lymph 
nodes involved with cancer.

Anderson KT, Vanni AJ, Erick-
son, BA et al. Defining success 
after anterior urethroplasty: an 
argument for a universal defini-
tion and surveillance protocol. J 
Urol. 2022;208(1):135–143.

Special thanks to Dr. Juan Diego Cedeño 
at the University of Illinois at Chicago.

Do we need universal agree-
ment? Many strive for that ultimate 
goal especially in urology practice. 
Urethroplasty is no exception, and 
the authors of this article sought to 
evaluate successful urethroplasty 
based on objective data, as there 
is no uniform definition of surgical 
success among most publications.

They compared 5 different 
ways to define failure in urethro-
plasty including stricture retreat-
ment, anatomical recurrence as 
visualized by cystoscopy, a peak 
flow rate of less than 15 mL/sec-
ond, weak stream denoted on 
questionnaire and failure by any 
of the criteria. By the Kaplan-Mei-
er survival curves so determined, 
estimated probabilities of success 

were all over the map, ranging 
from 57% to 94% at 1 year and 
23% to 75% at 5 years. They con-
cluded that depending on the way 
success is defined, the estimated 
probability of success after ure-
throplasty changes dramatically 
just by changing the criteria. This 
is the bane that has resulted an in-
ability to compare urethroplasty 
outcomes across studies.

While this result may frustrate 
those trying to improve urethro-
plasty by examining its outcomes, 
it reveals a fundamental truth: until 
we have apples to apples compar-
isons based on agreed on metrics, 
we won’t be able to know how to 
better our surgeries. This article 
serves as a call to arms to formulate 
those universal outcome measures.

Carnes KM, Singh Z, Ata A, Mian 
BM. Interventions to reduce 
opioid prescriptions following 
urological surgery: a systemat-
ic review and meta-analysis. J 
Urol. 2022;207(5):969–981.

Special thanks to Drs. Jason Huang 
and Mahmoud Mima at the University 
of Illinois at Chicago.

Opioid addiction is rampant in 
many communities throughout the 
United States. Sadly, up to 1 of 3 pa-
tients receiving post operative opi-
oid pain medications may become 
long-term opioid users with the at-
tendant ill health effects. How can 
we as urologists address this? These 
authors conducted a systematic re-
view and meta-analysis to better un-
derstand how different strategies for 

pain control may impact patients 
after urological surgery.

Across 19 studies that met in-
clusion criteria and were sufficient 
for analysis, over 8,000 patients 
were included. Both major and 
minor surgeries were well repre-
sented. The authors observed that 
both direct interventions such as 
standardized prescriber pathways, 
provider-directed education, indi-
vidual audits, patient education, 
and indirect interventions such as 
state mandated monitoring and 
the ERAS pathway resulted in sig-
nificant reductions of prescribed 
opioids ranging from 6 to 10 tab-
lets of 5 mg oxycodone. However, 
direct interventions, such as pro-
vider education, feedback, and in-
dividual audits appeared to have 
a greater impact than indirect 
interventions on reducing opioid 
prescriptions. Interestingly, these 
did not result in negative impacts 
on patient outcomes such as pain 
scores, phone calls or emergency 
room visits, additional opioid pre-
scriptions or patient satisfaction 
scores.

The authors concluded that vari-
ous strategies effectively reduce pre-
scribed opioids, especially directly 
targeted interventions. Reductions 
in prescribed opioids do not lead 
to inferior patient outcomes or in-
creased clinical workload. In fact, 
despite decreases in prescribing, 
patients do not use two-thirds of 
prescribed opioids, underscoring 
the need for continued reductions 
in opioid prescriptions. STOP

It May Be Time to Reduce Capacity in Your Schedule
Neil H. Baum, MD
Tulane Medical School, New Orleans, Louisiana

It’s now months after the March 
2020 lockdown, our schedules are 
full, and there are patients waiting 
3-4 weeks to obtain an appoint-
ment, but our revenues are flat or 
even decreasing. What are we to 

do? This is a situation that is all too 
familiar for many collogues and 
their practices.

There are two solutions to this 
dilemma: 1) increase capacity 
which entails increasing the staff, 
adding more providers, increasing 
space, and increasing overhead ex-
penses, or 2) selectively reducing 

the volume of patients. As volume 
reaches capacity, doctors must be 
prepared to give up the bottom 
15% of patients to increase reve-
nue. By eliminating this bottom 
15%, there will be an increased ca-
pacity for patients that can now be 
focused on areas where the doctor 
is especially skilled and/or has the 

greatest interest or expertise. The 
bottom 15% of revenue is frequent-
ly generated by a disproportionally 
high number of patients for whom 
reimbursements are not adequate 
for the care provided. Now a great-
er capacity will be freed up for 

PRACTICE TIPS AND TRICKS

Arrow-right Continued on page 35
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 revenue growth when this bottom 
15% of patients are eliminated. Op-
portunities for reducing the costs 
associated with this excess capacity 
can also be achieved.

There are two situations in which 
reducing the bottom 15% should 
be considered: 1) the bottom 15% 
of a practice’s revenue is likely to 
be generated by the lowest paying 
payer, and 2) the bottom 15% of 
revenue may be generated by spe-
cific diagnoses or services that are 
not rewarding or productive.

Usually, the bottom 15% of rev-
enue is often generated by a dis-
proportionally high number of 
patients. As a result, a greater ca-

pacity will be freed up for treating 
cases for which the urologist has 
the greatest interest, the greatest 
skill and enjoyment, and the most 
favorable reimbursements. When 
there is excess capacity created by 
removing the bottom 15% there is 
usually an associated reduction in 
overhead costs.

The four situations where elimi-
nation of the bottom 15% is appro-
priate occur: 1) when the schedule 
has reached full capacity, 2) when 
patients must wait 3-4 weeks to 
access the practice, 3) when you 
have identified the lowest payers 
or those payers who take weeks or 
months to pay for your services, 

and 4) when your revenue is flat or 
declining.

Before reducing the bottom 15% 
of patients, it is important to con-
sider the impact of removing the 
bottom 15%. You will have to con-
sider the impact on your referral 
sources. One of the options is to re-
fer those patients to another doctor 
in the practice who does not have a 
full schedule.

The benefit of reducing the bot-
tom 15% is greater satisfaction by 
the urologists for treating those 
conditions which allow him/her 
to focus on conditions and pro-
cedures he/she prefers. Now the 
urologist has more time to not only 

solve the chief complaint but also 
discuss secondary issues that have 
been “put off to later” when the 
doctor is rushed to see all the pa-
tients on the schedule. The result is 
increased revenue from additional 
procedures and tests, increased pa-
tient satisfaction, improved online 
reputation, and an improvement in 
outcomes.

The bottom line: with eliminat-
ing the bottom 15% of work, the 
urologist has more time to focus on 
the things that he/she prefers treat-
ing. The bottom line is a win-win 
for the urologists and the patients 
with an increase in patient satisfac-
tion and revenues. STOP

Demographic and Practice Trends of Rural Urologists  
in the U.S.: Implications for Workforce Policy
Tullika Garg, MD, MPH
Geisinger, Danville, Pennsylvania

R. Matthew Coward, MD, FACS 
University of North Carolina, Chapel Hill 
UNC Fertility, Raleigh, North Carolina

Suzanne B. Merrill, MD, FACS 
Colorado Urology, United Urology Group Affiliate, 
Denver

William C. Huang, MD, FACS 
NYU Grossman School of Medicine, New York

Arthur L. Burnett, MD, MBA, FACS 
Johns Hopkins Medical Institutions, Baltimore, 
Maryland

Garg  T, Meeks WD, Coward 
MC, Merrill SB, Huang WC, 
Burnett AL. Demographic and 
practice trends of rural urolo-
gists in the U.S.: implications 
for workforce policy. Urol Pract. 
2022;9(5)481-490.

Study Need and 
Importance

Older Americans utilize uro-
logical services at 3 times the 
rate of other adult populations. 
The projected urologist shortage 
will disproportionately impact 
older adults, particularly those 
in rural areas, where only 0.4% 
of urologists practice. To pre-
pare for future workforce needs, 

we describe the current demo-
graphics and practice charac-
teristics of rural urologists using 
American Urological Associa-
tion Census data from 2016 to 
2020.

What We Found
The rural urologist workforce is 

older, and mean age and years in 
practice have increased from 2016 
to 2020. Rural urology practices 
have significantly more difficulty 

filling urologist vacancies. Rural 
urologists took more call nights 
per week and had consistently 
fewer practice resources such as 
advanced practice  providers and 

UPJ INSIGHT

Figure. Distribution of rural urologists by county (2020).

IT MAY BE TIME TO REDUCE CAPACITY IN YOUR SCHEDULE
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nurses. The majority of U.S. rural 
counties have no urologists (see 
Figure).

Limitations
There are known limitations 

to describing rurality using the 
U.S. Department of Agriculture 
urban-rural designations for zip 
codes. Our results were primarily 
descriptive. The American Uro-
logical Association Census data are 

limited for assessing trends over 
time as the respondent group var-
ies each year. 

Interpretation for Patient 
Care and the Specialty

The aging urology workforce 
coupled with the overall urologist 
shortage will disproportionately af-
fect rural America. These findings 
highlight the need to develop new 
policies and initiatives that encour-

age urologists to practice in under-
served rural areas.

Acknowledgment
We thank William D. Meeks for 
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ing the manuscript. STOP
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“ The aging 
urology workforce 
coupled with the 
overall urologist 
shortage will 
disproportionately 
affect rural 
America.”
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et al: Cost-effective and readily 
replicable surgical simulation 
model improves trainee per-
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urethrovesical anastomosis. Urol 
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Study Need and 
Importance

Robotic-assisted radical prosta-
tectomy is a commonly performed 
yet challenging procedure for res-
idents to master. One of the most 
difficult steps of robotic-assisted 
radical prostatectomy is the ure-
throvesical anastomosis (UVA). 
With increasing nonsurgical re-
sponsibilities and thus limited train-
ing opportunities in the operating 
room, residents may benefit from 
procedural simulation to achieve 
competency for these surgical 
skills. In this study, we developed 
a cost-effective, reusable surgical 
model of the UVA and evaluated 
its impact on resident surgical skills 
over multiple sessions. 

What We Found
Our model required 2 hours to 

create utilizing materials easily ob-
tained online with a cost of $64 
(see Figure). Residents demonstrat-
ed significant improvements in 
time-to-anastomosis, perpendicular 
needle handling and anastomotic 
pressure withstood by the UVA. 
There was also a significant im-
provement in an independently val-
idated Prostatectomy Assessment 
Competency Evaluation score. Pre-
task confidence was measured on a 
Likert scale and improved signifi-
cantly over the 3 trials. 

Limitations
Our sample size was limited to 

21 residents, although statistical 

significance was still observed for 
several metrics. Another limitation 
is the use of silicone as replacement 
for human tissue. While silicone 
cannot entirely replicate natural 
tissue, it is a durable and cost-effec-
tive alternative, and most trainees 
believed it was a good substitute. 
Finally, we cannot translate im-
provement in Prostatectomy As-
sessment Competency Evaluation 
score into actual surgical perfor-
mance. However, considering that 
our model involves use of a real 
suture and space constraints, it has 
potential to improve the learning 
curve in the operating room.

Interpretation for  
Patient Care

Our model for UVA was cost-ef-
fective, reusable and easily repro-
ducible. Residents demonstrated 
significant improvements of fun-
damental surgical skills, validat-
ed surgical assessment score and 
confidence after several trials. Our 
model shows potential for increas-
ing accessibility of robotic training 
models for urological education. 
Additional investigation will be re-
quired to further assess the utility 
and validity of this model. STOP

UPJ INSIGHT

Cost-Effective and Readily Replicable Surgical  
Simulation Model Improves Trainee Performance in 
Benchtop Robotic Urethrovesical Anastomosis

Figure. A, model. B, exercise in progress.
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Pittman SP, Patel S, Thomp-
son JA, Nangia AK. 18-year 
population trends determine 
factors associated with future 
access to urologists. Urol Pract. 
2022;9(5)441-450.

Study Need and 
Importance

Urologists remain in high de-
mand across the United States, and 
concern regarding future access to 
care has been mounting due to the 
large increase in the aging U.S. gen-
eral population. General population 
migration has not been accounted 
for in previous studies investigating 
access to care. Our study evaluated 
urologist density over time in light of 
U.S. population shifts to determine 
if urologists are following population 
patterns, and to identify factors asso-
ciated with future access to care.

What We Found
We analyzed county-level data 

from the U.S. Census, American 
Health Resources Files and Amer-
ican Community Surveys from 
2000, 2010 and 2018. From 2000 
to 2018, there was a 13% decline 
in local urologist availability (–0.03 
urologists/10,000 individuals, 95% 
CI 0.02-0.04, p <0.0001). General 
population increased the most in the 
South (approximately +512,000) and 
decreased the most in the Northeast 
(approximately –352,000). Urolo-
gist availability fell in every region 
due to population increases, while 
a 4.5% decline in the Northeast is 

attributed to an actual loss of urol-
ogists, which outpaced a decline in 
general population. On multivariate 
analysis, metropolitan status was the 
greatest predictor of urologist avail-
ability (OR 1.86, 95% CI 1.47–2.34), 
followed by prior urologist presence 
(OR 1.49, 95% CI 1.16–1.89), de-
fined as a higher number of urolo-
gists in 2000. The predictive weight 
of these factors varied by U.S. re-
gion, as indicated by color-mapped 
odd ratios in the Figure.

Limitations
Our study is limited in that 

advanced practice providers or 
recent increases in utilization of 

telemedicine were not account-
ed for. Additionally, some urol-
ogists provide outreach clinics 
that cannot be captured by cur-
rent data sets.

Interpretation for Patient 
Care

These results indicate that ac-
cess to urologists is worsening 
across all regions, although for 
different reasons. Policymakers 
should address disparities in care 
based on regional socioeconomic 
factors that affect urologist prac-
tice patterns. STOP

UPJ INSIGHT

Figure. Geographic depiction of the predictive effect of the independent factors associated with increasing urologist availability. Corresponding odds 
ratios are shown by color-matching with each individual legend. Darker regions indicate that an independent factor has a higher odds ratio in relation to 
predicting increasing urologist availability.

“ From 2000 to 
2018, there was 
a 13% decline in 
local urologist 
availability (–0.03 
urologists/10,000 
individuals, 95% 
CI 0.02-0.04,  
p <0.0001).”
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Study Need and 
Importance

COVID-19 has forever im-
pacted health care in the U.S. 
Changes to health and hospital 
policies led to disruptions to both 
patient care and medical train-
ing. There has been and contin-
ues to be limited understanding 

of the impact on urology resident 
training across the U.S. Our aim 
within this article was to examine 
the trends in urology procedures 
before, during and within the ear-
ly COVID pandemic through the 
lens of resident case logs captured 
and reported by the ACGME 
(Accreditation Council for Grad-
uate Medical Education). Retro-
spective review of the only pub-
licly available urology resident 
case logs was performed spanning 
July 2015 and June 2021. 

What We Found
Analysis of the procedures per-

formed indicated an average up-
ward trend of urological cases na-
tionally over the 5 years reviewed, 
even when COVID-19-impacted 
2020 was included. This trend 
(and dip) can be observed with-
in the Figure. Deeper review il-
lustrates an average annual in-
crease of 26 procedures between 

2016 and 2021, except for 2020, 
which saw an average drop of ap-
proximately 67 cases. However, in 
2021 case volume dramatically in-
creased to the same rate as project-
ed had there not been a disruption 
in 2020. 

Limitations
Some limitations toward these 

findings stem from the fact that 
resident case logs are products of 
self-reporting across all accredited 
programs within the U.S. and fail 
to capture how regional or institu-
tional policies may have impacted 
case slowdowns or overall volume, 
and ultimately each resident’s ex-
perience. 

Interpretations for  
Patient Care

While the number of logged 

cases decreased during 2020, a 
return to pre-pandemic volume 
was noted by 2021. Despite wide-
spread pandemic-related disrup-
tions in surgical care, urological 
volume appeared to not only 
have rebounded, but continued 
to increase, likely having minimal 
detriment to urological training 
over time. Urological care is es-
sential and in high demand, as ev-
idenced by the uptick in volume 
across the U.S. STOP

UPJ INSIGHT

Figure. Number of procedures split by category and fit of model 3B (+ 95% confidence intervals).

Impact and Implications of the COVID-19 Pandemic  
on Urological Training

“ Urological care is 
essential and in 
high demand, as 
evidenced by the 
uptick in volume 
across the U.S.”“ Analysis of 

the procedures 
performed 
indicated an 
average upward 
trend of urological 
cases nationally 
over the 5 years 
reviewed, even 
when COVID-19-
impacted 2020 
was included.”

https://www.editorialmanager.com/ju/SubManuscriptData.aspx?SessionThreadIdField=1aa7b2ed-7809-4281-b31a-af3e1913ed52
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Study Need and 
Importance

Radium-223 was approved by 
the U.S. Food and Drug Admin-
istration in 2013 for the treatment 
of metastatic castration-resistant 
prostate cancer on the basis of 
improved overall survival and 
 delayed skeletal events in the sem-

inal ALSYMPCA trial. Despite 
the observed benefits, the applica-
tion and practice patterns of radi-
um-223 outside of clinical trials are 
largely unknown. We describe the 
use of radium-223 in a large and 
multiracial population of men in 
the entire Veterans Affairs Health-
care System.

What We Found
We found that radium-223 is 

used as second- (35%) or third-line 
(48%) therapy as part of 5 com-
mon treatment patterns. Ra-
dium-223 was least frequent-
ly used as a first-line therapy 
agent, accounting for only 6% 
of patients. Our cohort had a 
shorter median overall survival 
(11 vs 14.9 months) than in AL-
SYMPCA. We found that men 
who received the treatment pat-
tern of androgen receptor- 
targeted agent-docetaxel-radi-
um had worse overall survival, 
likely attributable to patient selec-
tion bias. Only 40% of patients in 
this series received a full 6 injec-
tions of radium.  

Limitations
There is an inherent patient se-

lection bias for each treatment due 
to the retrospective nature of the 
study, making it difficult to discern 
treatment effects vs natural course 
of disease. In addition, there may 
have been a degree of therapy 
overlap in the treatment sequences 
that was unaccounted for.

Interpretation for  
Patient Care

Our study provides insight re-
garding the incorporation of radi-
um-223 into clinical practice with-
in a multiethnic population across 
multiple providers in the United 
States within the Veterans Affairs 
system. In this real-world cohort, 
radium-223 appears to be used 
later in the disease course than in 
ALSYMPCA with concomitant 
shorter survival, higher number of 
skeletal-related events and lower 
treatment completion rates. STOP
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Study Need and 
Importance

 Technological advances have 
caused a generational shift. Mod-
ern-day urology trainees have a 
wide variety of video sources in 
addition to standard print mate-

UPJ INSIGHT

Figure. Video sources utilized.Arrow-right Continued on page 40
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rials to prepare for operative pro-
cedures. We queried what sources 
(both print and video) and what 
combinations are used by urology 
residents.

What We Found
Of the 108 responding resi-

dents, 87% use a video source, of 
which YouTube (93%), American 
Urological Association (AUA) 
Core Curriculum Videos (84%) 
and institutional/attending-spe-
cific videos (46%) are most com-
mon (see Figure). Video quali-
ty (81%) is the most commonly 

used criterion for video selec-
tion. The majority of residents 
use videos to supplement print 
sources, with 43% using videos 
a quarter to half of their prepa-
ration time, and 35% half to 
three-quarters of the time. When 
asked to rank their top 3 sourc-
es overall combining print and 
video, of 104 respondents, 25% 
of residents reported YouTube 
as their top source and 75% in-
cluded it in their top 3. There 
was no significant correlation 
between program year level and 
use of YouTube as a top source. 
While 75% of residents reported 

that they were aware the AUA 
Core Curriculum contains a vid-
eo section, only 23% of residents 
were aware of the AUA YouTube 
channel. 

Limitations
The major limitation of this study 

is the sample size. With 108 respon-
dents we were able to capture less 
than 10% of current urology resi-
dents; however, this may be a rep-
resentative sample given the even 
distribution in terms of program 
year level. 

Interpretation for  
Patient Care

This study clearly demonstrates 
the use of video in combination 
with print sources for operative 
preparation and that residents heav-
ily rely on YouTube, which may in-
clude videos of variable education-
al quality. Continued emphasis on 
the production and accessibility of 
high-quality, peer-reviewed videos 
is needed by the AUA. Publicity for 
available sources and a streamlined 
user interface would help direct 
residents to the most educationally 
dense video sources. STOP

SURGICAL PREPARATION BY UROLOGY TRAINEES IN 2021
Arrow-right Continued from page 39

Tension-Free Vaginal Tape and Polyacrylamide  
Hydrogel Injection for Primary Stress Urinary  
Incontinence: 3-Year Followup from a Randomized  
Clinical Trial
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Finland

Camilla Isaksson, MD
Helsinki University, Helsinki University Hospital, 
Finland

Paivi Rahkola-Soisalo, MD
Helsinki University, Helsinki University Hospital, 
Finland

Sari Tulokas, MD
Helsinki University, Helsinki University Hospital, 
Finland

Maarit Mentula, MD
Helsinki University, Helsinki University Hospital, 
Finland
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Freitas A-MI, Isaksson C, Rah-
kola-Soisalo P et al. Tension-free 
vaginal tape and polyacryl-
amide hydrogel injection for 
primary stress urinary inconti-
nence: 3-year followup from a 
randomized clinical trial. J Urol. 
208(3)658-667.

Study Need and 
Importance

Retropubic tension-free vaginal 
tape (TVT) has been the gold stan-
dard treatment for female stress 
urinary incontinence (SUI). Con-
cerns have been raised about the 
long-term complications associat-
ed with mid urethral mesh slings, 
and medical authorities in some 
countries have published warn-
ings and even suspended their use. 
Transurethral injection of poly-
acrylamide hydrogel (PAHG) is 
a minimally invasive alternative; 
however, the long-term patient 
satisfaction, safety and efficacy of 
this treatment in primary SUI are 
undefined.

What We Found 
In this randomized noninferior-

ity trial with 223 randomized pa-
tients at 3-year followup the satis-
faction score (visual analogue scale 
0–100) median was 98.5 in the 
TVT group and 90.0 in the PAHG 

group, whereas a score ≥80 was 
reached in 95% and 68%, respec-
tively (see Figure). Thus, PAHG 
did not meet the noninferiority 
criteria set in our study. Within the 
3-year followup period, any peri- 
or postoperative complication be-
fore crossover between the groups 
was detected in 44% of women in 
the TVT group and 24% of women 
in the PAHG group.

Limitations
According to our normal clin-

ical practice, we did not perform 
invasive urodynamics in all wom-
en after detailed office evaluation 
for SUI. Although our data cannot 
be fully generalized to other mid 
urethral slings or bulking agents, 
we studied TVT, which is the gold 
standard for SUI, and PAHG, be-
ing currently the most commonly 
used bulking agent in Europe.

Interpretations for  
Patient Care

In midterm followup, PAHG 
did not reach in patient satis-
faction the noninferiority set in 
our study.  However, since most 
PAHG-treated women considered 
themselves cured or improved 
and the vast majority of women 
were satisfied without the need for 
further invasive treatment, PAHG 
can be offered as a safe and dura-
ble alternative treatment for wom-
en with SUI. STOP

JU INSIGHT
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Does Perioperative Testosterone Predict  
Post-Prostatectomy Genomic Risk Score?
Mohammed Shahait, MBBS
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Shahait M, Cheaib JG, Davicioni 
E, et al. Does perioperative tes-
tosterone predict post-prosta-
tectomy genomic risk score? J 
Urol. 2022;(6)1214-1221.

Study Needs and 
Importance

The role of endogenous testos-
terone in de novo prostate cancer 
pathogenesis in humans remains 
unclear. The Decipher® genomic 
classifier (GC) post-radical pros-
tatectomy has been shown to be 
highly correlated with Gleason 
grade and predictive of the risk of 
metastasis and prostate cancer-spe-
cific mortality. If serum testosterone 
levels truly affect high-risk prostate 
cancer pathogenesis, this should 
be reflected in the tumor transcrip-
tome. As such, a low testosterone 
level should be a predictor of the 
presence of a high GC score. The 
effect of testosterone on the tumor 
genome is not explored. 

What We Found
We explored the correlation 

between perioperative testoster-
one level on genomic risk score in 

339 men who underwent radical 
prostatectomy and had adverse 
pathological features in their fi-
nal surgical specimens (positive 
margin and/or pT3a or higher) at 
final pathology. The median ge-
nomic risk score was lower in the 
low testosterone group compared 
to the intermediate and normal 
testosterone groups (0.38 vs 0.52 
vs 0.53, respectively; p=0.049). 
There was no difference in bio-
chemical recurrence-free survival 
between the 3 testosterone groups 
(p=0.9). Patients with low testos-
terone levels had higher odds of 
receiving secondary treatment 
(OR: 2.27; 95% CI: 1.14–4.50; 
p=0.02) than those with normal 
levels. A total of 43 (of 188) gene 
expression signatures were as-
sociated with testosterone level  
(p <0.05). In total, 33 signatures 
were positively associated with se-
rum testosterone levels, including 
12 signatures involved in DNA re-

pair pathways (see figure).

Limitations
The generalizability of our re-

sults is limited by this being a sin-
gle-center, single-surgeon study 
with a short followup. Also, in this 
study a commercial prostate cancer 
diagnostic kit was used that exam-
ines only an index tumor which is 
associated with significant patho-
logical parameters, such as the 
highest Gleason score, the largest 
tumor volume and extraprostat-
ic extension, and clinical events 
such as metastasis; however, this 
approach can miss identification 
of some aggressive tumors due 
to intratumoral and intertumoral 
heterogeneity, and given the mul-
tifocal nature of localized prostate 
cancer.

Interpretation for  
Patient Care

This is the first study to assess 
the correlation of preoperative 
testosterone levels on the tumor 
transcriptome and showed no 
significant clinical correlation 
between pre-defined GC score 
risk groups and the testosterone 
group. This study adds to the no-
tion that endogenous testosterone 
plays a limited role in the devel-
opment of de novo high-risk local-
ized prostate cancer. STOP

JU INSIGHT

Figure. Association of serum testosterone levels with previously described prostate cancer gene-ex-
pression signatures. The log p value of the association between signature scores and serum testos-
terone levels are plotted by the odds ratio effect size, after adjusting for PSA, BMI, Gleason score, 
and tumor pathological stage. NS, not significant. Beta, beta value (regression coefficient). Adv Path, 
adverse pathology.

“ The Decipher® 
genomic classifier 
(GC) post-radical 
prostatectomy 
has been shown 
to be highly 
correlated with 
Gleason grade and 
predictive of the 
risk of metastasis 
and prostate 
cancer-specific 
mortality.”

“ A total of 43 
(of 188) gene 
expression 
signatures were 
associated with 
testosterone level 
(p <0.05).”
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Timing of Urethroplasty Complication(s)

Figure. Among 82 consecutive Tanner 2-5 males presenting for hypospadias reoperation, the compli-
cation occurred before puberty in 86%, during puberty in 5%, and after puberty in 15%—primarily 
obstructive voiding symptoms from urethral stricture/meatal stenosis at an average age of 47 years. 

Do New Complications Develop during Puberty after 
Childhood Hypospadias Repair?
Warren Snodgrass, MD
Hypospadias Specialty Center, The Colony, Texas

Nicol Bush, MD, MCS
Hypospadias Specialty Center, The Colony, Texas

Snodrass W, Bush N. Do new 
complications develop during 
puberty after childhood hypospa-
dias repair? J Urol. 2022;208(3)696-
701.

Study Need and 
Importance

Some have speculated that pe-
nile growth, erectile forces and 
sexual activity during puberty can 
create new complications after 
successful childhood hypospadias 
repair, leading to recommenda-
tions that followup should con-
tinue until growth is completed. 
Worry about late complications 
requiring more surgery also per-
suades some caregivers that repair 
should be delayed until puberty is 
complete, which exposes patients 
to functional and body image con-
cerns arising from uncorrected hy-
pospadias. Furthermore, the po-
tential for late complications years 
after repair may cause surgeons 
to question the validity of reports 
with followup that ends before pu-
berty. The goal of this study was 
to determine if new complica-
tions develop during puberty after 
childhood hypospadias repair.

What We Found
There was a bimodal distribu-

tion of complications in this series 
of 82 Tanner 2-5 patients follow-
ing childhood hypospadias repair 
(see Figure). Most (85%) occurred 
before puberty, including all cas-

es of ventral curvature and dehis-
cence, 10 of 12 fistulas and a third 
of strictures. A second, smaller 
group (15%) presented well after 
puberty in middle age, all with 
strictures or meatal stenosis. Only 
5% reported symptoms that began 
during puberty, 2 with fistulas and 
2 with strictures.

Limitations
Our study relied on patient re-

call to determine when complica-
tions were first noted, but it is un-
likely that recall bias significantly 
influenced our observations. All 
those reporting onset in child-
hood stated unequivocally that 
their symptoms were present long 
before puberty. Men presenting 
in middle age with new obstruc-
tive symptoms said those began 

recently, well after puberty. That 
left only a few who de scribed the 
onset of a complication during pu-
berty.

Interpretation for  
Patient Care

Most complications after child-
hood hypospadias repair occurred 
before puberty, with a lesser num-
ber diagnosed in middle age. Only 
5% had the onset of a new compli-
cation during puberty, with none 
presenting with new penile curva-
ture or dehiscence, and only 2 with 
a fistula. These findings should 
reassure caregivers that success-
ful childhood hypospadias repairs 
have little risk for complications 
developing during puberty. They 

also demonstrate that followup 
to detect all complications would 
have to be lifelong. STOP

“ Worry about late 
complications 
requiring more 
surgery also 
persuades some 
caregivers that 
repair should 
be delayed 
until puberty is 
complete, which 
exposes patients 
to functional 
and body image 
concerns arising 
from uncorrected 
hypospadias.”

“ These findings 
should reassure 
caregivers 
that successful 
childhood 
hypospadias 
repairs have 
little risk for 
complications 
developing during 
puberty.”
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McElree IM, Steinberg RL, 
Martin AC, et al. Sequen-
tial intravesical gemcitabine 
and docetaxel for bacillus 
Calmette-Guérin-naïve high-
risk nonmuscle-invasive blad-
der cancer. J Urol. 2022;(3)589-
599.

Study Need and 
Importance

High-risk nonmuscle-invasive 
bladder cancer (NMIBC) poses 
significant risk of recurrence and 
progression. Bacillus Calmette-
Guérin (BCG) is currently rec-
ommended as the gold standard 
adjuvant therapy following com-
plete transurethral resection of 
bladder tumor. Continued pro-
duction issues have precluded use 
of BCG in many urological prac-
tices. Furthermore, the efficacy 

and tolerance of BCG is subop-
timal. Given these factors, there 
has been increasing interest and 
utilization of alternative first-line 
intravesical therapies. Given on-
going BCG shortages, our institu-
tion has transitioned to use of se-
quential intravesical gemcitabine 
and docetaxel (Gem/Doce) in the 
first-line setting. 

What We Found
We analyzed a cohort of 107 

patients with high-risk BCG-
naïve NMIBC treated with Gem/
Doce. Patients had high-risk char-
acteristics including 47 with any 
carcinoma in situ and 55 with T1 
disease. Median followup was 15 
months. Recurrence-free surviv-
al was 89%, 85% and 82% at 6, 
12 and 24 months, respectively 
(see Figure). The recurrence rates 
were not affected when the cohort 
was stratified by presence of car-
cinoma in situ. No patients devel-
oped disease progression or died 
of bladder cancer. One patient 
underwent cystectomy for end-

stage lower urinary tract symp-
toms. Overall survival was 84% at 
2 years. The treatment was well 
tolerated, with only 4 patients un-
able to tolerate a full induction 
course of Gem/Doce. The most 
commonly reported side effect 
was frequency/urgency occurring 
during instillation. 

Limitations
This study is limited by its 

retrospective nature and lack 

of a comparator arm, allowing 
for potential selection bias. Fur-
thermore, these results are from 
a high-volume institution with 
rigorous NMIBC protocols that 
may limit generalizability. 

Interpretation for  
Patient Care

Our results demonstrate that 
Gem/Doce is a safe and effective 
adjuvant treatment for patients 
with high-risk NMIBC. Com-
pared to BCG, this treatment is 
readily available, cheap and not 
subject to supply constraints. 
While prospective validation is 
needed, in the setting of chronic 
BCG shortage, Gem/Doce rep-
resents a valuable alternative 
treatment option for patients with 
NMIBC. STOP

JU INSIGHT

Figure. Recurrence-free survival following Gem/Doce induction.

“ Continued 
production issues 
have precluded 
use of BCG in 
many urological 
practices. 
Furthermore, 
the efficacy and 
tolerance of BCG 
is suboptimal.”

“ Compared to BCG, 
this treatment is 
readily available, 
cheap and not 
subject to supply 
constraints.”
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Taguchi K, Hamamoto S, Okada 
A, et al. A randomized, single-blind 
clinical trial comparing robot-
ic-assisted fluoroscopic-guided 
with ultrasound-guided renal 
Access for percutaneous nephro-
lithotomy. J Urol. 2022;208(3)684-
694.

Study Need and 
Importance

Percutaneous nephrolithotomy 
(PCNL) is an efficient procedure 
and thereby is the gold standard for 
the treatment of large renal stones. 
However, creating an accurate per-
cutaneous needle puncture into the 
renal collecting system is challeng-
ing and has a steep learning curve 
that requires rigorous training of 
surgeons for achieving appropriate 
skills. To address this unmet need 
for quick and accurate skill acqui-
sition, we developed an artificial 
intelligence-empowered robotic 
interventional device called auto-
mated needle target with x-ray for 
percutaneous renal access.

What We Found
In this randomized controlled 

trial of 71 patients with renal 
stones, robotic-assisted fluoro-
scopic (RAF)-guided renal access 
demonstrated a comparable single 
puncture success rate (50.0% vs 
34.3%), significantly fewer num-
ber of needle punctures (1.8 vs  
2.5 times) and shorter needle punc-
ture duration (5.5 vs 8.0 minutes) 
compared to ultrasound (US)-guid-
ed access in PCNL when employed 
by novice surgeons. No differences 
were seen in stone-free or complica-
tion rates between the 2 groups. In-
terestingly, RAF guidance reduced 
the  required number of needle 
punctures by 0.73 times (see Figure).
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A randomized, single-blind clinical trial comparing robotic-assisted fluoroscopic-guided with ultrasound-guided renal access for percutaneous nephrolithotomy
Taguchi, Hamamoto, Yasui et al (2022).

Obtaining renal access is the most crucial 
step in mini-percutaneous nephrolithotomy 
(PCNL) for kidney stone removal

Both require a great deal of expertise 
to be carried out successfully

Major renal access methods

Potential of Robotic-Assisted Fluoroscopic-Guided Renal Access in Mini-Percutaneous Nephrolithotomy

How efficient is robotic-assisted 
fluoroscopic-guided (RAF) renal access 
compared to US guidance during mini-PCNL?

Fluoroscopic guidance Ultrasound (US) guidance

The speed, accuracy, safety, and effectiveness of RAF-guided mini-PCNL illustrate 
its potential in transforming percutaneous procedures in renal surgery 

71 patients 
undergoing mini-PCNL 
assisted with:

US (n = 35)

RAF (n = 36)

Observed outcomes

• Single-puncture   
 success rate

• Stone-free rate

• Complications

• Needle puncture   
 duration

US-guided mini-PCNL

Single-puncture success rate

Inability to obtain access due to 
difficult targeting

Mean number of needle punctures

Median needle puncture duration

Stone-free rate at 3 months

RAF-guided mini-PCNL

50.0%

1.82 

5.5 minutes

83.3% 

2.51

8.0 minutes

34.4%

0.0% cases

70.6% 

Automated needle 
targeting with X-ray (ANT-X)

14.3% cases

Arrow-right Continued on page 45
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Limitations
Since this was a single-center 

trial, the results need to be validat-
ed worldwide through multicenter 
trials with a larger case volume. 
Given our hospital’s consistency 
with daily practice, we compared 

RAF guidance with freehand US 
guidance. Therefore, the results of 
this study may be more applicable 
to institutes employing US-guid-
ed PCNL than others; this might 
benefit from a comparison between 
RAF guidance and freehand fluoro-
scopic guidance.

Interpretation for  
Patient Care

RAF-guided PCNL can be per-
formed as safely and effectively as 
US-guided PCNL, even by nov-
ice surgeons. Its benefits for pa-
tients with renal stones are more 

accurate and faster percutaneous 
access, potentially reducing the 
perioperative complication rate. 
Additionally, this technology can 
potentially reduce the surgeon’s 
training load and allow for PCNL 
procedures at a wider range of 
hospitals. STOP

Western Section AUA to Hold 98th Annual Meeting in 
Kauai, Hawaii
Christopher Porter, MD
President, AUA Western Section

It is truly an honor and privi-
lege to serve as President for the 
Western Section AUA in 2022. 
It has been a pleasure following 
the successful term of Kathleen 
Kobashi, MD, who kept the ship 
afloat during the pandemic. As 
many of you know, Kathleen’s 
father is a urologist in the West-
ern Section and she literally grew 
up in the “ohana” (family) of the 
Western Section.

I would like to welcome all of 
you to our annual meeting in Ha-
waii, at the Hyatt Regency Kau-
ai on Poipu Beach. This venue is 
the most luxurious, glorious, and 
fitting site for our annual meeting 

and has generated much enthusi-
asm among the urological com-
munity.

Thanks to the negotiations of 
the DeSantis Management Group, 
along with Local Arrangements 
Chair, Rob and Gloria Carlile 
(Oahu), we are able offer competi-
tive registration packages for mem-

bers and nonmembers, as well as 
spouses and guests. As always, our 
focus will be on unmatched educa-
tional excellence through a wide 
range of scientific session topics, 
coupled with all the best that the 
“Garden Isle” of Kauai has to of-
fer. The final night, Thursday, No-
vember 4, is our fabulous Hukilau 
under the moon with a sumptuous 
buffet and superb Hawaiian enter-
tainment, not to be missed.

Our Program Chairman and 
Secretary, Dr. Sia Daneshmand, 
and the entire Program Committee 
have developed a brilliant scientific 
program. This year in response to 
surveys and requests from mem-
bers, we arranged for a hybrid 
meeting, where all videos and most 
of the sessions will be available 

for viewing via direct video link 
(WHOVA app).

The Western Section realizes the 
demands on physicians, advanced 
practice providers, and their fam-
ilies. We realize the need to com-
bine a fantastic educational experi-
ence with relaxation and support. 
Consequently, we have continued 
to provide a 5-day meeting format 
to allow for more free time in the 
afternoons, with conclusion on Fri-
day, November 4.

Please watch your email for an-
nouncements. Stay on top of meet-
ing schedules, programs, and any 
updates by visiting our meeting 
website www.surgewest.org. Surge 
west to another phenomenal West-
ern Section annual meeting, the 
best in the west. STOP

SECTION AND SPECIALTY MEETINGS

Figure 1. Swimming pool and garden on the Hyatt Regency Kauai Resort.

Figure 2. View of Poipu Bay and beach from the Hyatt Regency Kauai Resort.

“ We realize the 
need to combine 
a fantastic 
educational 
experience with 
relaxation and 
support.”

A RANDOMIZED, SINGLE-BLIND CLINICAL TRIAL COMPARING
Arrow-right Continued from page 44


