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Bridging the Gap Between Health Policy 
Research and Impact: Mark Cuban Visits 
Vanderbilt University
Ruchika Talwar, MD
Vanderbilt University Medical Center, Nashville, 
Tennessee

At its core, health policy re-
search aims to influence tangible 
sociopolitical landscape as it relates 
to medicine, with the ultimate goal 
of improving the overall health of 
the population. An analysis pub-
lished in The Journal of Urology® ex-
ploring the potential cost savings 
for the federal government if Medi-
care urological drugs had been 
purchased via Mark Cuban’s Cost 
Plus Drug Pharmacy (MCCPDC)1 
recently caught the attention of the 
billionaire entrepreneur himself. 
The analysis demonstrated that 
purchasing urological drugs via 
MCCPDC alone, Medicare would 
have cut costs by nearly $1.29 bil-
lion. After connecting several times 
with the article’s senior author,  
Dr Ruchika Talwar, to explore dis-
semination strategies given the stag-
gering research findings, Mr Cuban  
visited the Vanderbilt Universi-
ty Medical Center campus for an 
in-person panel on MCCPDC on  
March 23, 2023. The panel was 
moderated by Dr Talwar and in-
cluded Dr Stacie Dusetzina, a 
national leader in drug pricing re-
search and professor of health poli-
cy at Vanderbilt University.

At the start of the panel, Dr 
Dusetzina provided an information 
overview of the current state of pre-
scription pricing. She explained that 
part of the reason for rising drug 
costs is inherent to the Medicare Part 
D program design. Prior to 2006, 
most Medicare beneficiaries actual-
ly paid cash to obtain prescriptions, 
as the price was generally low and 
affordable. After prescription drug 
benefits were implemented, this pro-
vided an incentive for companies to 
increase prices. Outside of Medicare, 
she outlined that Americans face 2 

major issues: being uninsured or un-
derinsured. She stated, “There are 
too many entities in it who are mak-
ing a lot of money. Everyone in the 
system will have to make less money 
if you want to fix this for patients.” 
That’s where Mark Cuban comes in.

Mr Cuban next shared the gene-
sis of his journey as a pharmaceutical 
industry disrupter. In response to a 

cold email by Dr Alex Oshmyan-
sky, a physician who was looking to 
provide a solution to sky-high pre-
scription drug prices, Cuban asked 
himself, “If the Pharma Bro [Martin 
Shkreli] can raise prices by 500%, 
can’t we cut prices by 500%?” He 
launched MCCPDC as a public ben-
efit corporation to give patients access 
to low-cost drugs by providing price 
transparency and cutting out inter-
mediaries such as pharmacy benefit  
managers. Each drug price is set 
using the following formula: cost 
of manufacturing the drug + 15% 
markup + a low, standard shipping/
dispensing fee.

Launched in January 2022, the 
company now has over 2 million 
accounts, growth that far outpaced  
Mr Cuban’s expectations. This has 
created some challenges for the small 
company, which has approximately 

Figure 1. Dr Dusetzina, Mr Cuban, and Dr Talwar.

“�There are too 
many entities in it 
who are making 
a lot of money. 
Everyone in the 
system will have to 
make less money 
if you want to fix 
this for patients.”

Arrow-right Continued on page 3
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40 employees, to keep up with de-
mand. However, he shared with Dr 
Talwar that he hopes to continue to 
find new ways to shake things up 
in the industry. MCCPDC is build-

ing a manufacturing plant in Texas, 
plans to begin offering select brand 
name medications, and hopes to 
partner with local pharmacies to fill 
certain medications that may be dif-

ficult to ship due to temperature or 
packaging requirements, while still 
supporting community-based small 
pharmacy businesses.

As it relates to urological drugs, 
MCCPDC currently offers sev-
eral, including abiraterone, alfu-
zosin, oxybutynin, solifenacin, 
tamsulosin, tolterodine, vaginal 
estrogen cream/tablet, sildenafil, 
vardenafil, and tadalafil. In fact, 
Cuban shared that MCCPDC now 
supplies over 5% of the tadalafil 
market. A 30-count supply costs 
$4.80. He encouraged the audience 
to reach out to him directly via so-
cial media or email (and shared his 
address with those watching in per-
son, via live stream, and on You-
Tube) with any drug requests. He 
emphasized the foundation of his 
business model is based on trans-
parency, and thereby, trust, hence 
the reason MCCPDC is the only 
company that he has put his name 
on. Mr Cuban left the audience 

with his primary motivation: “I 
want to do something that my kids 
will be proud of.”

Miss the live stream? Watch 
the event video at https://www.
youtube.com/watch?v=AHHiW-
fQTk5w or access through the QR 
code. STOP

1.	 Cortese BD, Chang SS, Talwar R. Urological 
drug price stewardship: potential cost savings 
based on the Mark Cuban Cost Plus Drug Com-
pany model. J Urol. 2023;209(2):309-311.

BRIDGING THE GAP BETWEEN HEALTH POLICY RESEARCH AND IMPACT
Arrow-right Continued from page 2

Figure 2. Dr Dusetzina, Mr Cuban, and Dr Talwar at a live panel discussing The Journal of Urology® 
article, “Urological Drug Price Stewardship: Potential Cost Savings Based on the Mark Cuban Cost Plus 
Drug Company Model,”1 on March 23, 2023.

Conversation With Dr Patricia Turner Regarding  
the American College of Surgeons
Patricia L. Turner, MD, MBA, FACS
Executive Director and CEO, American College of 
Surgeons

Anthony Atala, MD, FACS, MAMSE
Board of Regents Member and Vice Chair, American 
College of Surgeons  
Wake Forest School of Medicine, Winston-Salem, 
North Carolina

The American College of Sur-
geons (ACS) is often referred to 
as the House of Surgery because 
it represents all surgical special-
ties. The ACS and the AUA have 
a long history of collaboration 
and working together through 
its members. Dr Patricia Turner 
has been with the ACS for over 
11  years, initially serving as the 
Director of Member Services. She 
began to lead the College as Ex-
ecutive Director and Chief Exec-
utive Officer in January 2022. We 
asked Dr Turner to highlight the 
ACS and some of its activities, 
particularly those of interest to 
urological surgeons.

Dr Turner, can you please 
tell us about the ACS?

Dr Turner: With more than 
87,000 members, the ACS is the 
largest organization of surgeons 
in the world. The ACS is unique-
ly positioned to serve surgeons of 
all specialties in the areas of opti-
mal patient care, surgical research, 
health policy, continuing educa-
tion, and networking opportuni-
ties. The ACS has much to offer 
surgeons at any point in their ca-
reers. Urology is the second larg-
est specialty in the ACS, with over 
4,500 members.

Would you describe the 
levels of membership 
available?

Dr Turner: ACS offers mem-
bership across the career spectrum, 

from medical students to practicing 
surgeons and into retirement.

ACS Intern and Resident mem-
bership is currently free as we ex-
plore a pilot recruitment program. 
Group membership is available for 
residency programs to enroll and 
manage applications and member-
ship for all trainees.

Associate Fellows are a class of 
membership for physicians who 
have completed residency training 
and are in the process of meeting 
the requirements to apply for Fel-
lowship. Depending on your spe-
cialty, you may be early in practice 
or may be between written and 
oral board examinations.

Once Associate Fellows are 
Board Certified and have complet-
ed a year of independent practice, 
they may apply for Fellowship. 
Applications for all membership 
categories are available online at 
www.facs.org and are accepted 
year-round. Generally speaking, 

there is less than a year between 
the completion of an application 
and induction at the Convocation 
ceremony at Clinical Congress.

Could you please share 
the process for becoming 
a fellow of the ACS?

Dr Turner: Fellowship appli-
cants must meet the requirements 
for Associate Fellow status and, in 
addition, be Board certified, have 
hospital or institution privileges, 
and have 12 consecutive months of 
practice in the same location with a 
case list reflecting their current sur-
gical practice that establishes the 
applicant as a specialist in surgery. 
Finally, successful applicants will 
be interviewed by Fellows in their 
area to verify their application 
and practice. Upon completion of 

Arrow-right Continued on page 4
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the requirements, the applicant is 
named an Initiate and will be in-
ducted into the Fellowship of the 
College at the following October 
Clinical Congress.

Once inducted, the physician 
can add the letters FACS (Fellow, 
American College of Surgeons) af-
ter their name, ie, Jane Doe, MD, 
FACS. The FACS designation sig-
nifies that the surgeon’s education 
and training, professional qualifi-
cations, surgical competence, and 
ethical conduct have passed a rig-
orous evaluation and have been 
found to be consistent with the 
high standards established and de-
manded by the College. Patients 
often seek surgeons with the FACS 
designation.

Could you describe how 
urologist members  
contribute to ACS  
committees and 
programs?

Dr Turner: Absolutely; the 
ACS represents the House of Sur-
gery and eagerly looks for diversity 
of specialty across all our commit-
tees, workgroups, and in leadership 
roles. You are a terrific example, Dr 
Atala, serving not only as a mem-
ber of the Board of Regents, but as 
its vice chair this year.

There are many opportunities 
for engagement starting in res-
idency and continuing through 
Fellowship. Resident members 
are automatically part of the Res-
ident and Associate Society, and 
Fellows under the age of 45 are 
members of the Young Fellows As-
sociation. Both groups are focused 
on member engagement and the 
creation of meaningful program-
ming. They have liaison positions 
to many of the committees of the 
College and serve as a spring-
board to engagement for those 
who want to be involved. Multi-
specialty committees, such as the 
Commission on Cancer, History 
of Surgery, Program Committee, 
Committee on Informatics, Wom-
en in Surgery, Committee on Di-
versity Issues, and the Committee 
on Trauma, include representa-
tion from all surgical specialties. 

In addition, each surgical special-
ty has its own Advisory Coun-
ci l  comprising representatives 
from subspecialty societies and 
other leaders. The Urology Advi-
sory Council participates in pro-
gramming recommendations for 
Clinical Congress and supports 
the work of the Central Judicial 
Council and other efforts.

ACS urologists are, of course, 
participants on panel sessions and 
courses presented at the annual 
Clinical Congress, Quality and 
Safety Conference, Committee on 
Trauma, and Commission on Can-
cer meetings, and are also eligible 
for nomination as a member of the 
American Board of Urology, or a 
member of the Residency Review 
Committee for Urology, both of 
which have ACS member repre-
sentation.

ACS offers several research schol-
arships, fellowships, and awards 
for all levels of membership, from 
residents to FACS. These awards 
are for academic and private prac-
tice surgeons, in rural and urban ar-
eas, both domestically and abroad. 
Some are travel awards for meet-
ings, and some are supplements to 
research awards.

Another way to contribute and 
become involved in the ACS is to 
be an active member of your local 
chapter. The chapters are a great 
way to become involved and par-

ticipate in a meaningful way with 
other members of the College in 
your area. We encourage all spe-
cialties to be involved in chap-
ter leadership.

How does the ACS  
advocate for surgeons?

Dr Turner: The College advo-
cates for positions and issues that 
benefit all surgical specialties at 
the state and national levels. The 
annual Leadership and Advocacy 
Summit provides an opportunity 
for members to attend sessions on 
effective leadership and to attend 
congressional visits to establish re-
lationships with their members of 
Congress.

In addition to the leadership ses-
sions offered at the Leadership and 
Advocacy Summit, the ACS offers 
courses for all members, including 
Surgeons as Leaders, Surgeons as 
Educators, and Residents as Teach-
ers and Leaders.

The AUA is an active partic-
ipant in the ACS Surgical Coali-
tion, which advocates for access 
to quality surgical care for all 
Americans. The Surgical Coali-
tion works to promote sound pol-
icy solutions to the U.S. Congress 
and federal regulatory agencies 
to solve the biggest challenges in 
health care.

The ACS, with the AUA and 
other surgical specialties, has been 
leading the effort to prevent Medi-
care physician payment cuts and to 
reform the overall Medicare physi-
cian payment program.

How does the ACS help 
educate patients?

Dr Turner: The ACS offers 
a wide variety of patient educa-
tion products, including safe pain 
control information, wound home 
skills kits, and patient education 
materials written by surgeons for 
surgical patients. The patient ed-
ucation programs at the ACS also 
include hands-on training materi-
als for adult and pediatric urosto-
my care. These home skills pro-
grams are available to members 
to enhance their patient’s ability to 
master caring for their urostomy 
through guided training using actu-

al supplies. Mindful of all elements 
of health literacy, patients benefit 
significantly from these education-
al materials.

Could you explain the 
resources the ACS offers 
that may benefit the 
practicing urologist?

Dr Turner: The ACS has a 
range of practice management of-
ferings on the website. In an effort 
to provide meaningful information 
to all members, the site has areas 
focused on the information for the 
employed surgeon as well as the 
private/small business practice sur-
geon. Resources include markedly 
discounted access to productivity 
benchmarking information from 
the Medical Group Management 
Association, American Medical 
Group Association, and the Asso-
ciation of American Medical Col-
leges; discounts with a national 
legal firm specializing in physician 
contract review; and numerous 
educational primers and videos 
designed to support your success, 
regardless of your specialty or 
practice setting.

How does the AUA  
collaborate with the ACS?

Dr Turner: Collaboration 
with the AUA is strong. There is 
representation from the AUA on 
the ACS Board of Governors and 
the Advisory Council for Urology. 
The ACS offers a jointly sponsored 
annual ACS/AUA Health Poli-
cy Scholarship for the Executive 
Leadership Program in Health Pol-
icy and Management at Brandeis 
University. The College’s annual 
Clinical Congress begins with the 
Martin Memorial Lecture, which is 
sponsored by the AUA.

Membership in the ACS com-
plements your membership in 
the AUA. The ACS is focused on 
bringing together all surgical spe-
cialties to support each other and 
provide opportunities for network-
ing across our profession. The mot-
to of the ACS is to Heal All With 
Skill and Trust. With all specialties, 
we truly can heal all as the House 
of Surgery. STOP

CONVERSATION WITH DR PATRICIA TURNER REGARDING THE AMERICAN COLLEGE OF SURGEONS
Arrow-right Continued from page 3

“�The American 
College of 
Surgeons (ACS) 
is often referred 
to as the House of 
Surgery because 
it represents 
all surgical 
specialties. The 
ACS and the AUA 
have a long history 
of collaboration 
and working 
together through 
its members.”
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ENCOMPUS: Defending Our Specialty by Taking Care 
of People. We Are the People
Elizabeth B. Yerkes, MD
Ann and Robert H. Lurie Children’s Hospital of 
Chicago, Illinois 
Northwestern University Feinberg School of Medicine, 
Chicago, Illinois

The practice of medicine is an 
honor and privilege and should 
bring us joy as a return on the in-
vestment of energy and time. 

For various systemic and per-
sonal reasons, the joy may be 
eclipsed by burden. Medicine has 
always been a demanding field 
with great responsibility. The 
needs of others always come first. 
That has not changed, but the met-
rics with which we are publicly 
measured by the hospital and gov-
ernment and the lens with which 
we are viewed by the public are 
quite different. In many parts of 

the country, the doctor not only 
needs to prove expertise, but they 
must appear to bring their best ev-
ery day. Patient satisfaction scores 
and web-based grades do not com-
prehensively sample our work or 
represent our worth. Comparing 

oneself to others on social media 
or ranking systems is exhaust-
ing and may be misguided. The 
weight of imperfect outcomes, 
expectations to see more patients, 
messages and requests coming via 
numerous mechanisms, incom-
plete charts, looming deadlines, 
family stressors, or medical issues 
can be heavy. 

Despite all the conversation and 
statistics about physician burnout 
and physician suicide, it does not 
appear that a real solution is im-
minent. Talking about it without 
actionable and achievable steps 
is insulting. Raising awareness 
and taking the stigma and barriers 
away from getting help for men-
tal health issues is a very positive 
step that is being pursued at the 
national and state level by the 
Dr Lorna Breen Heroes’ Founda-
tion.1 Removing barriers to seek-
ing treatment will save lives, and 
it will likely allow many others the 
capacity to continue serving chil-
dren and families.

Although surrounded by people 
daily, relationships may not exist 
wherein we can safely share the 
things that only other surgeons un-
derstand. Perhaps showing doubt 
or “weakness” within one’s prac-
tice or health system is feared too 
risky. Reputation and livelihood 
are at risk.

What if we could create a space 
where people can come together 
and share about pressure points, 
personal and professional chal-
lenges, difficult cases, and compli-
cations? What if we could reveal 
vulnerability and find resolutions 
without fear of exposure of per-
ceived weakness? 

Last summer a group of pedi-
atric urologists answered a call to 
step forward and build a different 
model for mentorship and sup-
port. Our small field had just lost a 
talented colleague to suicide. The 

responses to this call clearly rec-
ognized a deep preexisting need 
to reinvent support and commu-
nity among pediatric urologists of 
all ages. One may not perceive 
this need for themself and may be 
completely unaware of the neigh-
bor in need.

The group brainstormed about 
what size communities might 
function best and what needs 
they would serve. How would 
confidentiality be addressed? 
Should members span the career 
cycle or be comprised of similar 
age? Connection with those out-
side the local area was deemed 
important to allow sharing with-
out exposure, and it would also 
expand the personal and pro-
fessional networks. Virtual con-
nections across time zones were 
noted to present challenges as 
well. The ENCOMPUS (EN-
gagement and COMmunity in 
Pediatric Urology Societies) ini-
tiative was presented at the Pe-
diatric Urology Fall Congress in 
October 2022, along with plans 
for an annual wellness event or 
topic to be identified by a Well-
ness (Task) Force. 

Approximately 175 pediatric 
urologists and fellows from the pri-
vate, managed care, and academ-
ic arenas submitted information 
about their practice and interests, 
and disclosed what they can give 
and hope to receive within these 
small groups.

The process of forming the 
groups based upon these pref-
erences proved challenging, but 
it was time for ENCOMPUS to 
launch. The groups are in the 
early stages of getting to know 
each other, acknowledging some 
awkwardness, but creating a 
nonjudgmental space. Questions 
were offered to learn more about 
shared experiences and mem-
orable challenges without full 

exposure. Each group will set a 
schedule of virtual meetings to 
suit their needs and will establish 
a check-in chain or other regu-
lar communication. Groups with 
similar interests but more distant 
time zones will be paired to meet 
up at the Fall Congress and future 
meetings.

Many thanks to the development 
team volunteers (Tony Casale, 
MD, Yvonne Chan, MD, Christi-
na Ching, MD, Chris Cooper, MD, 
Hillary Copp, MD, Tanya Davis, 
MD, Dave Ewalt, MD, Candace 
Granberg, MD, Kate Hubert, MD, 
Chris Kimber, MD, John Makari, 
MD, Max Maizels, MD, Leslie 
McQuiston, MD, Adam Rensing, 
MD, Michaella Prasad, MD, Vi-
jaya Vemulakonda, MD, Patience 
Wildenfels, MD, Jennifer Yang, 
MD) for their engagement in cre-
ating ENCOMPUS. We acknowl-
edge that there is no model that 
will suit everyone, and adjustments 
will certainly be needed over time. 
ENCOMPUS is one opportunity 
to build a foundation for a stronger 
community. STOP

1.	 Dr. Lorna Breen Heroes’ Foundation. Accessed  
April 10, 2023. https://drlornabreen.org/remove 
barriers.

“�In many parts of 
the country, the 
doctor not only 
needs to prove 
expertise, but they 
must appear to 
bring their best 
every day. Patient 
satisfaction scores 
and web-based 
grades do not 
comprehensively 
sample our work 
or represent our 
worth.”

“�What if we could 
create a space 
where people can 
come together 
and share about 
pressure points, 
personal and 
professional 
challenges, 
difficult cases, and 
complications?”
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Piloting a Winter Externship for Preclinical Students to 
Increase Exposure to Urology
Sohan Shah, BS 
Sidney Kimmel Medical College, Thomas Jefferson 
University, Philadelphia, Pennsylvania

Christina Grindley, BS
Sidney Kimmel Medical College, Thomas Jefferson 
University, Philadelphia, Pennsylvania

Emily Yanoshak, BS
Sidney Kimmel Medical College, Thomas Jefferson 
University, Philadelphia, Pennsylvania

Yash B. Shah, BS
Sidney Kimmel Medical College, Thomas Jefferson 
University, Philadelphia, Pennsylvania

The day-to-day work of a urolo-
gist is mystifying to most new med-
ical students. Genitourinary issues 
can be uncomfortable to discuss 
with family and friends, and with-
out personal connections or shad-
owing opportunities, many med-
ical students are not exposed to a 
career in urology until late in their 
medical education.

The continuous growth of basic 
medical sciences, coupled with the 
earlier onset of clinical rotations, 
has crowded the preclinical cur-
riculum; currently 50% of medical 
schools do not require urology lec-
tures or coursework.1 Moreover, 
during third-year clerkships, stu-
dents will typically rotate in only 
one surgical subspecialty, of which 
urology may not be an option. Si-
multaneously, urology, like many 
surgical specialties, has become an 
increasingly competitive match. 
More than 500 applicants compet-
ed for 386 positions in the 2023 
Urology Residency Match, with 
only 75% successfully matching.2 
Additionally, 15% of applicants in 
the 2023 Urology Match were pre-
vious graduates, up from 11% in 
the previous year.2 This increasing 
number of re-applicants concurs 
with the observation that urology is 
a highly desirable field but often re-
quires a research portfolio to match 
successfully.

Deciding during clinical rota-
tions that you are attracted to the 
field makes it difficult to build a 
competitive resume before ap-
plying to the match. The average 
matched urology applicant in 2021 
had 4 published articles and 9 oth-

er research items.3 For many stu-
dents, their only option is to take a 
year off to conduct research to in-
crease their likelihood of matching, 
further delaying the start of their 
lengthy residency training and sub-
sequent career. 

At Sidney Kimmel Medical Col-
lege (SKMC), our urology inter-
est group, the Jefferson Urology 
Society ( JUS), has attempted to 
address these issues by providing 
opportunities for exposure to the 
field during the preclinical years. 
In 2020, we initiated a 2-week 
Winter Externship for first- and 
second-year medical students in-
terested in urology. The Winter 
Externship is a 2-week rotation 
occurring when third-year clerk-
ship students are on winter break. 
This allows first- and second-year 
students to interact directly with 
residents and attendings and gain a 
realistic understanding of the field. 
This past winter, 5 first- and sec-
ond-year students at SKMC par-
ticipated. During their externship, 
students were able to scrub into a 
range of cases from robotic-assist-
ed prostatectomies to percutane-
ous nephrolithotomies and penile 
prosthesis implantations. On days 
when students were not assisting in 
the operating room, they had the 
opportunity to shadow in the clin-
ic. With access to attendings in re-
constructive surgery, neuro-urolo-
gy, and urologic oncology, students 
were able to observe many subspe-
cialties within the field, helping to 
dispel the misconception that urol-
ogy is a narrow field. The extern-
ship also helped students develop 
relationships with attendings and 
residents, resulting in several ongo-
ing research projects. The feedback 
from participants has been over-
whelmingly positive. 

Comments from participants in-
cluded:

“We were surprised to see the 
diversity in the field. Before 
the externship, my under-
standing of urology was limit-
ed to treating kidney stones or 
UTIs; seeing prostatecto-

mies and trauma reconstruc-
tions showed us the breadth 
involved.”

“I was impressed by the 
technological innovation; I 
was able to observe while 
an attending skillfully used 
a daVinci robot to navigate 
around the obturator nerve.”

“Spending time with the res-
idents exposed us to the lively 
personalities that urologists are 
known for and increased my 
attraction to the field.” 
Medical schools with a manda-

tory clinical rotation in urology 
match more students than those 
that do not, as do medical schools 
that include a preclinical urology 
course in their curriculum.4 Urol-
ogy interest groups also are cor-
related with increased numbers 
of urology residency applicants.5 
However, groups such as JUS exist 
at only 21% of medical schools.6 

For many urology departments, 
the framework to implement a win-
ter externship is already in place 
because it is designed to mimic a 
third-year rotation. Based on the 
experience of the JUS, there are 
2 key factors to implementing a 
similar program. The first step is to 
outline the program goals. In our 
program at SKMC, we wanted to 
give students the same experience 
as a third-year student on rotation, 
so the JUS leadership met with the 
program director for advice on how 
to accomplish this endeavor. Be-
cause the fourth-year student mem-
bers of JUS already had completed 
their rotations, they took the lead 
on teaching the students how to use 
the hospital electronic medical re-
cord system and how to scrub into 
cases. The JUS student leadership 
then led an orientation day in which 
they taught basic suturing skills and 
explained the common procedures 
occurring in the operating rooms. 
Practical steps that needed to be 
taken included ensuring all partic-
ipants had access to scrubs and that 
their badges allowed them to swipe 
into the operating rooms. The sec-
ond factor is that it is essential to 

build a good working relationship 
with the urology residency leader-
ship (ie, program director and asso-
ciate program director(s), program 
coordinator, and chief residents) to 
facilitate the program’s implemen-
tation in the department. It should 
be perceived as a win-win for all 
parties involved. Participants come 
away with increased interest in the 
field and greater preparation for 
their rotations and sub-internships 
in the near future.

In summary, medical student 
exposure to urology often is lim-
ited. Studies of the factors influ-
encing medical students’ deci-
sion to pursue a career in urology 
support the importance of early 
exposure to the field.6 Medical 
schools with a mandatory clinical 
rotation in urology match more 
students than those that do not, 
as do medical schools that in-
clude a preclinical urology course 
in their curriculum.4 Urology in-
terest groups play an important 
role in stimulating interest in the 
field and helping to navigate the 
application process. Implement-
ing programs, such as the SKMC 
Urology Winter Externship, can 
promote early commitment and 
maximize the chance of matching 
in this dynamic and increasingly 
competitive specialty. STOP
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Moving Toward an Objective Hypospadias  
Classification System
Tariq Osman Abbas, MD, PhD
Sidra Medicine, Doha, Qatar

The severity of the disease and 
the available repair options de-
pend on the degree of hypospadias 
present. As a result, many different 
categorization systems have been 
created to evaluate the severity 
of hypospadias depending on the 
location of the urethral meatus. 
Unfortunately, the true location 
of spongiosal bifurcation is not 
reliably considered by these clas-
sification schemes. Certain forms 
of distal hypospadias are linked 
to proximal spongiosal hypoplasia 
and penile curvature (which may 
necessitate extensive or staged sur-
gical treatment), whereas other, 
seemingly severe occurrences of 
proximal hypospadias can provide 
less of a surgical challenge where 
favorable anatomy is already pres-
ent. Surgeons who specialize in 
treating hypospadias have known 
for quite some time that the loca-
tion of the external meatus does 
not give any clear indication of the 
degree of the condition or the diffi-
culty of its surgical correction.1,2 It 
was also demonstrated that meatal 
position is not a reliable predictor 
of postoperative problems, demon-
strating the importance of looking 
at the full hypospadias complex 
rather than just the meatus.3 A 
method for objectively evaluating 
the severity of hypospadias stays 
an important challenge in the 
field.4 Some tools to standardize 

the quantification of urethral plate 
quality and penile curvature have 
been introduced.5-7

Merriman et al proposed the 
Glans-Urethral Meatus-Shaft (GMS) 
classification scheme, which takes 
into account not only the placement 
of the meatus but also glans charac-
teristics such as size, existence, and 
aspect of glans groove, and degree 
of ventral curvature.8 Nonetheless, 
there is still a great deal of subjectivi-
ty involved in assessing these clinical 
characteristics.1 Despite ongoing ef-
forts to standardize, this variation in 
evaluation and classification hinders 
fair comparisons of results between 
institutions and surgeons. Lately, ma-
chine learning algorithms have emu-
lated expert human classification of 
patients with distal/proximal hypo-
spadias, potentially paving the way 
for future therapeutic applications 
and standardization of these technol-
ogies.9 As with any grading system, 
the optimum categorization for the 
intensity of hypospadias should be 
objective and simple to reproduce.

Abbas introduced the urethral 
defect-based categorization system, 
where the urethral defect ratio was 
computed by dividing the magni-
tude of urethral defect (distance be-
tween glandular knobs and bifurca-
tion of the corpus spongiosum) by 
stretched penile length.10 The degree 
of hypospadias was then classified 
into 3 distinct classes (urethral defect 
ratio 0.5, 0.5-0.99, and 1.0; Figure 1).

The urethral defect-based catego-
rization system also sheds new light 

on other crucial aspects of hypospadi-
as, such as potential etiological/genet-
ic causes and a family history of com-
parable defects. For instance, grade 
1 is commonly associated with the 
familial occurrences and history of 
hypospadias in another family mem-
ber, whereas grade 3 is related to the 
concept with pathologies related to 
placental insufficiency and preterm, 
etc. Similarly, cases of grade 3 car-
ry a high risk of concomitant genital 
and extragenital abnormalities, which 

should be searched for and adequate-
ly addressed (Figure 2). STOP
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Figure 1. Anatomical variables utilized for the determination of the urethral defect–based categorization system. B-B indicates the imaginary line between 
the 2 glanular knobs; UDR, urethral defect ratio.

Figure 2. Intraoperative image of the ventral aspect of the penile shaft of a hypospadias case that 
traditionally is categorized as glanular hypospadias based on meatal-based classification schemes. 
On the contrary, the urethral defect ratio system is based on the location of the spongiosa bifurcation 
in relation to the penile length. In this particular case, the stretched penile length is 53 mm, and the 
urethral defect (ie, the distance between the glanular knobs and the spongiosa bifurcation) is  
32 mm. Therefore, urethral defect ratio = urethral defect/stretched penile length (32/53) = 0.6,  
which represents class 2.
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Urological Applications for ChatGPT
Neil Baum, MD
Tulane University School of Medicine, New Orleans, 
Louisiana

If I had to select one game 
changer in urology over the past 
12 months, clearly it would be us-
ing artificial intelligence (AI) and 
ChatGPT (for generative pertain-
ing transformer) for managing both 
clinical and nonclinical aspects of 
a urological practice. This article 
discusses 4 potential applications 
of ChatGPT for urology and how 
this novel technology can improve 
the efficiency and productivity a 
urological practice.

First you must register at https://
openai.com. Because of limited 
space, I will only describe what I 
entered in the Chat box and a few 
paragraphs of each response.

1.	Enter in the Chat box, “Write 
a job description for a medical 
assistant in a urology practice.”

Forty-five seconds later, the 
following response was received 
on my computer: 

Job Title: Medical Assistant 
(Urology)

Job Summary: We are seek-
ing a skilled Medical Assistant 
to join our urology practice. In 
this role, you will work closely 
with our team of healthcare pro-
fessionals to provide exceptional 
patient care and support. Your 
primary responsibilities will in-
clude assisting with patient in-
take, performing routine clinical 
tasks, and maintaining accurate 
medical records. 

Key Responsibilities:
•	 Greet patients and escort them 

to exam rooms.
•	 Take vital signs, review medical 

history and reason for visit with 
patient.

•	 Assist physician during exam-
inations and procedures.

•	 Perform routine clinical tasks 
such as urine tests, blood draws, 
and specimen collections.

•	 Administer medications as di-
rected by physician.

•	 Clean and sterilize medical 
equipment.

•	 Maintain accurate and up-to-
date medical records.

•	 Coordinate patient referrals 
and follow-up appointments.

•	 Provide patients with educa-
tion and resources related to 
their condition.

•	 Participate in team meetings 
and assist with administrative 
tasks as needed.

2.	To request a handout on fre-
quently asked questions (FAQs) 
for PSA screening, enter in the 
Chat box, “Provide the FAQs 
on PSA screening.” Here are the 
responses from ChatGPT:
1.	What is a PSA test? A PSA test 

is a blood test that measures 
the level of prostate-specific 
antigen (PSA) in the blood. 
PSA is a protein produced by 
the prostate gland, and high 
levels of PSA can indicate the 
presence of prostate cancer.

2.	When should I get a PSA test? 
The American Cancer Society 
recommends that men discuss 
the benefits and risks of PSA 
screening with their doctor 
starting at age 50 for men at 
average risk of prostate can-
cer. Men at higher risk, such 
as African American men or 
men with a family history of 
prostate cancer, may want 
to consider getting screened 
earlier.

3.	Is a high PSA level always an 
indication of prostate cancer? 
No, a high PSA level does not 
always mean that a man has 
prostate cancer. Other factors, 
such as an enlarged prostate 
or an infection, can also cause 
PSA levels to rise.

4.	What happens if my PSA lev-
el is high? If your PSA level is 
high, your doctor may recom-
mend further testing, such as a 
biopsy, to determine whether 
you have prostate cancer.

3.	 Enter in Chat box, “Write a blog 
on the importance of nutrition in 
urologic diseases.”

Nutrition is an important part 
of managing urologic diseases, 
including conditions that affect 
the kidneys, bladder, and pros-
tate. Making dietary changes 
can help to improve your overall 

health and manage symptoms 
associated with urologic diseas-
es. Here are some tips on nutri-
tion for urologic diseases:

Kidney Disease:
If you have kidney disease, it’s 

important to limit your intake of 
sodium, potassium, and phospho-
rus. Sodium can increase blood 
pressure and lead to fluid retention, 
while potassium and phosphorus 
can accumulate in the body and 
cause complications. To limit these 
minerals, you should:
•	 Avoid processed and packaged 

foods, which often contain high 
amounts of sodium, potassium, 
and phosphorus.

•	 Choose fresh fruits and vege-
tables that are lower in potassi-
um, such as apples, berries, and 
green beans.

•	 Limit dairy products, which are 
high in phosphorus.

•	 Use herbs and spices to flavor 
your food instead of salt.

Bladder Disease:
Bladder conditions such as in-

terstitial cystitis (IC) can cause 
discomfort and pain. Certain 
foods and drinks can aggravate 
symptoms and should be avoided, 
such as:
•	 Acidic foods and drinks like cit-

rus fruits, tomatoes, and coffee
•	 Spicy foods like hot peppers 

and chili powder
•	 Carbonated drinks and alcohol
•	 Artificial sweeteners

4.	Creating a letter to the insurance 
company to obtain authorization 
for multiparametric MRI: 
Enter in the Chat box, “Write a 

letter to UnitedHealthcare regard-
ing patient John Doe (membership 
ID XXXXXXXX, Birthdate XX/
XX/XXXX) who has an elevated 
PSA level, 8.3 ng/ml, a free/total 
PSA ratio of 19% (normal is greater 
than 25%). I am requesting a mul-
tiparametric MRI and a prostate 
biopsy to complete his evaluation 
for prostate cancer. Please provide 
recent references regarding the 
appropriateness of this procedure. 
Signed Dr. Neil Baum, with carbon 
copy (c.c.) to John Doe.”

The following letter was generat-
ed in less than 45 seconds, and an-
other 60 seconds was required for 
the nurse or the medical assistant 
to add the patient’s name and iden-
tification number.

Dear UnitedHealthcare,
I am writing to request approv-

al for a multiparametric MRI and 
prostate biopsy for patient <John 
Doe>, who holds a membership ID 
of XXXXXXXX and was born on 
XX/XX/XXXX. Upon examina-
tion, Mr. <Doe’s> PSA levels were 
found to be elevated at 8.3 ng/ml, 
with a free/total PSA ratio of 19% 
(normal is greater than 25%). Giv-
en these findings, I strongly recom-
mend a multiparametric MRI and 
prostate biopsy to assess the con-
dition of Mr. Doe’s prostate gland 
and determine if further treatment 
is necessary.

I request that you approve this 
study for Mr. Doe’s benefit and 
ensure that he receives the care he 
needs.

I am including recent references 
that document the appropriateness 
of mpMRI in the management of 
men with an elevated PSA level. 
These are references from peer-re-
viewed literature on the value of 
mpMRI in the management of pa-
tients with elevated PSA levels. I 
believe it is essential to remain up 
to date on the latest advancements 
and recommendations in the field.

Thank you for your attention to 
this matter. Please do not hesitate to 
contact me if you have any questions 
or require additional information.

Sincerely,
Dr. Neil Baum
c.c. John Doe

(8 current references were 
included)

Bottom Line: I hope these abbre-
viated examples demonstrate the 
useful application of ChatGPT for 
urological practices. I would be in-
terested in hearing from you if you 
have discovered additional appli-
cations of this exciting technology. 
If you want the complete respons-
es that I received from ChatGPT, 
contact me at doctorwhiz@gmail.
com. STOP
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The Rejuvenated Bladder and Opportunities  
for the Future
Lori A. Birder, PhD 
School of Medicine, University of Pittsburgh,  
Pennsylvania 

Edwin K. Jackson, PhD
School of Medicine, University of Pittsburgh, 
Pennsylvania 

Age-associated lower urinary 
tract (LUT) disorders (LUTDs) 
erode quality of life for millions 
and increase enormously the costs 
for both health care and eldercare.1 
The specific factors that are associ-
ated with aging and lead to LUTDs 
are not well understood and vary 
among patients, though changes in 
the structure and function of both 
cellular and extracellular compo-
nents of the LUT are most likely 
to be important contributing fac-
tors. These pathological changes 
and their consequent physiologi-
cal disorders converge to produce 
LUT symptoms and signs includ-
ing urgency, urinary incontinence, 
impaired bladder contractility, 
increased residual urine, nocturia, 
decreased bladder sensation, and 
other attendant conditions includ-

ing urinary tract infection. Health 
providers often underestimate the 
detrimental effects of LUTDs on 
patients’ lives, especially in the old-
er population. Since demographic 
studies indicate a steep increase in 
LUTDs beginning in the fifth de-
cade of life in both sexes that wors-
ens with advanced age,2 the burden 
of LUTDs is particularly high in 
the elderly.

Oxidative damage is a known 
contributor to and driving factor 
of multiple age-associated diseas-
es.3 While the underlying causes of 
LUTDs in older adults remain to be 
established, one of the most widely 
accepted hypotheses is that LUTDs 
arise because of increased oxida-
tive stress, for example generation 
of reactive oxygen species (ROS) 
due to mitochondrial dysfunction.4 
In this regard, chronic ischemia 
and associated oxidative stress in-
crease with age, and accumulation 
of oxidative damage—associated 
with increased ROS—over time 
negatively affects all components of 
the LUT system yielding the LUT 

system prone to LUTDs regardless 
of the proximal initiating cause.  
Despite evidence supporting a role 
for oxidative damage in the patho-
physiology of age-associated disor-
ders, numerous clinical trials have 
failed to show a benefit of antiox-
idants for the prevention and/or 
treatment of such disorders. This 
suggests that antioxidants per se 
are insufficient to treat LUTDs and 
that a treatment that engages mul-
tiple mechanisms, including ROS 
reduction, is required.

There is emerging evidence 
that changes in levels/activity of 
an enzyme called purine nucleo-
side phosphorylase (PNPase) con-
tribute to the extent and magni-
tude of both oxidative injury and 
inflammation leading to cellular 
damage.5 PNPase metabolizes “tis-
sue-protective” anti-inflammatory 
purine metabolites to “tissue-dam-
aging” ROS-generating metabolites  
(Figure 1); thereby, PNPase may 
contribute to age-related inflamma-
tion and ROS production leading 
to LUT injury. A recent report that 
decreases in “tissue-protective” pu-
rines in COVID-19 patients are as-
sociated with acute kidney injury6 
provides evidence that abnormally 
low levels of protective purines (ie, 
adenosine, inosine, and guanosine) 
may contribute to a broad range of 
disorders including those impact-
ing the LUT.

To test  our hypothesis that 
PNPase contributes to the patho-

physiology of LUTDs, we tested the 
concept that “redirecting the purine 
metabolism” in the urinary bladder 
using 8-aminoguanine (8-AG), an 
inhibitor of PNPase, would reverse 
LUTDs by increasing uroprotec-
tive and decreasing urodamaging 
purine metabolites. Indeed, we ob-
served that 8-AG provides benefi-
cial effects on the LUT and reverses 
age-related changes in both bladder 
structure and function.7,8 Our pre-
clinical studies were performed in 
rats near the end of their life span 
that had already developed severe 

Figure 1. Role of purine nucleoside phosphorylase (PNPase) in purine metabolism. ROS indicates 
reactive oxygen species.

Figure 2. Clinical relevance of 8-aminoguanine.

“�There is emerging 
evidence that 
changes in levels/
activity of an 
enzyme called 
purine nucleoside 
phosphorylase 
(PNPase) 
contribute to 
the extent and 
magnitude of both 
oxidative injury 
and inflammation 
leading to cellular 
damage.”

Arrow-right Continued on page 10
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bladder pathologies which were un-
likely to be reversed by any treat-
ment. However, PNPase inhibition 
with 8-AG completely reversed all 
of the molecular, cellular, and func-
tional bladder abnormalities asso-
ciated with aging. It is conceivable 
that these remarkable results with 
8-AG were due not only to inhibi-
tion of PNPase, but also to other 
pleiotropic effects of 8-AG.

Though additional studies are 
required to validate the potential 
of 8-AG treatment for LUTDs, 
these and other findings support 
the conclusion that 8-substitut-
ed amino purines (such as 8-AG) 
should be included in the drug 
development pipeline for LUTDs. 
In addition to LUTDs, 8-AG ex-

hibits wide-ranging beneficial 
effects on the form and function 
of other organ systems negatively 
impacted by aging, for example, 
retinal degeneration (Figure 2). 
These and other findings suggest 
that an inhibitor of PNPase may 
be “geroprotective,” targeting 
fundamental mechanisms of aging 
(eg, oxidative damage, inflamma-
tion, senescence) that make aging 
a risk factor for LUTDs in the old-
er adult. We have observed that 
8-AG increases life span in hyper-
tensive Dahl SS rats on a high-salt 
diet by completely preventing 
strokes,9 providing additional sup-
port that 8-AG may be a gero-
protector which could improve 
frailty in patients. Though further 

evidence of safety and efficacy is 
needed, PNPase inhibitors could 
offer an effective pharmacological 
treatment approach—either alone 
or as an adjunct with current 
treatments, which could lead to a 
reduction in the dose of a mono-
therapy, thus reducing the risk of 
side effects. This could result in 
better outcomes (improving effi-
cacy and tolerability) for age-as-
sociated LUTDs as well as other 
age-related diseases. STOP
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Endoscopic enucleation of the 
prostate has been endorsed by 
guidelines as a size-independent 
option for the surgical manage-
ment of benign prostatic hyperpla-
sia (BPH). However, despite strong 
evidence in favor of holmium laser 
enucleation of the prostate (Ho-
LEP) over other BPH treatment 
modalities, such as transurethral re-
section of the prostate and simple 
prostatectomy, HoLEP remains 
significantly underutilized. Re-
ports from claim databases estimat-
ed that HoLEP accounts for less 
than 5% of all prostate surgeries 
performed annually in the United 
States.1 This scarcity, along with 
the perceived steep learning curve, 
impeded access for trainees to 

learn a much sought for procedure. 
Furthermore, other than the limit-
ed number of fellowships, there is 
a lack of standardized and applied 
training programs and models for 
urologists willing to learn HoLEP.

In response to this need, we or-
ganized the inaugural “Texas Ho-
LEP Master Class” at UT Health 
San Antonio. A comprehensive 
curriculum was designed to pro-
vide trainees with the necessary 
knowledge to overcome the initial 
learning curve and gain access to 
the tools required to initiate an en-
doscopic enucleation of the pros-
tate program. The hands-on part 
of the master class included train-
ing on fresh cadavers for the first 
time in the United States, as well 
as training on silicone simulation 
models.

Human cadavers have been 
shown to be an effective platform 
for skills training among different 
specialties, from basic skills to com-
plex open and laparoscopic proce-
dures.2 Their anatomical accuracy 
and similarity to live tissue allow 
the trainees to hone their skills in 
a safe setting without patient-re-
lated risks. However, cost, limited 
availability, and challenging lo-

gistics have limited their adoption 
in surgical training. Furthermore, 
little is known about the suitabili-
ty of human cadavers as a train-

ing model for HoLEP. A recent 
European study performed on 2 

Figure. Hands-on training modules in Texas HoLEP master class: A, Cadaver training model. B, Hall 
setup for cadaver training. C, Hall setup for simulator training. D, Trainees performing HoLEP on 
cadavers under faculty supervision.

Arrow-right Continued on page 11
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cadavers demonstrated the validity 
of human cadaveric models for use 
in HoLEP training.3 To our knowl-
edge, human cadavers were never 
used previously on a training scale 
for HoLEP in the United States.

Cadavers can be fresh, frozen, 
or embalmed. Embalmed cadav-
ers have longer shelf life than fresh 
or frozen cadavers, making them a 
more sensible choice for training 
programs that need the cadavers 
for a long time.4 However, the em-
balming process alters the texture 
of the tissues and disrupts tissue 
planes; as such, fresh cadavers 
were used as our HoLEP training 
models.

Synthetic silicone and 3 D-
printed simulators have been in-
troduced as efficient models for 
surgical training and recently have 
undergone significant advances.5 
They offer close resemblance to 
live tissue and help in the develop-
ment of trainees’ spatial awareness 
in the early phases of training. Sev-
eral silicone synthetic models are 
available for multiple procedures, 
including transurethral resection 
of the prostate and, more recently, 
HoLEP. They have been favored 
over virtual simulation machines, 
which currently do not deliver an 
equivalent experience to real tissue 
handling.

On January 27 and 28, 2023, the 
inaugural Texas HoLEP Master 
Class was organized at UT Health 
San Antonio. Forty-eight urologists 
registered—the group came from 

various practice settings and had 
different levels of experience. The 
master class was organized over 
2 days; the first day included live 
surgery transmission of 2 HoLEP 
cases from the operating room, di-
dactics covering all aspects of pros-
tate enucleation, and a moderated 

panel covering tips and tricks of 
the procedure as well as manage-
ment of complications. The sec-
ond day was limited to 20 trainees. 
Each trainee practiced HoLEP on 
a synthetic silicone simulator, as 
well as on a fresh cadaver under 
faculty supervision (see Figure). A 
previously proposed 10-step tech-
nique for surgeons in training also 
was demonstrated.6 

Executing a cadaveric HoLEP 
training workshop required close 
collaboration and communication 

among the organizing team mem-
bers. Running 10 high-powered 
lasers at the same time required 
renting a special generator to en-
sure that the lasers were set up and 
operated safely and effectively. 
Adequate staffing was critical to 
ensure a constant supply of irriga-
tion fluid and efficient disposal of 
drained fluid during the training 
sessions. Because the cadavers af-
ter HoLEP training were intact, 
they were utilized subsequently in 
other training workshops to mini-
mize the cost.

Upon course completion, partic-
ipants completed a questionnaire 
assessing their satisfaction of using 
the cadaveric models and com-
pared it with their experience with 
the silicone simulators.

The majority of trainees agreed 
that compared with the synthetic 
silicone simulators, the cadaveric 
training models served as a more 
realistic representation of anatomy 
(95%). With regard to the steps of 
the procedure, most of the train-
ees believed the cadaveric models 
were superior to the simulators in 
realistic representation of bladder 
neck incision (91%), median lobe 
dissection (100%), development 
of the enucleation plane (100%), 
early sphincter release (95%), dis-
secting from 2-10 o’clock (100%), 
dissecting from 4-10 o’clock (95%), 
incision of the anterior commissure 
(100%), and final anterior dissec-
tion (100%). Trainees also agreed 
that tissue reaction to laser energy 

(91%) and surgical feedback (100%) 
were superior in the cadaveric 
models. When asked which train-
ing platform trainees would prefer 
to have access to in the future, 9.5% 
preferred both silicon simulators 
and cadavers, and 90.5% preferred 
cadavers only. Overall, the cadav-
eric models were perceived to be 
a better construct for teaching the 
HoLEP procedure.

This event demonstrated the 
feasibility, effectiveness, and sus-
tainability of performing a hands-
on training program that involves 
cadaveric training for HoLEP. In 
light of the positive feedback from 
attendees and faculty, the decision 
was made to hold the master class 
annually. Similar educational events 
are important to meet the needs of 
a growing number of urologists in-
terested in learning HoLEP. STOP

1.	 Robles J, Pais V, Miller N. Mind the gaps: adop-
tion and underutilization of holmium laser enu-
cleation of the prostate in the United States from 
2008 to 2014. J Endourol. 2020;34(7):770-776. 

2.	 Reznick RK, MacRae H. Teaching surgical skills—
changes in the wind. N Engl J Med. 2006;355(25): 
2664-2669. 

3.	 Tunc L, Bozzini G, Scoffone CM, et al. Determi-
nation of face and content validity of cadaveric 
model for holmium anatomic endoscopic enucle-
ation of the prostate training: an ESUT AEEP 
Group Study. Eur Urol Open Sci. 2021;32:28-34.

4.	 Rajasekhar SSSN, Kumar V, Raveendranath 
V, et al. Advanced training in laparoscopic gas-
trointestinal surgical procedures using Gene-
lyn®-embalmed human cadavers: a novel mod-
el. J Minim Access Surg. 2021;17(4):495-501. 

5.	 Ghazi A. A call for change. Can 3D printing re-
place cadavers for surgical training?. Urol Clin 
North Am. 2022;49(1):39-56. 

6.	 Gourley E, Hopson N, Elshabrawy A, Mansour 
AM. Thulium laser enucleation of the pros-
tate: a standardized 10-step approach for sur-
geons-in-training. Urol Video J. 2020;8:100072. 

“�This event 
demonstrated 
the feasibility, 
effectiveness, and 
sustainability 
of performing a 
hands-on training 
program that 
involves cadaveric 
training for 
HoLEP.”

Familyfirst Messenger Application
Richard Evans, MD, FACS
Familyfirst Messenger, New York, New York 
New York Medical College, New York

Randy Perecman
Familyfirst Messenger, Philadelphia, Pennsylvania

The Familyfirst Messenger appli-
cation is a provider to the family com-
munication platform. Familyfirst 
Messenger is a one-way messag-
ing mobile platform for iPhone and 
Android devices that is compliant 
with HIPAA (Health Insurance 
Portability and Accountability Act 

of 1996). Family members can now 
free themselves from the confines 
of the waiting room, as information 
about their loved ones can be acces-
sible wherever there is Wi-Fi or a 
cell signal. Families that are located 
in other states or abroad are made 
to feel as if they are close to their 
loved ones.

This application has become 
mainstream in hospitals and skilled 
nursing facilities, including one of 
the larger academic health care 
systems—The Westchester Medical 

Center Health Network—located 
throughout New York State.

A Pioneer in Hospital 
Communication

I co-founded the Familyfirst ap-
plication (iOS; Android) with my 
college roommate’s son, Randy. 
Until this point of my career, I had 
no prior experience with technol-
ogy, beyond the typical daily use 
of an iPhone. Despite my inexpe-
rience in the technology world, I 

began the mission to build a robust 
software solution for an issue we all 
have experienced as a medical pro-
vider or family member.

Randy and I have different skill-
sets that were channeled toward de-
signing this application. My clinical 
and administrative roles have provid-
ed me with a unique exposure to the 
many different facets of health care. I 
am able to recognize workflows that 
need improvement, with a vision of 

CADAVERIC VS SILICONE SIMULATOR TRAINING IN HOLMIUM LASER ENUCLEATION OF THE PROSTATE
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how physicians and nurses can op-
erationalize for success. Randy has 
the expertise of software engineering 
to complement and implement the 
thought process. We have since ex-
panded our software team to enable 
the application’s evolution.

The application allows family 
members to receive real-time up-
dates before, during, and after sur-
gery. The medical staff can send 
messages at any time to the family 
members of their patients. Family 
communication has been shown 
to reduce a family’s anxiety and 
stress level.1,2 Familyfirst was not 

designed to replace face-to-face 
communication but to help en-
hance direct contact when desired. 
Physicians now have an efficient 
means of communication to sched-
ule a convenient meeting time and 
place to review the surgical and 
medical events with the family.

Families are enrolled into Fam-
ilyfirst remotely (anywhere in the 
world) or onsite in the hospital. The 
medical providers or family mem-
bers do not expose their personal 
information. Cell phone numbers 
or email addresses are not used to 
make the connection, thus preserv-
ing privacy for both sides.

The app is a free download for 
all family members. Familyfirst has 
been designed to require a min-
imum number of clicks to avoid 
user “burnout.” Each provider is 
instructed on how to use the app 
through a 5-minute tutorial or with a 
user-friendly dropdown knowledge 
reference located within the app.

The messages are translated au-
tomatically into any language on 
the family member’s device. The 
messages that the provider chooses 
to send can either be selected from 
a prefabricated library or an orig-
inal custom message can be com-
posed spontaneously.

Family members interface with 
Familyfirst on the mobile app (iOS 
and Android) to read messages any-
time and anywhere (Figure 1). How-
ever, the medical staff has convenient 
access to the website (web) app, lo-
cated on all of the hospitals’ comput-
er stations (Figure 2). The web app 
enables providers to send the family 
messages from the operating room, 

intensive care units (ICUs), or from 
any mobile computer station while 
on morning and afternoon rounds.

There has been a disconnect in 
communication between medical 
providers and a patient’s family, 
which became most apparent to me 
during my years of caring for active 
and retired U.S. servicewomen and 
-men at the Minneapolis Veterans 
Administration Hospital.

Throughout the United States, 
families are left adrift to wonder 
and worry about the status of their 
loved ones during the preoperative, 
intraoperative, and postoperative 
phases of care. Currently, families 
rely on an occasional telephone 
call or are left to stare at an “air-
port” screen in the hospital waiting 
room for status updates. Families 
are forced to forego meals and 
restroom needs while sitting in the 
surgical or ICU waiting rooms for 
hours, with the fear of missing the 
medical provider’s information.

ICU nurses spend a dispropor-
tionate segment of their shift an-
swering calls from concerned family 
members who are desperate for in-
formation. Globally, hospitals have 
faced a nursing shortage, which has 
already challenged bedside care.3,4 
Now, hospital staff can provide 
morning and evening updates to 
family members through the appli-
cation and allow nurses to have ad-
ditional precious bedside care time.

Providers are focused on the 
medical and surgical care they 
provide, but hospital systems have 
their own agenda. In addition to 
providing excellent care for their 

community, hospital systems strive 
to have top Press Ganey (outpa-
tient survey) and Hospital Con-
sumer Assessment of Healthcare 
Providers and Systems (HCAHPS, 
inpatient survey) scores.

Hospital costs have spiraled, 
whereas reimbursements have 
declined. Hospitals strive to ob-
tain top HCAHPS scores as a vi-
tal means to an additional income 
stream. Those hospitals that achieve 
the best HCAHPS scores are eligi-
ble for a bonus payment. The funds 
are dispersed from a Medicare pool 
annually. Top-box scores also help 
to boost a hospital’s image within 
the community upon the publica-
tion of hospital ratings. Therefore, 
hospital systems have a dual pur-
pose to optimize communication 
within the hospital environment.

Digital Medicine Expands
Physicians are in a unique po-

sition to understand the aspects of 
health care that require improve-
ment. Digital medical companies 
need physician leadership to lead 
health care innovation.

Communication is a clear indi-
cator of how we move information 
in society. We need to continue to 
innovate and adopt technology that 
exemplifies our dedication to our 
patients and their families. However, 
we must always protect the privacy of 
our patients and ensure HIPAA com-
pliance within software platforms.

Urologists have contributed to 
medical device innovations through 
collaborating with Industry. Fam-
ilyfirst Messenger is a digital inno-
vation co-developed and led by a 
urologist. The development of our 
communication solution is a by-
product of clinical requirements 
guiding software engineering.

We, as physicians, are in the per-
fect position to recognize health 
care impediments and lead change 
through digital solutions. STOP

1.	 Howe LS, Wigmore D, Nelms N, et al. Perioper-
ative family updates reduce anxiety and improve 
satisfaction: a randomized controlled trial. J Pa-
tient Cent Res Rev. 2021;8(2):107-112.

2.	 Ganz FD, Yihye G, Beckman N. Family-centered 
communication and acute stress in Israeli inten-
sive care units. Am J Crit Care. 2019;28(4):274-280. 

3.	 Chervoni-Knapp T. The staffing shortage pan-
demic. J Radiol Nurs. 2022;41(2):74-75. 

4.	 Bourgault AM. The nursing shortage and work 
expectations are in critical condition: is anyone 
listening?. Crit Care Nurse. 2022;42(2):8-11. 

Figure 1. Messages are displayed on the family 
member’s device.

Figure 2. Medical staff have access to the web app on the hospital’s computers to review and send 
messages.

“�Communication is 
a clear indicator 
of how we move 
information in 
society. We need 
to continue to 
innovate and adopt 
technology that 
exemplifies our 
dedication to our 
patients and their 
families.”

FAMILYFIRST MESSENGER APPLICATION
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2023 Practice Management and Coding Program: Invest 
in Yourself, Your Practice Team, and Your Future!
Angela Gilfillan, CMPE, CASC 
SWAT Administrator, Chicago, Illinois

Edna R. Maldonado, CPC, ASC, UR 
United Urology Group, Owings Mills, Maryland

“The goal of all learning is action, 
not knowledge.” 

—John C. Maxwell

In today’s ever-changing medi-
cal landscape, it is essential for uro-
logical practices to keep abreast of 
the contemporary issues facing the 
specialty and be prepared with ac-
tionable solutions to maintain, op-
timize, and improve business oper-
ations while delivering high-quality 
patient care.

On July 13-14, 2023, we are hon-
ored to combine our expertise and 
experience in the practice manage-
ment and coding arena of 50+ years 
to deliver the robust AUA Practice 
Management & Coding Program. 
This program addresses the hot top-
ics facing today’s urology practices 
and offers practical advice on how 
to survive and thrive in the current 
environment. Designed specifically 
with the practice administrator and 
coder in mind, this program pro-
vides relevant cutting-edge man-
agement and leadership education 
with an increased emphasis on cod-
ing and reimbursement.

This education is part of the 
AUA Institute for Leadership & 
Business, an initiative established 
by the AUA in 2022 to support 
leadership development and busi-
ness acumen within the urological 
community. The AUA recognizes 
the tremendous value of business 
and leadership training for all 

urology professionals—throughout 
all stages of their career. Through 
the Institute for Leadership & 
Business, the AUA offers educa-
tion, programs, and resources to 
support your needs and profes-
sional growth.

Since the COVID-19 pandem-
ic began in 2020, practices have 

been forced to continually adapt 
and adjust their business practic-
es to maintain their bottom line, 
which directly affects the quality 
of patient care and cost of ser-
vices. During the practice man-
agement session on Thursday, 
July 13, we will address many of 
the issues affecting the bottom 
line of our urological practices by 
engaging in practical discussions 
that offer real-life solutions. The 
Thursday session will fully focus 
on practice management-related 
topics presented by industry ex-
perts that include:
•	 Maintaining practice indepen-

dence
•	 Outsourcing for practice growth 

and efficiencies
•	 Utilizing advanced practice pro-

viders for optimal patient care 
and office efficiency

•	 Mitigating the burden of prior 
authorizations

•	 Tools and analytics for determin-
ing the practice impact of chang-
es to the Physician Fee Schedule 
and reimbursement
The second day of the program 

will fully focus on coding and re-
imbursement. As coding and re-
imbursement is ever changing and 
ever evolving, it requires a tre-
mendous effort at the practice lev-

el to maintain relevant and current 
coding, reimbursement, and bill-
ing procedures. Our Friday pro-
gram will deliver essential, timely 
education and updates for direct 
implementation into your practice 
to optimize and improve business 
operations. Friday will feature 
coding experts who will provide 
a thorough, in-depth analysis of 
the most current coding and reim-
bursement updates and topics that 
include:
•	 Evaluation & management ser-

vices update
•	 2023 CPT (Current Procedur-

al Terminology) code changes: 
need to know updates and clar-
ifications

•	 Billing in the ambulatory sur-
gery center 

•	 Correct use of modifiers—case 
scenarios and discussion

•	 Public health emergency up-
dates

•	 2023 Medicare updates—com-
ment period hot topics
We urge you to invest in yourself, 

your practice team, and your future! 
Join us for the AUA Practice Man-
agement & Coding Program that 
will be held virtually on July 13-14, 
2023. Visit AUAUniversity for more 
information and to register (https://
auau.auanet.org/node/37927). STOP

“�This program 
addresses the 
hot topics facing 
today’s urology 
practices and 
offers practical 
advice on how to 
survive and thrive 
in the current 
environment.”

Healthy Men Should Undergo Baseline  
PSA Screening: A Call for Clear Guidance
Bashir Al Hussein Al Awamlh, MD
Vanderbilt University Medical Center, Nashville, 
Tennessee

Jonathan Shoag, MD
Case Western Reserve University School of Medicine, 
Cleveland, Ohio 
University Hospitals Cleveland Medical Center, Ohio

PSA screening fell out of favor 
among physicians over the past 
decade. In large part, this was due 
to professional guidelines based on 
short-term results of trials, includ-
ing faulty data from the PLCO 
(Prostate, Lung, Colorectal, and 
Ovarian) Cancer Screening Trial. 

The subsequent realization that the 
vast majority of men in the control 
arm of the PLCO Trial had PSA 
testing, negating its conclusions,1 
the accrual of longer-term data 
from European Randomized Study 
of Screening for Prostate Cancer 
(ERSPC) sites, as well as modeling 
studies based on randomized and 
epidemiological data all increasing-
ly suggest the benefits of screening 
outweigh its harms.2

Despite this increasingly clear 
evidence, screening rates have 
not recovered. For instance, one 

recent Veterans Health Admin-
istration study found that 37% of 
men were screened in 2019, as 
compared to ~50% prior to 2012.3 
Further, more prostate cancers are 
being diagnosed at higher grades 
and stages, with mortality now 
potentially increasing, reversing 
decades of progress resultant from 
screening.4 As professional societ-
ies, including the AUA, the Amer-
ican Cancer Society, and the Unit-
ed States Preventive Services Task 
Force, gear up for another round 
of guideline updates, we believe 

clear guidance from these organi-
zations is critical.

While continuous efforts to im-
prove shared decision-making in 
prostate cancer screening are val-
ued, data suggest that real shared 
decision-making and the use of 
decision aids are challenging to im-
plement and are almost certainly 
not being performed adequately, 
with a minority of men reporting 
shared decision-making, despite 
years of utilization of such language 

Arrow-right Continued on page 14
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by guideline panels.5-7 In our view, 
this focus on providing tools for 
discussion, rather than issuing clear 
guidance regarding screening, is 
a disservice to patients and their 
doctors. A guidelines panel’s goal 
should be to issue clear guidance 
based on expert assessment. Such 
clarity is desperately needed, as a 
generation of primary care physi-
cians were trained not to perform 
PSA screening and, at best, consid-
er screening controversial.

In our view, it is now clear that 
PSA screening, as an initial triage 
test to assess prostate cancer risk, 
is beneficial for otherwise healthy 
men beginning in their 40s or early 
50s. This is based on the observed 
time-dependent increase in the ben-
efits of screening, which were not 
incorporated in prior guidelines. 
To illustrate this point, imagine an 
extreme example—examining the 
tradeoffs of screening 1 year after 
beginning a screening program. 
Obviously, there would be sub-
stantial harm from treatment, such 
as impotence and incontinence, 
and no mortality benefit because 
no patient with lethal cancer will 
be cured by local therapy within 

1 year. While it should be obvious 
that 1 year from screening is too 
short an interval, policy makers 
arbitrarily selected intervals of 9 or 
13 years to examine the tradeoffs of 
screening, which is also too short, 
as many men begin screening in 
their 50s, and the harms of prostate 
cancer metastasis and death often 
don’t present until men are in their 
70s or 80s.

When the long-term tradeoffs of 
PSA screening are modeled,2 even 
using very conservative assump-
tions, we found that the number 
of excess diagnoses to prevent 1 
prostate cancer death at 25 years 
was 11, with estimates well into the 
single digits depending on model 
parameters. This is consistent with 
longer-term data from the ERSPC 
as well as recent reports from ER-
SPC sites with longer follow-up.8,9 
Importantly, these numbers are 
comparable to the number needed 
to treat to cause 1 case of urinary 
incontinence or impotence from 
prostate cancer treatments.2,10,11 
Although a simplification, if the 
tradeoffs of screening approximate 
1 case of impotence or inconti-
nence to prevent 1 death from 

prostate cancer, to say nothing of 
those whose metastatic disease is 
prevented, in our view, the bene-
fits of screening clearly outweigh 
its harms. Recent work suggests 
that for Black men, or other men at 
high risk, these tradeoffs are almost 
certainly even more favorable.12

Based on these observations and 
the recent improvements in pros-
tate cancer screening and diagnos-
tics, including the potential use of 
MRI as a triage test and active sur-
veillance for indolent cancer, it is 
our opinion that PSA screening be 
recommended for all healthy men. 
The focus on optimizing screening 
with complex algorithms and flow-
charts, while well intentioned, miss-
es the reality that many patients, in-
cluding men at high risk who stand 
to benefit most, are not undergoing 
screening at all. A straightforward 
message and clear guidance are 
needed from expert panels in this 
regard. STOP

1.	 Shoag JE, Mittal S, Hu JC. Reevaluating PSA 
testing rates in the PLCO trial. N Engl J Med. 
2016;374(18):1795-1796. 

2.	 Shoag JE, Nyame YA, Gulati R, Etzioni R, Hu 
JC. Reconsidering the trade-offs of prostate can-
cer screening. N Engl J Med. 2020;382(25):2465-
2468. 

3.	 Bryant AK, Lee KM, Alba PR, et al. Association 
of prostate-specific antigen screening rates with 
subsequent metastatic prostate cancer incidence 
at US Veterans Health Administration facilities. 
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Vibegron for Overactive Bladder Treatment in Older 
Adults: Results From the EMPOWUR Trial
David Staskin, MD
St Elizabeth’s Medical Center, Steward Health, Tufts 
University School of Medicine, Boston, Massachusetts

Overactive bladder (OAB) is a 
common condition, with symp-
toms including urinary urgency 
and frequency with or without 
urge urinary incontinence (UUI). 
Among adults aged ≥76 years, 51% 
of women and 49% of men report 
experiencing OAB symptoms at 
least sometimes.1 When weighing 
treatment options for older adult 
patients with OAB, it is especially 
important to consider their comor-
bidities and current medications, as 
well as any other potential risks of 
treatment.

American Urological Associ-
ation guidelines recommend be-

havioral therapy, with or without 
pharmacological management, 
including anticholinergics or β3-
adrenergic receptor agonists, as 
first-line treatment for OAB.2 While 
anticholinergics may be effective 

for some patients, they can result in 
bothersome and persistence-limit-
ing side effects such as constipation 
and dry mouth.2 More concerning 
for older adults with OAB, a recent 
study found an increased incidence 

of falls/fractures3 and a meta-
analysis of 6 studies4 suggested an 
increase in dementia risk in pa-
tients treated with anticholinergics. 

Figure. Change from baseline in average daily number of micturitions (A), urge urinary incontinence episodes (B), and urgency episodes (C) for patients 
aged ≥65 years. ER indicates extended release; LS, least squares; SE, standard error. Adapted and reprinted with permission from Varano et al. Drugs Aging. 
38(2):137.8
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The American Geriatrics Society 
Beers Criteria recommend re-
ducing or avoiding unnecessary 
anticholinergics in older adults 
because of risks of confusion, dry 
mouth, constipation, and other 
anticholinergic-related effects.5

β3-adrenergic receptor agonists 
treat OAB through a distinct mecha-
nism of action from anticholinergics. 
Vibegron is a β3-adrenergic recep-
tor agonist approved in 2020 for the 
treatment of OAB, based in part on 
evidence from EMPOWUR, an 
international, phase 3, randomized, 
controlled trial that randomly assigned 
patients to once-daily vibegron 75 mg, 
placebo, or active control (tolterodine  
4 mg extended release) for 12 weeks.6 
Importantly, 42.9% of patients in 
EMPOWUR were ≥65 years of age. 
In EMPOWUR, treatment with 
vibegron was associated with reduced 
daily micturitions, urgency episodes, 
and UUI episodes relative to placebo 
at week 12. Adverse events (AEs) with 
incidence ≥2% in the vibegron arm 
and greater than with placebo were 
headache (4.0% vs 2.4%), nasophar-
yngitis (2.8% vs 1.7%), diarrhea (2.2% 
vs 1.1%), and nausea (2.2% vs 1.1%).

Vibegron was also assessed in a 
40-week extension trial, in which 
patients who received vibegron or 
tolterodine in EMPOWUR con-
tinued on the same treatment for 
an additional 40 weeks, where-
as patients who received placebo 
were randomized 1:1 to vibegron 
or tolterodine.7 Similar to the  
12-week trial, 46.5% of patients 
in the extension study were ≥65 
years of age. Results from the 
EMPOWUR extension trial were 
similar to the primary study. Im-
provements in micturitions, ur-
gency episodes, and UUI episodes 
were maintained over 52 weeks of 
vibegron treatment, with no mean-
ingful differences between vibe-
gron and tolterodine in the inci-
dence or severity of AEs.

A subanalysis of the EMPOWUR 
trial was conducted to assess the ef-
ficacy and safety of vibegron in 628 
patients aged ≥65 years, including 
a subset of 179 patients aged ≥75 
years.8 Patients aged ≥65 and ≥75 
years experienced reductions in 
mean daily micturitions, urgency 
episodes, and UUI episodes, sim-
ilar to the overall EMPOWUR 

population (see Figure; see Vara-
no et al for the complete data8). 
At week 12, among patients aged 
≥65 years receiving vibegron, 
50.0% had a ≥75% reduction in 
UUI episodes and 38.7% had a 
≥50% reduction in urgency epi-
sodes, compared with 29.8% and 
28.8% of patients receiving place-
bo, respectively. The incidence of 
AEs among patients aged ≥65 and 
≥75 years receiving vibegron was 
generally similar to those receiving 
tolterodine and the overall study 
population. Dry mouth, a common 
anticholinergic AE, occurred more 
frequently with tolterodine than 
with vibegron.

In EMPOWUR patients ≥65 
years of age, the efficacy and safety 
of vibegron were similar to the re-
sults from the overall study popula-
tion.8 Vibegron treatment reduced 
daily micturitions, UUI episodes, 
and urgency episodes in older 
adults after 12 weeks. Likewise, 
older adults who received vibegron 
experienced AEs at similar rates to 
the overall study population. These 
results suggest that the efficacy and 
safety of vibegron in older adults 
with OAB are consistent with its 
label.

Older adults are at increased 
risk of experiencing cardiovas-
cular events; thus, it is important 
to assess whether any new medi-
cation carries a risk of causing or 
exacerbating hypertension. No-
tably, adults ≥65 years of age in 
EMPOWUR experienced AEs of 
hypertension at similar rates to the 
overall population, and treatment 
with vibegron did not increase the 
incidence of hypertension relative 
to tolterodine or placebo.8 Further-
more, a sensitive ambulatory blood 
pressure monitoring study found 
that vibegron treatment was not as-
sociated with elevated blood pres-
sure, even in patients who were 
≥66 years of age or those with pre-
existing hypertension, compared 
with placebo.9 Taken together, 
these results suggest that vibegron 
may be particularly useful to treat 
OAB symptoms in older adults 
with hypertension.

Older adults with OAB are also 
more likely than those without 
OAB to take multiple medications 
to treat comorbid conditions, so it 

is important to assess the potential 
for drug-drug interactions when 
considering a new medication, par-
ticularly when using multiple anti-
cholinergics to limit the increased 
risk of cognitive decline, delirium, 
and falls or fractures.10 Impor-
tantly, vibegron does not inhibit 
CYP2D6, limiting the possibility of 
interactions with numerous medi-
cations that are CYP2D6 substrates 
and that may be prescribed to treat 
conditions that commonly cooccur 
with OAB, such as cardiovascular 
disease and depression. This may 
make vibegron a useful treatment 
for patients with polypharmacy.

Dysphagia may be common 
among older adults. Crushing vibe-
gron is supported by its prescribing 
information; a clinical study has 
shown that vibegron can be crushed 
and administered with applesauce 
without meaningful changes to its 
pharmacokinetics.11 Vibegron may 
be a valuable alternative for older 
adults with swallowing difficulties, 
particularly in the long-term care 
setting.

Overall, the available clini-
cal data support vibegron use 
in older adults with OAB. The 
EMPOWUR trial enrolled a 
substantial population of adults 
≥65 years of age, and a subgroup 
analysis indicated that effica-
cy and safety in adults aged ≥65 
years was similar to the overall 
trial population.8 Using anticho-
linergic medications to treat OAB 
may be inappropriate for many 
older adults due to risks includ-
ing incident dementia and falls. 
Vibegron should be accessible for 
most older adults through Medi-
care Part D, making it a practical 
option for anticholinergic deesca-
lation for many patients. The clin-
ical characteristics of vibegron—
including its nonanticholinergic 
mechanism of action, absence of 
hypertension risk, and absence of 
CYP2D6 inhibition, along with 
the option to safely administer as 
a crushed tablet—make it a valu-
able treatment option for older 
adults with OAB.
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Robert S. Waldbaum, MD (1938-2023)
Joph Steckel, MD
Northwell Health, New York, New York

On January 29, 2023, Robert S. 
Waldbaum, MD, age 84, passed 
away peacefully in his home in 
Manhasset, New York, surround-
ed by his loving family. A lifelong 
New Yorker, Dr Waldbaum grew 
up in Brooklyn and was accepted 
into Columbia University at the age 
of 15 as a Ford Foundation Schol-
ar. He graduated with honors and 
then attended Columbia College of 
Physicians and Surgeons, where he 
was elected as a member of Alpha 
Omega Alpha, the national medical 
honor society. Dr Waldbaum also 
was the president of his medical 
school class. He proudly served as a 
naval surgeon with the Second Bat-
talion Third Marine Division, an 
experience he cherished through-
out his life. He was a surgical res-
ident at Columbia Presbyterian 
Hospital and a urology resident at 
the New York Hospital, training un-
der Dr Victor Marshall. Dr Wald-
baum was the founding chairman 
of the Department of Urology at 
North Shore University Hospital, 

Manhasset, New York. He served 
as a chairman of the medical board 
and a trustee of the North Shore LIJ 
Health System (now Northwell). 
He was the founding partner and 
president of Urology Associates, a 
private urology practice, for over 
35 years. In addition, Dr Wald-
baum served as the chairman of the 
Urology Section of the Academy of 
Medicine. He was the president of 
the New York Section of the Amer-

ican Urological Association as well 
as their national historian. In addi-
tion, he served on the AUA’s Board 
of Directors.

Throughout his illustrious ca-
reer, Dr Waldbaum received may 
honors and lifetime achievement 
awards, including the Russell 
Lavengood Distinguished Service 
Award from the AUA and the John 
Lattimer Award from the National 

Kidney Foundation. In addition, 
North Shore LIJ and Dr Wald-
baum’s patients endowed a chair in 
his honor, the Waldbaum Gardner 
Professorship in Urology.

As his close friend and urol-
ogy partner for over 30 years, I 
would emphatically declare that 
Bob would be proudest of what 
he would consider his greatest ac-
complishment—his family. He was 
adored by his 3 daughters, Nicole 
Moser, Alexandra “Ali” Kinnie, 
and Hillary Waldbaum, as well as 
his sons-in-law, Michael Moser and 
Bob Kinnie. He shared a loving re-
lationship with his 4 grandchildren, 
Cameron and Charlotte Moser, 
and Emma and Jack Kinnie. He 
was forever blessed to have shared 
a fairy-tale marriage with the love 
of his life and best friend, Ruth 
Waldbaum, MD. Throughout their 
59 years of marriage, they shared 
all of life’s experiences together—
exotic travel, golf, gardening, the-
ater, opera, and skiing.

Dr Waldbaum was truly a giant 
in urology who trained and influ-
enced so many urology residents 
throughout his career. He not only 
educated them in urology but 
taught them how to practice and 
perfect urological care for each pa-
tient. He will be dearly missed but 
forever remembered. STOP

“�Dr Waldbaum 
was truly a 
giant in urology 
who trained and 
influenced so many 
urology residents 
throughout his 
career.”

Treatment of Asymptomatic Renal Stones: What’s the 
Recent Evidence?
Necole M. Streeper, MD
Penn State Health Milton S. Hershey Medical Center, 
Hershey, Pennsylvania

Asymptomatic renal stones are 
commonly detected incidentally 
with more ubiquitous use of imag-
ing in medicine today.1 They pose 
an important issue that should rely 
on shared decision-making with 
the patient, weighing the morbidity 
of surgery with the potential for fu-
ture symptomatic disease. Surgical 
treatment of asymptomatic stones 
may benefit the patient by avoiding 
future symptomatic progression or 
stone growth that may lead to emer-
gency department (ED) visits or 
inconvenient need for urgent surgi-

cal intervention.2 In some patients 
there can be associated anxiety and 
concern over potential acute pro-
gression to a symptomatic event, 
which would favor early surgical 
intervention. However, in some 
patients observation of asymptom-
atic renal stones may be favored 
due to low likelihood of need for 
future surgical intervention due to 
stone location or small size, patient 
comorbidities that increase risk of 
surgery, stability of stone over long 
period of observation, or patient 
preference due to asymptomatic 
nature.3 Ultimately, both obser-
vation and surgical treatment are 
acceptable options in most cases 

of asymptomatic nonobstructing 
renal stones.2,3 Review of the cur-
rent evidence will facilitate patient 
counseling to make the best deci-
sion for the individual patient.

Evidence to date has largely 
been retrospective with small co-
horts and short follow-up periods. 
However, recently, Sorensen et al 
performed a randomized controlled 
trial comparing the treatment of 
small (≤6 mm) asymptomatic stones 
(secondary) via ureteroscopy at the 
time of treatment for primary uret-
eral or contralateral kidney stones 
(N=38) vs observation (N=35) with 
a mean follow-up of 4.2 years.4 This 
study included both ipsilateral and 

contralateral secondary asymptom-
atic stones. The primary outcome 
was relapse, which they charac-
terized as stone growth on imaging 
(>1 mm), ED visits (trial side), or 
subsequent surgery of secondary 
stones.4 They found that the treat-
ment group had significantly few-
er relapses (16%) compared to the 
control group (63%; hazard ratio 
0.18; 95% confidence interval 0.07 
to 0.44) over 4 years with a minimal 
increase in median operative time 
of 25.6 minutes (IQR, 18.5 to 35.2).4 
This new evidence clearly shows 
the benefit of treating secondary 
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small asymptomatic renal stones for 
those already undergoing surgical 
intervention for primary stones 
that are either symptomatic or de-
termined to be at high risk of caus-
ing a symptomatic event.

Treatment of contralateral 
asymptomatic stones with sin-
gle-session bilateral surgery may 
require additional consideration. 
Several studies have shown the safe-
ty of single-session bilateral surgery; 
however, one should weigh the risks, 
including the potential for 2 uret-
eral stents, secondary procedures, 
increased surgical time depending 
on stone size, and increased risk of 
morbidity for more comorbid pa-
tients. Certainly, it is beneficial if the 
bilateral surgery can be safely done 
in 1 session; however, the question 
remains if the findings from the So-
rensen et al study can be applied 
to larger stones.4 They showed a 
minimal increase in operative time; 
however, the median stone size of 
the secondary asymptomatic stones 
was 3 mm in the treatment group 
(IQR 3-4) and 4 mm in the control 
group (2-4). We know that prolonged 
operative time is associated with in-
creased risk of complications, and 
if the overall surgery time expected 
is greater than 90 minutes (due to 
overall stone size or other factors), 

consideration for a staged approach 
should be given.5 In addition, Li et 
al performed a retrospective study 
looking at the concurrent treatment 
of contralateral asymptomatic re-
nal stones (either single session or 
staged) and found no difference 
in the need for future surgical in-
terventions at 2 years for stones  
≤6 mm, suggesting that observation 
is also reasonable within that time 
frame.6 The question then arises, 
how small is too small a secondary 
stone size to consider contralateral 
surgery? In other words, should we 
be doing bilateral surgery on the con-
tralateral side for punctate stones? 
Often these can be Randall’s plaques 
instead of treatable stones, which are 
difficult to distinguish on imaging.

One should also consider the 
high rate of residual stones after 
surgery; thus, surgery doesn’t al-
ways rid the patient of small asymp-
tomatic stones.7 This is important 
to discuss with patients to man-
age expectations. Previous studies 
suggest that there is potentially a 
higher risk of adverse stone events 
in patients with asymptomatic re-
sidual fragments following surgery 
compared to those with untreated 
asymptomatic renal stones, since 
the residual fragment will likely be-
come detached after treatment.

The last consideration is that 
most of the studies evaluating the 
treatment or observation of asymp-
tomatic renal stones have only in-
cluded traditional measurements 
of success, such as a reduction in 
ED visits, clinical progression to 
symptomatic disease, and need for 
future surgical intervention. There 
is value added in also including pa-
tient-reported outcome measure-
ments such as health-related qual-
ity of life that may aid clinicians 
to better discuss the goals of treat-
ment and improve the definition 
of success.8

Overall, urologists need to look 
to their patients for input to individ-
ualize treatment decisions through 
shared decision-making for asymp-
tomatic kidney stones and use the 
evidence to help guide the conver-
sation. Consider the goals of treat-
ment and take into account patient 
preference to optimize quality of 
life, in addition to traditional stone 
and patient factors. It is important 
to discuss and set realistic patient 
expectations, especially in the case 
of the asymptomatic stone. Future 
work should include additional 
well-designed randomized con-
trolled trials with longer follow-up 
periods to better define when 
treatment should be favored over 

observation and patient-reported 
outcome measurements in addition 
to traditional measurements for de-
termination of success. The overall 
goal should be to maximize stone 
removal in a single procedure 
without causing additional morbid-
ity when treatment is favored and 
avoiding unnecessary procedures. STOP
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Posterior Tibial Nerve Stimulation for Lower Urinary 
Tract Dysfunction in Children
Zoe Gan, MD
University of Pennsylvania Perelman School of  
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Pennsylvania 

Katherine Fischer, MD
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Jason Van Batavia, MD, MSTR, FAAP
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Posterior tibial nerve stimula-
tion (PTNS) is a third-line treat-
ment option for overactive bladder 
(OAB) in adults after behavioral 

modifications and pharmacother-
apy per the American Urological 
Association guideline on nonneu-
rogenic OAB. However, it can 
also be used to treat children, 
as dysfunctional lower urinary 
tract symptoms (LUTS) and low-
er urinary tract dysfunction are 
prevalent in approximately 20% 
of otherwise healthy school-age 
children.1 The United States Food 
and Drug Administration (FDA) 
approved sacral neuromodula-
tion for OAB in 1997, followed by 
PTNS as a peripheral target treat-
ment alternative in 2000. PTNS is 
not considered off label for use in 

children since no targeted age was 
specified at the time of approval. 
Current FDA-approved devic-
es for office-based PTNS include 
NURO and Urgent PC. Recently, 
the FDA approved a novel PTNS 
device for adults, eCoin, that can 
be implanted peripherally at the 
posterior tibial nerve. 

The exact mechanism of action 
of PTNS is unknown, although 
the practice is likely derived from 
ancient Chinese acupuncture. The 
posterior tibial nerve is a mixed pe-
ripheral sensory motor nerve that 
originates at the L4-S3 level of the 
spinal cord, which overlaps with the 

origin of parasympathetic nerves of 
the bladder (L5-S3). Similar to sacral 
nerve stimulation, tibial nerve simu-
lation is hypothesized to reorganize 
and regulate spinal reflexes as well 
as provide afferent signaling to the 
micturition center that helps restore 
the balance of excitatory and inhib-
itory signals affecting bladder func-
tion.2 These changes lead to down-
stream effects such as decreased 
bladder overactivity.

Office-based PTNS generally in-
volves continuous stimulation with 
an external device for 30 minutes 

Arrow-right Continued on page 18



JUNE 2023 		  AUANEWS18

weekly over a 12-week treatment 
period in an outpatient setting. 
Ideally, the treatments do not oc-
cur less than 4 days or more than 
10 days apart. The intensity of the 
stimulation varies depending on 
the needle’s proximity to the tibi-
al nerve. Appropriate placement is 
indicated by big toe flexion or a pa-
tient’s subjective sensation of stim-
ulation in the foot and toes. With 
traditional PTNS, a 34-gauge nee-
dle about 4 cm in length is placed 
about 3 cm cephalad to the medial 
malleolus. The transducer wire is 
clipped to base of the needle at the 
skin insertion site, and a ground-
ing pad is placed on the arch of 
the same foot. The patient can 
lie supine or sit upright in a chair 
with the therapy foot elevated. A 
demonstration of needle placement 
and transducer wire setup with the 
stimulation device connected to 

the grounding pad sticker is shown 
in the Figure. As a less invasive 
alternative, transcutaneous PTNS 
may also be performed by placing 
surface electrodes on tibial nerve 
innervation sites.

Several prospective and retro-
spective studies on PTNS in chil-
dren without a control group have 
shown promising results. These 
studies generally include children 
with a mean age of 9-12 years with 
persistent LUTS despite 1-2 years 
of behavioral modifications and 
pharmacotherapy. PTNS has been 
shown to improve or resolve a va-
riety of LUTS including frequen-
cy and urgency in the majority of 
treated patients,3 increase bladder 
capacity,4 increase voided volumes, 
and decrease post-void residual for 
at least 50% of patients with dys-
functional voiding and about 30% 
of patients with OAB.5 Addition-

ally, studies of PTNS in these chil-
dren have shown normalization of 
uroflowmetry curve in at least 40% 
of patients4 and improved quality of 
life for both children and parents.6 
Of note, PTNS appeared to be less 
effective in patients with neurogen-
ic bladder, with neurogenic blad-
der patients having no significant 
changes in symptoms or urody-
namic parameters in 1 study3 and 
having only 14% improvement in 
LUTS immediately after complet-
ing the treatment cycle compared 
to 78% nonneurogenic patients in 
another study.5

While there are currently no ran-
domized controlled trials (RCTs) 
comparing traditional PTNS to 
sham treatment, RCTs comparing 
transcutaneous PTNS with sham 
treatment have conflicting results. A 
double-blind RCT in children with 
nonneurogenic OAB showed that 
both treatment and sham groups 
had improvement in urodynamic 
parameters, the sham group had 
more “very good” responses than 
the treatment group (66% vs 45%), 
and the majority of patients in both 
groups perceived receiving stimula-
tion (85% in treatment group, 70% 
in sham group).7 Conversely, a sin-
gle-blind RCT in a similar popula-
tion showed full and partial response 
rates (based on symptom severity) 
of 67% and 24%, respectively, in 
the treatment group, vs only 0% 
and 6% in the sham group.8 A more 
recent single-blind RCT in children 
with dysfunctional voiding showed 
improvements in Dysfunctional 
Voiding and Incontinence Symp-
toms Score for both treatment and 
sham groups that were sustained at 
2 years following completion of the 
treatment cycle, although the treat-
ment group had a higher cure rate 
(50% cured and 20% improved, vs 
20% cured and 40% improved).9 
Given these mixed results, a dou-
ble-blind RCT comparing PTNS, 
transcutaneous PTNS, and sham 
treatment is underway.10 A summa-
ry of studies on PTNS in children is 
provided in the Table.

We have been using PTNS for 
highly selected pediatric patients for 
almost 1 year now at the Children’s 
Hospital of Philadelphia. Our selec-
tion criteria include the following: 
refractory OAB (ie, has tried urother-
apy >6 months and has failed at least 

1 antimuscarinic and/or b-3 agonist, 
documented voided volumes <50% 
expected bladder capacity) and re-
fractory dysfunctional voiding (ie, 
has tried urotherapy >6 months and 
has failed biofeedback and/or pelvic 
floor physical therapy). We do not 
routinely obtain spinal MRI or uro-
dynamic study in straightforward cas-
es. Patients on antimuscarinic or β-3 
agonist therapy often continue those 
medications during PTNS treatment. 
Our data have yet to mature, but pre-
liminary results are promising and 
mirror improvements in symptom 
score seen in the literature.

PTNS is a reasonable third-line 
option for children with persistent 
LUTS despite medications, be-
havioral modifications, and other 
nonsurgical approaches such as 
biofeedback. Although the mag-
nitude of improvement is variable 
from study to study, PTNS appears 
to improve symptoms and objec-
tive voiding parameters in many 
children with 1 of 2 lower urinary 
tract dysfunction conditions: OAB 

Figure. Demonstration of needle placement for posterior tibial nerve stimulation session.

“�Of note, PTNS 
appeared to be 
less effective in 
patients with 
neurogenic 
bladder, with 
neurogenic bladder 
patients having no 
significant changes 
in symptoms 
or urodynamic 
parameters in 
1 study3 and 
having only 14% 
improvement in 
LUTS immediately 
after completing 
the treatment cycle 
compared to 78% 
nonneurogenic 
patients in another 
study.”

POSTERIOR TIBIAL NERVE STIMULATION FOR LOWER URINARY TRACT DYSFUNCTION IN CHILDREN
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and dysfunctional voiding. While 
transcutaneous PTNS provides a 
less invasive option, its efficacy 
compared to traditional PTNS has 
not been well established. Future 
studies to clarify the placebo ef-
fect, optimize patient selection, and 
explore long-term outcomes may 
help better define the role of PTNS 
for pediatric LUTS. STOP

1.	 Vaz GT, Vasconcelos MM, Oliveira EA, et al. Prev-
alence of lower urinary tract symptoms in school-
age children. Pediatr Nephrol. 2012;27(4):597-603. 

2.	 Sayner AM, Rogers F, Tran J, et al. Transcutane-
ous tibial nerve stimulation in the management 
of overactive bladder: a scoping review. Neuro-
modulation. 2022;25(8):1086-1096. 

3.	 De Gennaro M, Capitanucci ML, Mastracci P, 
et  al. Percutaneous tibial nerve neuromodula-
tion is well tolerated in children and effective for 
treating refractory vesical dysfunction. J Urol. 
2004;171(5):1911-1913. 

4.	 Hoebeke P, Renson C, Petillon L, et  al. Percu-
taneous electrical nerve stimulation in children 
with therapy resistant nonneuropathic blad-
der sphincter dysfunction: a pilot study. J Urol. 
2002;168(6):2605-2608.

5.	 Capitanucci ML, Camanni D, Demelas F, 
et  al. Long-term efficacy of percutaneous tibial 
nerve stimulation for different types of lower 
urinary tract dysfunction in children. J Urol. 
2009;182(4S):2056-2061. 

6.	 De Wall LL, Bekker AP, Oomen L, et  al. Pos-
terior tibial nerve stimulation in children with 
lower urinary tract dysfunction: a mixed-meth-
ods analysis of experiences, quality of life and 
treatment effect. Int J Environ Res Public Health. 
2022;19(15):9062. 

7.	 Boudaoud N, Binet A, Line A, et al. Management of 
refractory overactive bladder in children by trans-
cutaneous posterior tibial nerve stimulation: a con-
trolled study. J Pediatr Urol. 2015;11(3):138.e1-138.e10. 

8.	 Patidar N, Mittal V, Kumar M, et  al. Transcu-
taneous posterior tibial nerve stimulation in pe-
diatric overactive bladder: a preliminary report. 
J Pediatr Urol. 2015;11(6):351.e1-351.e6. 

9.	 Jafarov R, Ceyhan E, Kahraman O, et  al. Effi-
cacy of transcutaneous posterior tibial nerve 
stimulation in children with functional voiding 
disorders. Neurourol Urodyn. 2021;40(1):404-411. 

10.	 Ghijselings L, Renson C, Van de Walle J, et al. 
Clinical efficacy of transcutaneous tibial nerve 
stimulation (TTNS) versus sham therapy (part I) 
and TTNS versus percutaneous tibial nerve 
stimulation (PTNS) (part II) on the short term in 
children with the idiopathic overactive bladder 
syndrome: protocol for part I of the twofold dou-
ble-blinded randomized controlled TaPaS trial. 
Trials. 2021;22(1):247. 

11.	 Lecompte JF, Hery G, Guys JM, Louis-Borrione 
C. Evaluation of transcutaneous electrical pos-
terior tibial nerve stimulation for the treatment 
of fecal and urinary leaks in children: prelimi-
nary results. J Pediatr Surg. 2015;50(4):630-633.

12.	Barroso U Jr, Viterbo W, Bittencourt J, Farias 
T, Lordêlo P. Posterior tibial nerve stimulation 
vs parasacral transcutaneous neuromodula-
tion for overactive bladder in children. J Urol. 
2013;190(2):673-677.

Table. Summary of Studies on Posterior Tibial Nerve Stimulation in Children

Study Type Treatment  
comparison

Indication for PTNS Treatment schedule Follow-up Results

Hoebeke 
et al, 20024 

Prospective PTNS only Nonneurogenic LUTS that per-
sisted after ≥2 y of behavioral 
modifications and pharmaco-
therapy

30 Min weekly
20 Hz
Mean 10 sessions 

After completion of 
PTNS cycle

Overall response 84%
43% of abnormal uroflows improved
Mean bladder capacity increased

De Gennaro 
et al, 20043 

Prospective PTNS only Unresponsive LUTS after ≥2 y 
of behavioral modifications and 
pharmacotherapy

30 Min weekly
20 Hz/0-10 mA
12 wk

During and after com-
pletion of PTNS cycle

OAB: 80% improved
Nonneurogenic urinary retention: 
71% improved
NGB: no improvement

Capitanucci 
et al, 20095

Prospective PTNS only Unresponsive LUTS after 12 mo 
of behavioral modifications and 
pharmacotherapy

30 Min weekly
20 Hz/0-10 mA
12 wk 

After completion of 
PTNS cycle, then every 
6 mo for 2 y

78% Symptom improvement in nonneu-
rogenic patients
14% Improvement in patients with NGB

De Wall et al, 
20226

Mixed methods/
retrospective

PTNS only Nonneurogenic LUTD after me-
dian 1.5 y of mostly urotherapy 
and antimuscarinics

30 Min weekly
20 Hz/0-10 mA
12 wk

After completion of 
PTNS cycle

Complete response in 10%; partial 
response in 32%
Increased average and max voided 
volume
Improved QOL in parents and children

Lecompte 
et al, 201511

Retrospective Transcutaneous 
PTNS only

Fecal leaks ± urinary leaks 
despite ≥2 y of various non-
operative managements for FI, 
anticholinergics if needed

20 Min daily by patient at home 
10 Hz/10-25 mA
6 mo

After completion of 
PTNS cycle

After completion of PTNS cycle

Barroso et al, 
201312

Prospective PTNS vs para-
sacral TENS

Nonneurogenic OAB PTNS:
30 min weekly 
20 Hz/pulse width 400 μs
12 wk
Parasacral TENS:
20 min 3×/wk 10 Hz, pulse width 
700 μs 
20 sessions total 

After completion of 
treatment cycle

PTNS: 9% symptom resolution
Parasacral TENS: 70% symptom  
resolution
DVSS scores decreased equally in 
both groups

Boudaoud 
et al, 20157

Double-blind 
RCT

Transcutaneous 
PTNS vs sham

Nonneurogenic OAB despite ≥6 
consecutive mo of anticholiner-
gic medication

30 Min twice weekly for 12 wk
Treatment: 
10 Hz/10 mA, pulse width 200 μs
Sham: no stim

After completion of 
treatment cycle

Treatment group had 5 very good (45%), 
1 medium (10%), 5 poor responses 
(45%)
Sham group had 9 very good (66%),  
3 poor (33%) responses

Patidar et al, 
20158

Single-blind RCT Transcutaneous 
PTNS vs sham

Nonneurogenic OAB unrespon-
sive to behavioral therapy and 
≥6 mo of anticholinergic
medication

30 Min weekly for 12 wk
Treatment: 20 Hz/ 0-10 mA, pulse 
width 200 μs
Sham: no stim

After completion of 
treatment cycle

Treated group: 67% full response, 24% 
partial response
Sham group: 0% full response,  
6% partial response

Jafarov et al, 
20209

Single-blind RCT Transcutaneous 
PTNS vs sham

Nonneurogenic functional 
voiding disorder, discontinued 
medical treatment due to side 
effects or inefficacy, off medical 
treatment for ≥3 mo 

30 Min weekly for 12 wk
Treatment: 
10-25 mA
Sham: no stim

2 Wk after completion 
of treatment cycle, 
then 2 y after

Treated group: 50% cured, 20%  
improved, 30% no change
Sham group: 20% cured, 40% improved, 
40% no change
Results stable at 2 y

Abbreviations: DVSS, Dysfunctional Voiding Scoring System; FI, fecal incontinence; LUTD, lower urinary tract dysfunction; LUTS, lower urinary tract symptoms; max, maximum; NGB, neurogenic blad-
der; OAB, overactive bladder; PTNS, percutaneous tibial nerve stimulation; QOL, quality of life; RCT, randomized controlled trial; stim, stimulation; TENS, transcutaneous electrical nerve stimulation.

POSTERIOR TIBIAL NERVE STIMULATION FOR LOWER URINARY TRACT DYSFUNCTION IN CHILDREN
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The Outcomes and Techniques for Posterior  
Urethroplasty in Men Resulting From  
Pelvic Radiotherapy
Bryan B. Voelzke, MD, MS
Spokane Urology, Washington

Urethral stenosis after radiothera-
py is a complex entity with a broad 
scope of associated symptoms in-
cluding high rates of incontinence, 
lower urinary tract symptoms, sex-
ual dysfunction, subjective pain, and 
bowel dysfunction. This multifocal 
nature creates a uniquely challeng-
ing condition to treat. Compared 
to nonradiated posterior urethral 
injuries, presurgical assessment of 
men with postradiation urethral ste-
nosis necessitates a more thorough 
evaluation. Limited bladder capaci-
ty secondary to radiation, radiation 
cystitis, concomitant stress urinary 
incontinence (SUI), and/or dystro-
phic calcification of the prostate fossa 
can negatively impact surgical candi-
dacy. Radiated urethral stenosis can 
present many years after initial radi-
ation therapy with a significant num-
ber of men at a more advanced age 
with potentially complex medical 
issues that can also hinder definitive 
management. Careful preoperative 
evaluation is paramount, as the aim 
is to improve quality of life following 
potential surgical reconstruction.

My preoperative evaluation of 
men with radiated urethral stenosis 
includes a retrograde urethrogram 
and voiding cystourethrogram. 
The retrograde urethrogram will 
reveal stricture length and location. 
The voiding cystourethrogram can 
be helpful to provide a basic under-
standing of bladder neck integrity 
and bladder volume/health. The 
bulbomembranous urethra is the 
most common location of steno-
sis following radiation therapy. A 
transurethral resection defect at the 
bladder neck and/or limited bladder 
capacity should prompt additional 
preoperative counseling to explain 
appropriate expectations and possi-
bly alternative treatment options (see 
Figure). A detailed history and exam 
should focus on past urological pro-
cedures, possible prostate cancer 
recurrence, and patient goals for po-
tential treatment. If the patient is an 
acceptable candidate, I recommend 

a suprapubic catheter with antegrade 
cystoscopy before tentative surgery. 
If the patient already has a suprapu-
bic catheter, I will attempt cystosco-
py via the suprapubic tract in the of-
fice. Bladder capacity, bladder tissue 
health, and the prostate fossa are ex-
amined. Bladder capacity <200 mL, 
hemorrhagic cystitis, and prostate 
dystrophic calcification are absolute 
contraindications in my experience.

Bladder capacity between 200 
and 300 mL in the presence of stress 
incontinence is a relative contra-
indication in my practice, as these 
patients will require an artificial 
urinary sphincter after potentially 
successful urethral reconstruction. 
Reduced bladder compliance sec-
ondary to radiation-induced blad-
der fibrosis can result in reduced 
quality of life secondary to subjec-
tively bothersome frequency/ur-
gency and/or persistent stress 
incontinence post-artificial urinary 
sphincter. In my experience, adju-
vant treatments to improve blad-
der compliance such as bladder bot-
ulinum toxin are less durable among 
these radiated patients. As such, I 
will generally recommend urinary 
diversion in lieu of definitive urethral 
reconstruction in these patients.

Postoperative stress incontinence 
is presumed to be secondary to 
radiotherapy-associated internal 
sphincter deficiency. We have pre-
viously published data regarding 
the incidence of stress incontinence 
among patients without preoperative 
stress incontinence or an endoscopic 
prostate procedure.1 The incidence 
of de novo stress incontinence fol-
lowing posterior urethroplasty was 
33%; however, 75% of these men 
with de novo SUI had extension of 
the radiated bulbomembranous ure-
thral stricture into the prostate apex. 
The degree of stress incontinence 
was subjectively minimal, though, as 
only 17% of the affected men (5% of 
the total cohort) with de novo SUI 
required an artificial urinary sphinc-
ter. I typically wait 6 months after 
urethral reconstruction with confir-
mation of a stable urethral repair on 
2 successive endoscopic procedures. 

Transcorporal urinary sphincter cuff 
placement is commonly employed 
to maximize success.

While endoscopic treatment is a 
treatment option for radiated ure-
thral stenosis, long-term success 
rates of endoscopic treatments are 
dismal.2 As such, urethral recon-
struction via posterior anastomotic 
urethroplasty is preferred for defini-
tive management. Analysis of recon-
struction outcomes can be challeng-
ing because historically they are 
smaller series from single centers of 
excellence. TURNS (Trauma and 
Urologic Reconstructive Network of 
Surgeons) is a multicenter network 
of reconstructive surgeons across 
multiple academic and nonacadem-
ic centers with an effort to provide 
more generalizable outcomes in the 
field of urological reconstruction 
(TURNSResearch.org). We have 
previously published our outcomes 
among 137 patients with radiated 
urethral stenosis from 10 TURNS 
centers.3 Single and dual radiation 
patients were included in the analy-
sis. Overall success was 86.9%, with 
increasing patient age and stenosis 
length noted to be risk factors for 
recurrence on multivariate analysis. 
Placement of a gracilis interposition 
muscle flap in the surgical field was 
at the discretion of the physician 
based on operative findings (ie, large 
wound defect following excision of 
radiated urethral stricture, history 
of dual radiation, need for partial 
pubectomy during reconstruction, 
etc). Artificial urinary sphincter was 
performed in 30 subsequent men 
with 5 subsequent urethral erosions 
(16.7%). A transcorporal approach 
during the urinary sphincter surgery 
was frequently utilized (83%).

While posterior anastomotic ure-
throplasty via a transperineal incision 
is the most common surgical approach, 
other surgical options are also possible 
in select patients. Robotic transab-
dominal surgery combined with a 
possible transperineal approach is 
an emerging procedure for men with 
radiated urethral stenosis proximal to 
the genitourinary diaphragm.4 The 
surgery begins via a robot-assisted 

transabdominal dissection. Tran-
secting posterior urethroplasty is 
performed with concomitant pros-
tatectomy if the prostate is present. 
For stenosis cephalad to a viable 
external sphincter, a solely robotic 
transabdominal approach can spare 
iatrogenic stress incontinence (and 
subsequent artificial urinary sphinc-
ter) which is expected following a 
sole transperineal approach that vio-
lates the external sphincter to achieve 
potential surgical success. A combined 
open transperineal approach can be 
utilized if a gap persists following ex-
cision of radiated tissue between the 
bladder neck and distal urethra. In 
men with radiated urethral stenosis 
in the absence of complete urethral 
obstruction, a ventral buccal graft 
supported by a gracilis interposition 
muscle flap is another surgical op-
tion. This approach is useful if the 
radiated stricture is long, precluding 
traditional excision and anastomosis 
of the impacted urethral segment. 
The gracilis interposition muscle flap 
is fixed to the ventral buccal graft 
and necessary to aid graft success in 
the radiated field.5

Urological complications follow-
ing radiation therapy will continue to 

Figure. Voiding cystourethrogram of a patient 
with a past history of prostate cancer treated by 
brachytherapy. There is a visible transurethral 
defect (arrow) in addition to a bulbomembranous 
urethral stricture. Prior to his prostate cancer di-
agnosis, he underwent prostate Rezūm treatment. 
On antegrade cystoscopy, he was noted to have 
dystrophic calcification. Definitive open urethral 
reconstruction would be high risk for this patient.

Arrow-right Continued on page 21
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be an issue faced by urologists; how-
ever, there are viable reconstruction 
options with notable success in ap-
propriately screened patients. Re-
ferral to experienced reconstructive 
urologists is recommended among 

these complex patients. STOP
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Down the Drain: I Lost a Biopsy Sample but Gained a 
Valuable Lesson
Neil Baum, MD
Tulane University School of Medicine, New Orleans, 
Louisiana

It was 1976 and I was a junior res-
ident in urology at Baylor College of 
Medicine in Houston. I was assigned 
to a pathology rotation, where my 
job was to process specimens taken at 
surgery, dictate a gross description of 
each specimen, and then place them 
into the cassettes that would be used 
to make the permanent sections.

While I was transferring a prostate 
biopsy, it slipped from the forceps 
and was washed down the drain of 
the sink. I took the drain trap apart 
as I searched for the 0.5-mm × 10-
mm sliver of tissue, but I could not 
locate it. I felt terrible and shared the 
news with the director of the pathol-
ogy lab, who recommended that I 
report what had happened with the 
biopsy to the urological surgeon, Dr 
Herbert Seybold.

I called Dr Seybold and he told 

me to meet him in the lobby of the 
hospital at 4 pm. I worried what 
would transpire at that meeting. I 
even imagined that I would be re-
ported to the program chairman and 
might be asked to leave the program.

Dr Seybold was in the lobby 
promptly at 4 pm, and together we 
walked to the business office. He 
asked for the head of the department 
and explained what had happened. 
He wanted to repeat the procedure 
the following day and asked not to 
charge the patient for the extra day 
in the hospital or for the second op-
erating room procedure as this was 
a problem caused by the hospital 
and was not the patient’s fault.

We then went to the operat-
ing room and met with the head 
of anesthesiology and asked if the 
department would not bill the pa-
tient for the anesthesia for the sec-
ond procedure. The anesthesiolo-
gist was very sympathetic, and he 
agreed to waive the additional fee.

Then we went to the patient’s 
bedside to inform the patient of 
the event. Dr Seybold sat down 
beside the patient and explained 
that the specimen was lost. He did 
not blame me but did state that the 
specimen was lost in the pathology 
lab. He told the patient that the pro-
cedure would be the first case the 
next day and that he would ask the 
lab for an expedited reading of the 
slide. The patient was clearly disap-
pointed but agreed to the plan of 
action as presented by Dr Seybold.

Dr Seybold then took me to one 
of the private conference rooms 
and told me that what I had just 
witnessed was the proper way to 
handle a complication. He told me 
that all urologists can expect to have 
complications and that mistakes will 
be made. He said the best way to 
manage these issues is to be forth-
right and honest, tell the patients the 
truth and accept full responsibility. 
Patients will understand an honest 

mistake if the doctor is truthful. It 
is when urologists make excuses or 
falsify the facts that patients become 
angry, hostile, and litigious. Rarely 
will a patient become a problem if 
the urologist tells the truth.

I have passed this invaluable 
lesson on to medical students and 
residents whom I have mentored 
over the years. This advice worked 
well many years ago and it is still 
good advice today. I believe Dr 
Seybold’s message will be helpful 
to every urologist and every physi-
cian who is confronted with a prob-
lem or a complication.

What happened to the patient? I 
accompanied Dr Seybold to the op-
erating room for the second proce-
dure, hand-carried the tissue sam-
ple to the lab, and oh-so-carefully 
placed it into the appropriate cas-
sette. The final path report was be-
nign and all 3 of us—Dr Seybold, 
the patient, and I—breathed a tre-
mendous sigh of relief. STOP

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

Tsubouchi K, Arima H, Abe M, 
et al. Effect of pharmacotherapy 
for overactive bladder on the 
incidence of and factors related 
to urinary tract infection: a sys-
tematic review and meta-analy-
sis. J Urol. 2023;209(4):665-674.

Special thanks to Drs Ahmad Hefnawy 
and Omer Acar at the University of 
Illinois at Chicago.

With about 50 million people 
affected worldwide, overactive 
bladder is a highly prevalent clinical 
condition. Its management gen-
erally follows a stepwise approach 
in which medications such as an-
timuscarinics and Beta 3 agonists 
play important roles. Urinary tract 
infections have not been particular-
ly evaluated as an adverse effect of 
these medications. This study was 
performed to better understand the 
relationship between antimuscarin-
ics, Beta 3 agonists, and the devel-

opment of urinary tract infections.
This meta-analysis included 33 

studies with more than 35,000 pa-
tients. It was found that antimus-
carinics increased the primary end 
point of urinary tract infections with 
a relative risk of 1.23 compared to 
placebo and also increased the risk of 
secondary end points including uri-
nary retention, dysuria, or increased 
residual urine volume with a relative 
risk of 2.88 compared to placebo. 
Beta 3 agonists did not significantly 
increase the risk of either end point.

This study highlights clinically 
relevant differences between class-
es of drugs that are commonly used 
in the management of overactive 
bladder. It does have some lim-
itations such as the heterogenous 
patient populations among the in-
cluded studies, lack of information 
regarding infection severity, and 
that there were no direct head-to-
head comparison studies between 
antimuscarinics and Beta 3 agonists. 
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Nevertheless, it provides valuable 
insights to take into consideration 
while planning pharmacotherapy 
in patients with overactive bladder.

Couture F, Hadj-Mimoune S, Mi-
chael S, Podasca TB, Noël-Lamy 
M, Richard PO. Evolution of Bos-
niak IIF renal cysts and impact 
of the 2019 Bosniak classification. 
J Urol. 2023;209(4):694-700.

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

Renal cysts are one of the most 
common radiographic “incidentalo-
mas” encountered by the urologist. 
The 2019 revised Bosniak IIF classi-
fication system was meant to reduce 
overdiagnosis and decrease follow-up 

and treatment of benign cysts. But 
how has this updated classification 
affected cysts diagnosed based on the 
2005 classification system?

The authors sought to answer that 
question with a retrospective study 
at their institution in Quebec. They 
evaluated imaging characteristics 
and medical charts of 181 patients 
with Bosniak IIF cysts diagnosed 
between 2000 and 2018. Applying 
the 2019 criteria, 76% of these would 
have been downgraded to Bosniak 
II cysts initially, and only 1 of these 
progressed to a Bosniak IV cyst, a 
rate of 2.2%. Of the true Bosniak IIF 
cysts, 3 progressed during the medi-
an follow-up period of approximate-
ly 4 years, a rate of 7.0% progression.

Although these are retrospective 
data on a relatively modest cohort, 
this study provides helpful data 

validating the modern Bosniak IIF 
classification. A low but significant 
number of cysts may progress, but 
active surveillance remains a safe 
management option for patients.

Benidir T, Austhof E, Ward RD, 
et al. Impact of prostate urethral 
lift device on prostate magnetic 
resonance image quality. J Urol. 
2023;209(4):752-761.

Special thanks to Drs Andrew Lai and 
Simone Crivellaro at the University of 
Illinois at Chicago.

New technology and innova-
tion have continued to allow us to 
offer minimally invasive options 
to treat our bread and butter uro-
logical conditions. This study cau-
tions us for when 2 new technolo-

gies interact in practice. We have 
seen the rise of prostatic urethral 
lift devices to treat benign prostat-
ic enlargement in patients wishing 
to reduce the risk of retrograde 
ejaculation, and we have also seen 
the rise of prostatic magnetic reso-
nance images in the early workup 
for prostate cancer. These authors 
observed that the presence of the 
urethral lift clips negatively affects 
image quality of the prostate, par-
ticularly in the mid-basal transition 
zone. It also impacts the diffu-
sion-weighted images in one-third 
of the images studied. While this 
case series was only derived from 
a single institution, we as urologists 
should counsel our patients on the 
possible impact of prostate cancer 
detection for patients considering 
a urethral lift procedure. STOP

HAVE YOU READ?
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Educational Resources for Residents and Residency 
Training Programs
Jay D. Raman, MD, FACS, FRCS (Glas)
Chair, AUA Office of Education

“If opportunity doesn’t knock, build a 
door.”

—Milton Berle

The Office of Education for the 
AUA is committed to providing the 
most opportunities and options to 
help urology residents and residency 
programs. Research is the basis of our 
action. We survey our members in-
cluding residents to understand your 
needs and concerns, but also reach 
out to residency programs to ensure 
that we are strong partners and under-
stand their environment, resources, 
and systems. The AUA and the Soci-
ety of Academic Urologists also work 
together to align new initiatives and 
ensure that our collective efforts are 
complementary and not competitive.

The AUA’s residency education 
options are strong and growing. 
Here is our recommended list of 
action items to help residents take 
the maximum advantage of educa-
tional resources:
1)		Join the AUA for the incredible 

amount of member benefits, es-
pecially around education.

2)	Download the AUAUniversity 
app. This member-benefit app 
allows you to search across all of 
AUA’s clinical library of content 
including AUA Guidelines, The 
Journal of Urology®, the surgical 
video library, the AUA Update 
Series, and the Core Curriculum. 
The AUA Core Curriculum, in 
particular, continues to be the 
cornerstone of residency educa-
tion from the AUA. This content 
is reviewed annually and includes 
teaching videos and PowerPoint 
presentations.

3)	Subscribe to the AUAUni-
versity podcast and YouTube 
channel. These free resources 
are available to all and provide 
an easily accessible way to stay 
current on clinical discussions.

4)	Participate in AUA’s Annual 
Meeting. The AUA Annual Meet-
ing is an experience. As a resident, 
come see the leaders and experts 
in the field present at the plenary 
and courses. Learn directly from 
those who are changing urological 

practice. Take advantage of the 
networking and social events to 
meet new colleagues and seek out 
mentors. The AUA2023 Annual 
Meeting offered over 490 hours of 
education. If you were not able to 
join all of those sessions, the virtu-
al program is available to Annual 
Meeting registrants until August 
31, 2023.

5)	Subscribe to the SASP (Self-as-
sessment Study Program) and 
the AUA Update Series. These 
tried and true resources contin-
ue to support residents’ needs. If 
you were not aware, the SASP 
app provides a feature that allows 
residency program directors to 
assign a deck of questions to a res-
ident and for the resident to send 
back their answers. This tool was 
designed to help support specific 
areas of educational need.

6)	Participate in the brand new 
AUA Intern Academy. The AUA 
Intern Academy is a new initiative 
created specifically to meet the 
needs of early-career urology resi-
dents (primarily postgraduate year 
1) and will include both in-person 

Hands-on Skills Training (June 
10-11) and virtual components 
(July-September). The aim of this 
new program is to apply standard-
ized and foundational urological 
skills to the first year of residency 
practice in order to improve clin-
ical proficiency and promote pa-
tient safety. For more information 
or to register, go to AUAUniversity 
(https://auau.auanet.org).

7)	Subscribe to the brand new 
AUA Leadership and Busi-
ness podcast. This new podcast 
launched in January 2023 and 
focuses on content to help resi-
dents transition into practice and 
for all urologists to be successful 
leaders and managers.
The AUA Office of Education 

truly understands the reality of lim-
ited resources and time and is work-
ing on new ways to offer Residency 
Programs these resources with dis-
counts and in an efficient way to re-
duce administrative burdens.

If you have any questions or rec-
ommendations, please email educa-
tion@auanet.org. We welcome an 
open dialogue with our members. STOP

FROM THE AUA EDUCATION COUNCIL 
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Expanding the Global Reach of AUA Urological  
Research Support
Steven Kaplan, MD, FACS
Chair, AUA Office of Research

The American Urological Asso-
ciation (AUA) Office of Research 
offers a large array of opportunities 
for urological researchers, particu-
larly early career researchers. We 
administer 7 distinct grant programs 
that support the research experienc-
es of medical students, postdoctoral 
fellows, residents, and faculty to fur-
ther develop the pipeline of urolog-
ical researchers at a time when this 
type of research is underfunded and 
underemphasized. We offer mento-
ring support through our Urology 
Scientific Mentoring and Training 
(USMART) Academy and Early Ca-
reer Investigator Workshop (ECIW) 
to help early career researchers gain 
the skills and confidence they need 
to compete for research funding. 
Our research education offerings in-
clude in-person and online courses 
on grant writing, building your own 
research laboratory, practicing inde-
pendent research, and identifying re-
search challenges specific to urology. 
In addition, we kicked off the inau-
gural Innovation Nexus, the research 
incubator powered by the AUA, in 
April 2023 to showcase the next gen-
eration of urology innovators and fa-
cilitate future urological discovery.

Although we offer a wide range of 
research support programs, many of 
these programs are limited to AUA 
members within sections and do not 
fully include international urology 
researchers. To address this gap, we 
have 2 grant mechanisms open to in-
ternational applicants, specific Early 
Career Investigator Showcase oppor-
tunities for international researchers, 
online courses open to all members 
and nonmembers, and a strong em-
phasis on international participation 
within the Innovation Nexus pro-
gram. These efforts are a good start, 
but the AUA Research Council has 
identified a clear need to further en-
gage international stakeholders as a 
strategic goal through 2025. Interna-
tional urology researchers often face 
additional challenges due to resource 
constraints, lack of research infra-

structure, varying health care systems, 
workforce shortages, and technology 
limitations. We recognize the need 
to improve our global reach in sup-
porting the unique needs of urologi-
cal researchers across the world with 
AUA-sponsored research education, 
grants, and investigator support.

In early 2023, we created the In-
ternational Research Work Group. 
The mission of the work group is to 
determine the needs of internation-
al urology researchers and guide 
the enhancement of AUA Office of 
Research education opportunities 
for these researchers, as well as to 
attract more international grant ap-
plications for AUA awards. Work 
group members were first nominat-
ed by international societies via a 
request from the AUA International 
Membership Committee. Nominees 
were required to have a strong track 
record of urological research and an 
interest in increasing urological dis-
covery and innovation, collaborating 
with the AUA and with urological 
researchers from around the world 
and improving AUA offerings to the 
international research community. 
A total of 37 researchers were nom-
inated from 16 countries. The AUA 
Office of Research and International 
Programs staff reviewed the nomina-
tions and made selections based on 
research experience, country and re-
gion, specialty area, career stage, and 
committee diversity. The selected 
work group members represent all 

AUA regions and 11 different coun-
tries. We would like to congratulate 
the following individuals on their ap-
pointments to the AUA Internation-
al Research Work Group (see Table).

AUA Secretary Dr John 
Denstedt; AUA Secretary-elect Dr 
David Penson; and AUA Assistant 
Secretaries Dr Aseem Shukla, Dr 
Jorge Gutierrez-Aceves, and Dr 
Jose Karam also will advise the 
work group. We will augment the 
work group with several additional 
members in the coming weeks to 
maximize global representation.

The International Research 
Work Group held its initial meet-
ing in February 2023. The first task 
for this group will be to create and 
distribute an International Urology 
Researcher Needs Assessment sur-
vey to determine how the AUA can 
best support international research-
ers in engaging in current or new-
ly created AUA and Urology Care 
Foundation research programs. The 
working group will meet monthly 
via video conference over the course 
of the next year to create the survey, 
analyze the results, and make rec-
ommendations to the AUA to fill 
gaps in community needs. Using 
this information, the work group will 
make a series of recommendations 
for improving and enhancing Of-
fice of Research programs and then 
work with the Research Council to 
implement these recommendations.

The AUA Office of Research is 

committed to expanding the glob-
al reach of our research education, 
grants, and support programs. 
Whether through additional online 
offerings, adaptation of current 
course content, new or modified 
grant mechanisms, or additional 
mentoring services, we will strive 
to meet the needs of international 
urology researchers and increase 
their engagement with the AUA. 
The need for global health re-
search has never been greater. It is 
time to reduce international barri-
ers to working together as we im-
prove urological care and discov-
ery. Please join us in these efforts 
and, as always, feel free to reach 
out to me personally at Steven.Ka-
plan@mountsinai.org or tweet at 
@MaleHealthDoc. STOP

FROM THE AUA RESEARCH COUNCIL

Table. AUA International Research Work Group

Luciano Nunez Bragayrac, MD Peru

Eric Chung, FRACS, MBBS Australia

Sudip Das Gupta, MS, MBBS Bangladesh

Fawzy Farag, MD, PhD Egypt

Yasser Farahat, MD, PhD, FEBU, FRCS (Urol) United Arab Emirates

Rodrigo García-Baquero, MD, PhD Spain

Claudia Kesch, PD Dr. med. Germany

Vaibhav Modgil, MD, MSc, BM United Kingdom

Nicola Pavan, MD, FEBU Italy

Shinichi Sakamoto, MD, PhD Japan

Hegel Trujillo-Santamaria, MD Mexico

“�In early 2023, 
we created the 
International 
Research Work 
Group. The 
mission of the 
work group is 
to determine 
the needs of 
international 
urology 
researchers 
and guide the 
enhancement 
of AUA Office 
of Research 
education 
opportunities for 
these researchers, 
as well as to 
attract more 
international grant 
applications for 
AUA awards.”
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The Role of Artificial Intelligence in  
Urological Practice
Tina Lulla, MD
MedStar Georgetown University Hospital, 
Washington, DC 

Artificial Intelligence (AI) refers 
to the ability of a machine to in-
dependently replicate intellectual 
processes typical of human cogni-
tion. The use of AI across fields, 
including medicine, continues to 
grow as this technology becomes 
more ubiquitous.

By 2025, the growth rate of AI 
applications in health care is expect-
ed to be 24.5%.1 The application of 
AI in urology ranges from diagnos-
tic and prognostic roles to applica-
tions in surgical education and treat-
ments. AI provides more accuracy 
and can aid in clinical decision-mak-
ing and, therefore, will likely be an 
integral part of the health care sys-
tem moving forward.2

The application of AI capabili-
ties within the context of medical 
imaging is known as radiomics. 
Images can be analyzed for fea-

tures, including shape, texture, 
intensity; these data then can be 
analyzed and associated with a 
clinical outcome. Within urolog-
ical oncology, this analysis is ap-
plied to aid in cancer diagnosis. 
A study comparing a radiomics 
model interpretation of pros-
tate MRI and that of radiologists 
showed that the radiomics model 
was able to outperform radiolo-
gists in diagnosing prostate can-
cer using the Prostate Imaging 
Reporting & Data System.3 In 
practice, we also can use ma-
chine learning to automatically 
segment transrectal ultrasound 
images of the prostate to aid in 
such procedures as fusion biop-
sies with smaller margins of error 
than when manually segmented.4 
Imaging also can be analyzed 
for prognosis. For example, in 
urolithiasis, AI technology can 
predict stone composition and 
potential stone passage, enabling 
urologists to make informed deci-
sions regarding medical expulsive 
therapy vs surgical intervention.2 
Along the same lines, research-
ers can use AI analysis to predict 
patients who may have early bio-
chemical recurrence after pros-
tatectomy, allowing appropriate 
treatment plans to be formulated 
to improve outcomes and quality 
of life.5

For surgical education and 
training, AI can be used to pro-
vide in-depth analysis of robotic 
surgery and assist in these surger-
ies. Machine learning can analyze 
data from the da Vinci Surgical 
System, including instrument ki-
netic data, motion tracking, and 
systems event data (ie, camera 
movement or energy usage) in 
conjunction with the surgical vid-
eo itself and report metrics asso-
ciated with surgical efficiency.6 
Comparing these metrics between 

expert and novice surgeons shows 
differences between the 2 groups 
and can provide further guidance 
and feedback to trainees during 
robotic cases. Trainees will be able 
to reflect on this information to 
better track their performance on 
specific steps, as well as the over-
all surgery. As more work in this 
field is completed, it may help to 
standardize robotic training across 
institutions.

In conclusion, AI is transforming 
the field of urology and enabling 
urologists to provide more accu-
rate diagnoses, personalized treat-
ment plans, and innovated surgical 
technique. This will ultimately lead 
to improved health care costs and 
patient outcomes by avoiding un-
necessary tests and procedures and 
focusing on more targeted treat-
ments. As the technology contin-
ues to advance and become wide-
ly available, it will change the way 
urologists practice and train across 
the country. As a junior trainee, it is 
an exciting opportunity to see this 
technology become implemented 
and how our current practice tech-
niques continue to be modified and 
improved. STOP

Since its inception in 2002, the Res-
idents and Fellows Committee has rep-
resented the voice of trainee members of 
the AUA. The Committee’s mission is 

to address the educational and profes-
sional needs of urology residents and fel-
lows and promote engagement between 
residents and fellows and the AUA. The 
Committee welcomes your input and 
feedback! To contact the Committee, 
or to inquire about ways to get more 
involved, please email rescommittee@ 
AUAnet.org.

1.	 Grand View Research. Healthcare Predictive An-
alytics Market Analysis by Application (Operations 
Management, Financial, Population Health, Clin-
ical), By End-Use (Payers, Providers), By Region 
(North America, Europe, Asia Pacific, Latin Amer-
ica, MEA) and Segment Forecasts, 2018–2025. 
2016. https://www.grandviewresearch.com/industry 
-analysis/healthcare-predictive-analytics-market.

2.	 Shah M, Naik N, Somani BK, Zeeshan Hameed 
BM. Artificial intelligence (AI) in urology-cur-
rent use and future directions: an iTRUE study. 
Turk J Urol. 2020;46(Supp. 1):S27-S39.

3.	 Chen T, Li M, Gu Y, et al. Prostate cancer differ-
entiation and aggressiveness: assessment with a 
radiomic‐based model vs. PI‐RADS v2. J Magn 
Reson Imaging. 2019;49(3):875-884.

4.	 Lei Y, Tian S, He X, et al. Ultrasound prostate 
segmentation based on multidirectional deeply su-
pervised V-Net. Med Phys. 2019;46(7):3194-3206. 

5.	 Wong NC, Lam C, Patterson L, Shayegan B. Use 
of machine learning to predict early biochemical 
recurrence after robot-assisted prostatectomy. 
BJU Int. 2019;123(1):51-57. 

6.	 Hung AJ, Chen J, Jarc A, Hatcher D, Djaladat 
H, Gill IS. Development and validation of ob-
jective performance metrics for robot-assist-
ed radical prostatectomy: a pilot study. J Urol. 
2018;199(1):296-304. 

FROM THE RESIDENTS & FELLOWS COMMITTEE

“�The application 
of AI capabilities 
within the context 
of medical imaging 
is known as 
radiomics. Images 
can be analyzed 
for features, 
including shape, 
texture, intensity; 
these data then 
can be analyzed 
and associated 
with a clinical 
outcome.”

“�For surgical 
education and 
training, AI can 
be used to provide 
in-depth analysis 
of robotic surgery 
and assist in these 
surgeries.”

“�In conclusion, AI 
is transforming 
the field of 
urology and 
enabling urologists 
to provide 
more accurate 
diagnoses, 
personalized 
treatment plans, 
and innovated 
surgical 
technique.”
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Extended Lymph Node Sampling During Surgery  
for Pediatric Renal Tumors and Postoperative  
Complication Rates
Jonathan P. Walker, MD*
Atrium Health Levine Children’s Hospital,  
Charlotte, North Carolina

Daniel S. Han, MD*
Stanford University School of Medicine and Lucile 
Packard Children’s Hospital, Palo Alto, California

Andrew Nicklawsky, MS
University of Colorado Cancer Center, Aurora

Peter Boxley, MD
University of Colorado School of Medicine,  
Children’s Hospital of Colorado, Aurora

Jeffery Morrison, MD
University of Colorado School of Medicine,  
Children’s Hospital of Colorado, Aurora

Michael Tonzi, MD
University of Tennessee College of Medicine  
Chattanooga

Jennifer Bruny, MD
University of Colorado School of Medicine,  
Children’s Hospital of Colorado, Aurora

Jonathan P. Roach, MD
University of Colorado School of Medicine,  
Children’s Hospital of Colorado, Aurora

Nicholas G. Cost, MD
University of Colorado School of Medicine,  
Children’s Hospital of Colorado, Aurora

* Co-first authors.

Walker JP, Han DS, Nicklawsky 
A, et al. Extended lymph node 
sampling during surgery for 
pediatric renal tumors concern-
ing for malignancy does not 
increase postoperative compli-
cation rates. J Urol. 2023;209(6): 
1186-1193. 

Study Need and 
Importance

Lymph node sampling (LNS) is 
a requirement during the remov-
al of a suspected malignant renal 
mass in children, but no standard-
ized LNS template exists. Unfor-
tunately, LNS is often omitted or 
low yield, which can impact stag-
ing accuracy and treatment para-

digms. Suggestions to formalize an 
LNS template during the surgery 
for pediatric renal tumors in order 
to increase protocol compliance 
and lymph node yield (LNY) have 
been met with concerns over also 
increasing the likelihood of having 
a surgical complication. 

We hypothesized that higher 
LNY would not be associated with 
an increase in clinically significant 
complications. Our aim was to 
demonstrate the safety of a more 
extensive LNS during extirpative 
renal tumor surgery in the pediat-
ric population.

What We Found
At our institution, in patients 

0-18 years old undergoing surgery 
with LNS for a suspected renal 
malignancy, major postoperative 
complications were rare (15%) 
and there was no relationship be-
tween LNY and clinically signifi-
cant complications 5 months post-
operatively (P = .6; see Table and 
Figure). 

Limitations
This study was retrospective 

in nature and may have suffered 
from incomplete data and/or 
loss to follow-up. We believe 
those limitations were mini-
mized due to the geographically 
isolated position of our institu-
tion, which should make it less 
likely that patients would seek 
care at other facilities, espe-
cially for major complications. 
Since our data were collected 
from a single, high-volume in-
stitution, the results may not be 
generalizable to smaller-volume  
centers. 

Interpretation for Patient 
Care

We hope that our results will en-
courage more research into the use 
of a standardized LNS template 

and its effect on protocol adher-
ence, staging accuracy, LNY, and 
event-free and overall survival in 
pediatric patients with malignant 
renal tumors. STOP

JU INSIGHT

Table. Multivariable Logistic Regression Model of Select Variables on Clinically Significant Surgical 
Complications

Parameter Odds ratio (95% CI) P value

No. LNs (continuous) 0.98 (0.93, 1.04) .6

Intraoperative fluid volume, cc 1.00 (1.00, 1.00) .01

Abbreviations: CI, confidence interval; LN, lymph node.

Figure. Example of lymph node sampling templates for right- and left-sided pediatric renal tumors. 
Right, peri-hilar, para-caval, and interaortocaval lymph node packets. Left, peri-hilar, para-aortic, and 
interaortocaval lymph node packets. Blue star indicates aorta; yellow star, IVC; green star, common 
iliac artery.
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Long-term Urological Outcomes in Pelvic  
Genitourinary Rhabdomyosarcoma: A 48-Year  
Single-center Experience
Hsin-Hsiao Scott Wang, MD, MPH, 
MBAn
Boston Children’s Hospital, Massachusetts

Tenny R. Zhang, MD
NewYork-Presbyterian/Weill Cornell, New York

Venkat M. Ramakrishnan, MD, PhD
Brigham and Women’s Hospital, Boston,  
Massachusetts

Marie-Therese Valovska, MD
Brigham and Women’s Hospital, Boston,  
Massachusetts

Alan B. Retik, MD* 
Boston Children’s Hospital, Massachusetts

Richard S. Lee, MD
Boston Children’s Hospital, Massachusetts

*Posthumous Acknowledgments: The authors 
would like to express their endless gratitude 
for the many decades of mentorship, sup-
port, and teaching from Dr Alan B. Retik 
(1932-2022), who over the course of his long 
career served as Urologist-in-Chief, Surgeon-
in-Chief, and Emeritus Urologist-in-Chief 
at Boston Children’s Hospital. The immense 
impact Dr Retik had on his patients, trainees, 
and the field of urology cannot be overstated.

Wang H-HS, Zhang TR, Rama
krishnan VM, Valovska MT, Retik 
AB, Lee RS. Long-term urolog-
ical outcomes in pelvic genito-
urinary rhabdomyosarcoma: a 
48-year single-center experience. 
J Urol. 2023;209(6):1202-1209.

Study Need and 
Importance

Rhabdomyosarcoma (RMS) is 
a rare pediatric soft tissue sarcoma 
affecting the genitourinary (GU) 
system in 15%-20% of cases. Al-
though multimodal therapy with 
chemotherapy, radiation, and sur-
gery has improved survival rates, 
morbidity is high. Yet, there are 
few long-term data on urinary and 
sexual function and quality of life.

What We Found
From 1970-2018, 51 patients at 

our institution were treated for 
GU RMS of the bladder, prostate, 
pelvis, vagina, and uterus with 
a median follow-up of 21 years. 
Twenty-six patients (51%) under-
went up-front radical surgery (eg, 
cystoprostatectomy, pelvic exen-
teration) with staged continence 
mechanism creation (n=17). These 
patients had higher rates of conti-
nence (96.2% vs 58.3%, P = .003) 
compared to the 12 who initially 
underwent organ-sparing surgery 
(eg, partial cystectomy); other out-
comes were comparable between 
the 2 groups (see Table). One-third 
(n=4) of organ-spared patients re-

quired additional major corrective 
surgery. In survey results from 
the AUA Symptom Score, Inter-
national Index of Erectile Func-
tion, and Female Sexual Function 
Index, urinary complaints were 
mild, but both male and female 
patients reported significant sexu-
al dysfunction.

Limitations
Although this work represents one 

of the largest RMS populations re-
ported, our cohort is relatively small 
and limited to a single-center retro-
spective analysis. The group is also 
heterogeneous, encompassing multi-
ple types of GU RMS. We were not 
able to present oncologic outcomes 

given limitations in data collection. 
Finally, survey results were patient 
reported and subject to bias.

Interpretation for Patient 
Care

Although current Children’s 
Oncology Group protocols empha-
size multimodal therapy with blad-
der conservation in GU RMS, our 
institutional experience in up-front 
radical surgery has demonstrated 
comparable or even favorable uro-
logical outcomes. Radical surgery 
should remain an option for appro-
priately selected patients. Regard-
less of treatment strategy, nearly all 
patients reported very poor sexual 
function. STOP

JU INSIGHT

Table. Postoperative Outcomes in Patients Managed With Radical vs Organ-sparing Surgery

Complication
Radical (n=26)

No. (%)
Organ sparing (n=12)

No. (%) P value

Urolithiasis 10 (38.5) 2 (16.7) .18

Recurrent UTI or pyelonephritis 7 (26.9) 3 (25.0) .9

Urinary incontinence 1 (3.8) 5 (41.7) .003

Stricture 5 (19.2) 1 (8.3) .39

Fistula 2 (7.7) 0 (0) .32

Abbreviation: UTI, urinary tract infection.

Characterization of Stone Events in Patients  
With Type 3 Primary Hyperoxaluria
Muhammad G. Arnous, MBBCh 
Mayo Clinic, Rochester, Minnesota

Lisa Vaughan, MS
Mayo Clinic, Rochester, Minnesota

Ramila A. Mehta, BS
Mayo Clinic, Rochester, Minnesota

Phillip J. Schulte, PhD
Mayo Clinic, Rochester, Minnesota

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

Dawn S. Milliner, MD
Mayo Clinic, Rochester, Minnesota

Arnous MG, Vaughan L, Mehta  
RA, Schulte PJ, Lieske JC, Mil-
liner DS. Characterization of 
stone events in patients with 
type 3 primary hyperoxaluria.  
J Urol. 2023;209(6):1141-1150.

Study Need and 
Importance

Primary hyperoxaluria type 3 
(PH3) is a rare genetic disorder that 

JU INSIGHT

Arrow-right Continued on page 27
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typically results in frequently re-
curring symptomatic kidney stone 
events and possible kidney dam-
age. However, the factors affecting 
stone formation and risk for kid-
ney function loss in PH3 patients 
remain unclear. In this study, we 
investigated urine parameters asso-
ciated with symptomatic stones in 
PH3 patients and their correlation 
with disease outcomes in the Rare 
Kidney Stone Consortium Primary 
Hyperoxaluria Registry.

What We Found
We found that more than 90% 

of the PH3 patients developed kid-
ney stones, with a high number of 
symptomatic stone events through-
out their lifetimes (see Figure). Cal-

cium oxalate supersaturation was 
associated with an increased rate of 
lifetime stone events, even after ad-
justing for age at first event. By the 

fourth decade of life, PH3 patients 
had a lower estimated glomerular 
filtration rate compared to the gen-
eral population. 

Limitations
Due to the rarity of the disease, 

the relative recent discovery of 
the causative gene, and the lack of 
universal and affordable genetic 
testing, a relatively small number 
of patients and length of follow-up 
for study are possible limitations of 
our study.

Interpretation for  
Patient Care

Our results suggest that earlier 
genetic testing for patients with 
typical symptoms or a family his-
tory of PH3 is crucial in order to 
initiate available dietary and phar-
macological treatments. There re-
mains an urgent need for more 
effective therapeutic agents to 
reduce urinary oxalate excretion 
and number of stone events, and 
to prevent kidney damage over 
the lifetime of affected patients. 
Our evidence suggests urinary 
calcium oxalate supersaturation 
may be a promising shorter-term 
biomarker to judge treatment ef-
fect. Our study provides import-
ant insights into the stone disease 
burden of PH3 patients and high-
lights the need for further research 
in this area. STOP

“�Calcium oxalate 
supersaturation 
was associated 
with an increased 
rate of lifetime 
stone events, even 
after adjusting for 
age at first event.”

Figure. Patient trajectories by age at each stone event, stratified by age at the first stone event quar-
tile, among patients with at least 1 stone event (N=62). Patients are ordered by age at their first stone 
event. Stone event types are distinguished by shape and color, as well as age at primary hyperoxaluria 
(PH) diagnosis and age at the last follow-up.

CHARACTERIZATION OF STONE EVENTS IN PATIENTS
Arrow-right Continued from page 26

Ureteral Stent Placement, Emergency Department  
Visits, and Opioid Prescriptions Among Youth
Gregory E. Tasian, MD, MSc, MSCE
The Children’s Hospital of Philadelphia, Pennsylvania

Mitchell G. Maltenfort, PhD
The Children’s Hospital of Philadelphia,  
Pennsylvania

Kyle Rove, MD
Children’s Hospital Colorado, Aurora

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

Puneeta Ramachandra, MD
Nemours Children’s Health, Wilmington, Delaware

Bob DeFoor, MD, MPH
Cincinnati Children’s Hospital and Medical Center, 
Ohio

Nicolas Fernandez, MD
Seattle Children’s Hospital, Washington

Christopher B. Forrest, MD, PhD
The Children’s Hospital of Philadelphia,  
Pennsylvania

Jonathan S. Ellison, MD
Children’s Wisconsin & Medical College of 
Wisconsin, Milwaukee

Tasian GE, Maltenfort MG, Rove 
K, et al. Ureteral stent place-
ment prior to definitive stone 
treatment is associated with 
higher postoperative emergen-
cy department visits and opioid 
prescriptions for youth having 
ureteroscopy or shock wave 
lithotripsy. J Urol. 2023;209(6): 
1194-1201.

Study Need and 
Importance

Ureteral stents cause pain and 
urinary symptoms for most pa-
tients; however, the impact of uret-
eral stents among pediatric patients 
undergoing kidney stone surgery is 
poorly understood. We determined 
the association between ureteral 
stents and emergency department 
(ED) visits and opioid prescrip-
tions for youth having ureterosco-
py or shock wave lithotripsy (SWL) 
to improve the evidence base that 
informs clinical decision-making 

for the rapidly growing population 
of patients with early-onset kidney 
stone disease. 

What We Found
In a retrospective cohort study 

conducted at 6 pediatric health 
systems that participate in PEDS-
net, a clinical research network 
that aggregates electronic health 
data, we found that ureteral stents 
placed before or concurrent 
with ureteroscopy or SWL were 

JU INSIGHT
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“�Our results 
strengthen the 
evidence for 
the AUA and 
Endourological 
Society guidelines, 
which currently 
are supported only 
by expert opinion, 
to recommend 
against routine 
‘pre-stenting.’”

Clinically Important Differences for Pain and  
Urinary Symptoms in Urological Chronic Pelvic  
Pain Syndrome
Alisa J. Stephens-Shields, PhD
University of Pennsylvania, Philadelphia

H. Henry Lai, MD
Washington University, St Louis, Missouri

J. Richard Landis, PhD
University of Pennsylvania, Philadelphia

Karl Kreder, MD, MBA
University of Iowa, Iowa City

Larissa V. Rodriguez, MD
Weill Cornell Medicine, New York,  
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Bruce D. Naliboff, PhD
University of California, Los Angeles

Niloofar Afari, PhD
University of California, San Diego

Siobhan Sutcliffe, PhD,  
ScM, MHS
Washington University, St Louis, Missouri

Robert Moldwin, MD
Zucker School of Medicine at Hofstra-Northwell, 
Lake Success, New York

James W. Griffith, PhD
Northwestern University, Chicago,  
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J. Quentin Clemens, MD
University of Michigan, Ann Arbor

Catherine S. Bradley,  
MD, MSCE
University of Iowa, Iowa City

Susan Quallich, PhD
University of Michigan, Ann Arbor
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University of Michigan, Ann Arbor

Steven E. Harte, PhD
University of Michigan, Ann Arbor

John T. Farrar, MD, PhD
University of Pennsylvania, Philadelphia

Stephens-Shields AJ, Lai HH, 
Landis JR, et al. Clinically im-
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chronic pelvic pain syndrome: 
a MAPP network study. J Urol. 
2023;209(6):1132-1140.

Study Need and 
Importance

Phenotypic heterogeneity in in-
dividuals with interstitial cystitis/
bladder pain syndrome and chron-
ic prostatitis/chronic pelvic pain 
syndrome, collectively termed 
urological chronic pelvic pain 
syndromes, has led to challenges 
in selecting primary end points in 
therapeutic trials. Clinically im-
portant differences (CIDs) are de-
fined as magnitudes of change in 
symptoms that patients perceive 
as meaningful. Using longitudinal 
data from the MAPP (Multidisci-
plinary Approach to the Study of 

Chronic Pelvic Pain) Research Net-
work, we determined CIDs for the 
pelvic pain severity (PPS) index 
and the urinary symptom severi-
ty (USS) index, 2 novel symptom 
measures. We derive CIDs using 
absolute and percent change and 
evaluate differences in CIDs across 
phenotypic subgroups, including 
sex-diagnosis, presence or absence 
of Hunner lesions, and widespread 
or localized pain.

What We Found
Among all participants an abso-

lute reduction of 6.8 in the 28-point 
PPS and 3.5 in the 25-point USS 
was meaningful based on regression 
methodology; this increased to a 
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associated with a 33% higher rate 
of ED visits and a 30% higher rate 
of opioid prescriptions within 120 
days of the index procedure (see 

Table). These associations were 
driven by stents placed before de-
finitive surgery and were higher in 
magnitude for SWL. Our results 

strengthen the evidence for the 
AUA and Endourological Society 
guidelines, which currently are 
supported only by expert opin-
ion, to recommend against routine 
“pre-stenting.”

Limitations
Limitations introduced by the 

retrospective observational design 
include selection bias, unmea-
sured confounding, and lack of 
clinically important information 
such as surgical indications, infec-
tion, or whether the stent was left 
on a string. 

Interpretation for  
Patient Care

These results suggest that per-
forming definitive surgery, when 
possible, rather than “pre-stenting” 
could reduce the number of pediat-
ric patients who receive stents and 

reduce postoperative ED visits and 
opioid prescriptions. To this end, 
studies are needed to identify situ-
ations for which stents could safely 
be omitted. STOP

Table. Adjusted Incidence Rate Ratios for Patients Having Primary Stent Placement Compared to 
Patients Not Having Stent Placement

Incidence rate ratio 
for primary stent 95% CI P value

Emergency department visits

 � Shock wave lithotripsy and  
ureteroscopy 1.33 1.02-1.73 .04

 � Shock wave lithotripsy only 2.29 1.10-4.75 .03

  Ureteroscopy only 1.24 0.94-1.64 .12

Opioid prescriptions

 � Shock wave lithotripsy and  
ureteroscopy 1.30 1.10-1.53 .00

  Shock wave lithotripsy only 2.06 1.07-3.98 .03

  Ureteroscopy only 1.26 1.07-1.49 .006

Abbreviation: CI, confidence interval. 
Multivariable Poisson models were adjusted for Pediatric Medical Complexity Algorithm level, sur-
gery during the pandemic, sex, race/ethnicity, PEDSnet site, distance from site, and stone location. 

URETERAL STENT PLACEMENT, EMERGENCY DEPARTMENT VISITS, AND OPIOID PRESCRIPTIONS AMONG YOUTH
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reduction of 8.7 in PPS among par-
ticipants with moderate to severe 
pelvic pain at baseline. Participants 
with Hunner lesions or a likely neu-
ropathic phenotype required larger 
absolute decreases in PPS to feel 
improved (see Figure). Females re-
quired larger reductions in USS than 
males to feel improved, regardless 
of diagnosis. Percent change CID 
ranged from 30% to 50% and was 
more consistent across phenotypic 
subgroups than absolute change.

Limitations 
This study used a single Global 

Responses Assessment (GRA) as 
the anchor to determine CIDs for 
pain and urinary symptoms, with 
lower correlation between the GRA 
and USS than the GRA and PPS.

Interpretation for  
Patient Care

CIDs in pain and urinary mea-

sures differ according to phe-
notypic characteristics. Percent 
change in improvement or wors-

ening of symptoms, which was 
more consistent across phenotyp-
ic subgroups, is a viable approach 

for assessing outcomes in clinical 
management and future thera-
peutic trials. STOP

Figure. Estimates of absolute (left) and percent (right) clinically important differences for pelvic pain severity (PPS). Marker size is proportional to sample 
size; whiskers represent pointwise 95% confidence intervals. CID indicates clinically important differences; CP/CPPS, chronic prostatitis/chronic pelvic pain 
syndrome; IC/BPS, interstitial cystitis/bladder pain syndrome; N, no; USS, urinary symptom severity; Y, yes.

CLINICALLY IMPORTANT DIFFERENCES FOR PAIN
Arrow-right Continued from page 28
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J Urol. 2023;209(6):1112-1119.

Study Need and 
Importance

A family history (FH) of prostate 
cancer (PC) is a well-established 
risk factor for the development of 
PC, but an FH including other ma-
lignancies suggestive of a hereditary 
cancer syndrome (HCS; eg, breast, 
ovarian, and pancreatic cancer) is 
increasingly recognized as a risk 
factor as well. The role of a broader 

definition of FH as a risk factor for 
patients on active surveillance (AS) 
for PC has not been investigated. 
Here, we evaluate the impact of an 
expanded definition of FH on AS 
outcomes under the hypothesis that 
patients at high genetic risk based 
on their FH are at increased risk of 
disease progression.

What We Found
Using a novel scoring metric to 

capture multigeneration FH data 
among the 855 evaluable patients 
in our AS cohort, we found that 
patients with an FH suggestive of 
HCS (but not those with FH of 
PC alone) have an increased haz-
ard of biopsy progression (see Fig-
ure) and progression to treatment 
on AS, compared to patients with-
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out such FH. However, the subset 
of patients with an FH suggestive 
of HCS who underwent delayed 
treatment after a period of AS did 
not experience higher rates of ad-

verse pathology at prostatectomy 
or biochemical recurrence. 

Limitations
Longer follow-up is required to 

assess late outcomes of AS. Data 
partially predate the introduction 
of MRI into our AS program. 
Our novel FH scoring metric 
also warrants validation in future 
studies. Furthermore, FH was 
not systematically obtained by 
a genetic counselor; therefore, 
differences in documenting FH 
could have resulted in observer 
bias. 

Interpretation for  
Patient Care

Patients with an FH suggestive 
of HCS can still be safely offered 
AS but should be counseled 
about the higher risk of biopsy 
progression. These patients war-
rant closer monitoring compared 
to patients without a strong FH. 
Our data support the wider in-
clusion of an expanded defini-
tion of FH in counseling patients 
considering AS. STOP

Figure. Kaplan-Meier curve of biopsy progression-free survival (PFS) for patients with vs without a 
strong family history (FH) suggestive of a hereditary cancer syndrome (HCS).

“�Patients with an 
FH suggestive 
of HCS can still 
be safely offered 
AS but should 
be counseled 
about the higher 
risk of biopsy 
progression. 
These patients 
warrant closer 
monitoring 
compared to 
patients without 
a strong FH.”

Mini-percutaneous Nephrolithotomy or Flexible  
Ureteroscopic Lithotripsy for 1- to 2-cm Renal Stones
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and costs following mini-percuta-
neous nephrolithotomy or flexi-
ble ureteroscopic lithotripsy for 1- 
to 2-cm renal stones: data from a 
prospective, randomized clinical 
trial. J Urol. 2023;209(6):1151-1158.

Study Need and 
Importance

Both mini-percutaneous neph-
rolithotomy (mPCNL) and uretero-
scopic lithotripsy (URS) are options 
for treating renal stones sized 1-2 
cm. Limited direct comparisons of 
outcomes and procedural costs be-
tween the 2 surgical techniques exist.

What We Found
In a randomized controlled clinical 

trial, mPCNL with a urologist obtain-
ing percutaneous access significantly 
outperformed URS in rendering pa-
tients stone-free using both 0-mm and 
2-mm residual stone burden cutoffs. 
There were no differences in surgical 

time, 30-day complications, the ne-
cessity for a secondary stone proce-
dure, or pre- to postoperative serum 
creatinine change. Fluoroscopy time 
and length of stay were both higher 
in the mPCNL cohort, as the authors’ 
practice at the study time was to keep 
all mPCNL patients in the hospital 
for observation for 1 night. Although 
costs were higher in the mPCNL co-
hort, this was offset by a higher reve-
nue, resulting in no significant change 
in total hospital operating margin.

Limitations
Although postoperative imaging 

was standardized to low-dose stone 
protocol computed tomography, the 
timing of the scan varied between 

groups (postoperative day 1 for 
mPCNL patients staying overnight 
and postoperative day 1-30 for URS 
patients). Finally, all surgery was 
performed by a single endourologist 
with expertise in both surgical tech-
niques, limiting the generalizability 
of our findings given the variations 
in comfort and training in urologists 
performing stone surgery.

Interpretation for Patient 
Care

mPCNL is more likely to render 
patients stone free than flexible ure-
teroscopy. There are no differences, 
on average, in short-term complica-
tions, operating times, and operating 
margins between the 2 surgeries. STOP
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International Iohexol Shortage: Alternative Contrast 
Agents and Imaging Procedures for the Urologist
Grant Lardieri, BS* 
University of Virginia School of Medicine, Charlottesville

Emmett H. Kennady, MD* 
University of Virginia, Charlottesville

Clinton Yeaman, MD, MS
University of Virginia, Charlottesville

Noah Schenkman, MD
University of Virginia, Charlottesville

*Co-first authors.

Lardieri G, Kennady EH, Yea-
man C, Schenkman N. Interna-
tional iohexol shortage: alterna-
tive contrast agents and imaging 
procedures for the urologist. Urol 
Pract. 2023;10(3):270-277.

Study Need and 
Importance

The recent COVID-19–related  
international contrast shortage 
greatly affected the practice of 
urology, which relies heavily on 
contrasted imaging for diagnos-
tic studies and procedures. Prior 
studies have described the use of 
alternative contrast agents, alter-

native imaging procedures, and 
contrast conservation strategies 
in urological care. We sought to 
perform a review of these stud-
ies and develop a resource to 
guide the practicing urologist in 
the setting of the current, and 
any future, iodinated contrast 
shortage. 

What We Found
Older iodinated contrast agents 

such as ioxaglate and diatrizoate 
can replace iohexol for intravas-
cular and intraluminal imaging 
in patients without renal impair-
ment. Gadolinium-based agents 
such as Gadavist can also be used 
intraluminally for procedures and 
diagnostic imaging. Imaging and 
procedure alternatives include air 
contrast pyelography, contrast-en-
hanced ultrasound, voiding uro-
sonography, and low tube voltage 
CT urography (see Table). Iohex-
ol conservation strategies include 
contrast dose reduction and use of 
contrast management devices for 
vial splitting. 

Limitations
The review is limited to the ex-

isting literature and was not per-
formed systematically. 

Interpretation for Patient 
Care

The COVID-19–related con-
trast shortage caused significant 

hardship for urological care in-
ternationally, leading to delayed 
contrasted imaging studies and 
urological procedures. This re-
view can be used by the urologist 
to mitigate the lasting effects of the 
current shortage and to prepare 
in the event of a future iodinated 
contrast shortage. STOP
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Table. Alternative Strategies for Intraluminal Contrast Use

Procedure Alternative procedure Alternative contrast media

Retrograde urethrography MR urethrography or  
ultrasound (nontrauma,  
when clinically appropriate)

Gadolinium-based contrast or 
other iodinated-based contrast 
media

Cystography/urodynamics Urodynamics without video 
cystography when clinically 
appropriate

Gadolinium-based contrast or  
other iodinated-based contrast 
media

Retrograde  
ureteropyelography

Gadolinium-based contrast or 
other iodinated-based contrast 
media

Percutaneous access  
of kidney

Direct visualization,  
ultrasound, RetroPerc

Gadolinium-based contrast, 
other iodinated-based contrast 
media, gas contrast

Abbreviation: MR, magnetic resonance.
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Study Need and 
Importance

The medical system faces ongo-
ing financial pressures from chang-
es in reimbursement through Medi-
care. The impact of these Medicare 

reimbursement changes on urol-
ogy office visit reimbursements 
has not been fully examined. This 
study aims to analyze the impact of 
urology office visit Medicare reim-
bursements from 2010-2021, with a 
focus on 2021 Medicare payment 
reforms.

What We Found
The 2021 mean visit reimburse-

ment was $110.95, up from $99.42 

in 2020 and $94.44 in 2010 (both 
P < .001). From 2010 to 2020, all 
Current Procedural Terminology 
(CPT) codes except for 99211 had 
a decrease in mean reimbursement. 
From 2020 to 2021, there was an in-
crease in mean reimbursement for 
CPT codes 99205 and 99212-99215, 
and decreases in 99202, 99204, and 
99211 (P < .001). New and estab-
lished patient urology office visits 
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had significant migration of billing 
codes from 2010 to 2021 (P < .001). 
New patient visits were most com-
monly as 99204, which increased 
from 47% in 2010 to 65% in 2021 (P 
< .001). The most commonly billed 
established patient urology visit 
was 99213 until 2021 when 99214 
became the most common at 46% 
(P < .001).

Limitations
These data are limited to Medicare 

beneficiaries and may not be gener-

alizable of all urology patients and 
billing practices. Second, these find-
ings must be taken in the context of 
changes in billing guidelines in 2021, 
and long-term trends on the new bill-
ing system cannot be examined at this 
time. Lastly, most recent data must 
take into consideration the impact 
of the COVID-19 pandemic on the 
medical system and practice patterns. 

Interpretation for  
Patient Care

Urologists have seen increases 

in mean real reimbursements for 
office visits both before and after 
2021 Medicare payment reform. 
Contributing factors consisted of 
increased established patient visit 
reimbursements, decreased new 
patient visit reimbursements, and 
generally higher levels of CPT 
code billings. Practice patterns may 
have also changed, with urologists 
billing for more time per patient 
visit in the office. STOP

“�This study aims to 
analyze the impact 
of urology office 
visit Medicare 
reimbursements 
from 2010-2021, 
with a focus on 
2021 Medicare 
payment reforms.”
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Tram M, Zipkin J, Srivastava S, 
Welliver C. Outcome measures 
and inclusion/exclusion criteria 
in benign prostatic hyperplasia 
trials on ClinicalTrials.gov. Urol 
Pract. 2023;10(3):253-260.

Study Need and 
Importance

Clinical trials are essential 
to evaluate new treatments for 
benign prostatic hyperplasia. 
ClinicalTrials.gov is a public 
registry that provides access to 
ongoing and completed studies. 
Our study investigated benign 
prostatic hyperplasia trials reg-
istered on ClinicalTrials.gov. 
We were concerned that stud-
ies utilized different outcome 

measures and inclusion criteria, 
which may limit the ability to 
both understand trial outcomes 
and compare results across 
trials.

What We Found
Out of 411 registered and ex-

amined trials, the most common 
primary or secondary outcome 
measure was the International 

Prostate Symptom Score (IPSS), 
which was used in only 65% of 
studies (see Figure). Maximum 
urinary flow (Qmax) was the sec-
ond most common outcome mea-
sure (40% of studies). No other 
outcome was measured in more 
than 30% of studies. Inclusion cri-
teria varied between studies, with 
the most common being a mini-
mum IPSS (49%), maximum Qmax 
(35%), and minimum prostate 
volume (26%). The most com-
mon minimum IPSS for inclusion 

was 13 (35% of studies that used 
IPSS). 

Exclusion criteria were often 
vague (eg, “other chronic medi-
cal condition that would make it 
difficult to participate”), making it 
difficult to understand the patient 
population in some studies. 

Limitations
This study examined information 
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Figure. Use of different outcome measures and inclusion criteria. IPPS indicates International Prostate 
Symptom Score; PVR, post-void residual; Qmax, maximum urinary flow.

“�We were 
concerned that 
studies utilized 
different outcome 
measures and 
inclusion criteria, 
which may limit 
the ability to 
both understand 
trial outcomes 
and compare 
results across 
trials.”

CHANGES IN BILLING AND REIMBURSEMENT
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on ClinicalTrials.gov, which does 
not standardize reporting of out-
comes or study criteria. Additional 
details may have been included 
in the manuscript of published 
studies that were not reported 
on the website. 

Interpretation for  
Patient Care

Most trials utilized IPSS as an 
outcome. However, only 65% 
used this validated and ubiqui-
tous questionnaire as a primary or 

secondary outcome. There were 
significant differences in the inclu-
sion criteria in the examined stud-
ies. Exclusion criteria were too 
often vague, making it difficult to 
understand the patient population 
in studies. 

Future research should consider 
using standardized outcome mea-
sures (like IPSS and Qmax) when as-
sessing urinary symptoms/function 
and well-defined inclusion/exclusion 
criteria. STOP

OUTCOME MEASURES AND INCLUSION/EXCLUSION
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Active Surveillance for the Small Renal Mass
Ravi Kumar, MD, MEng, FRCSC
Princess Margaret Cancer Centre, University Health 
Network, Toronto, Ontario, Canada

Simon Hall, MD
Smith Institute for Urology, Northwell Health, New 
Hyde Park, New York

Antonio Finelli, MD, MSc, FRCSC
Princess Margaret Cancer Centre, University Health 
Network, Toronto, Ontario, Canada

Introduction
Small renal masses (SRMs) are 

enhancing asymptomatic lesions 
in the kidney that measure 4 cm 
or less and represent nearly half 
of newly diagnosed kidney can-
cers.1 The incidence of SRMs is 
rising due to the widespread use 
of cross-sectional imaging studies 
such as CT and MRI.1 

The traditional management of 
SRMs has been surgical resection 
with partial/radical nephrectomy, 
or ablative therapies such as cryo-
therapy/radiofrequency ablation. 
More recently, active surveillance 
(AS) has emerged as a mainstay 
treatment option for SRMs. The 
uptake of AS, however, has been 
low with reports suggesting only 
10% of eligible patients undergo-
ing AS.2

AS
When an SRM is detected, on-

cologic staging is an important first 
step. Nguyen et al studied over 
24,000 renal tumors and found that 
the prevalence of metastasis at pre-
sentation was 1.4%, 2.5%, 4.7%, and 
7.4% for tumors 0-1 cm, 1-2 cm, 2-3 
cm, and 3-4 cm, respectively.3 This 
highlights that a few patients with 
SRMs will present with metastatic 
disease.

On AS, patients undergo ab-
dominal imaging every 3-6 months 
for 1 year, then every 6-12 months 
thereafter with a chest x-ray annu-
ally, although the need for chest 
imaging has been debated. Treat-
ment is generally recommended 
for rapid growth rates >0.5 cm/y, 
increased tumor diameter >4 cm, 
detection of metastatic disease, or 
patient preference. In a cohort of 
544 SRMs treated with AS, the 
rates of intervention were 9%, 22%, 
29%, 35%, and 42% at 1, 2, 3, 4, 
and 5 years, respectively.4 

For patients with solid SRMs, 
20%-30% are benign lesions, with 
the most common histology being 
oncocytoma.5 Of the remaining 
SRMs that are renal cell carcino-
mas (RCCs), 70%-80% are low 
grade with little metastatic poten-
tial.6 SRMs grow at a rate of ap-
proximately 0.28 cm/y and the 
3-year risk of metastatic progres-
sion is ~2%.7,8 A systematic review 
found that tumors that metasta-
sized were larger at presentation 
(4.1 vs 2.3 cm, P < .0001) and had a 
higher growth rate (0.8 vs 0.3 cm/y,  
P = .0001).9 

Cancer-specific survival for pa-
tients on AS vs primary interven-
tion is similar. The results from a 
prospective, nonrandomized trial 
reported 5-year cancer-specific sur-
vival rates of 99% and 100% for pri-
mary intervention and AS, respec-
tively (P = .30). It should be noted, 
however, that 5-year overall sur-
vival was worse for AS compared 
to primary intervention (75% vs 
92%, P = .06), but this is likely ex-
plained by the fact that AS patients 
were older, had worse Eastern Co-
operative Oncology Group scores, 
had more total comorbidities, and 

were more likely to have multiple 
or bilateral lesions.10 Although the 
short-term safety of AS has been 
established, the longer-term out-
comes beyond 3 years remain to 
be reported.  

The Role of Renal  
Mass Biopsy

Renal mass biopsy (RMB) can 
help identify the underlying histol-
ogy of SRMs to help drive clinical 
management. In a single center’s 
13-year experience, RMB was able 
to identify a wide variety of benign 
and malignant histologies.11 The di-
agnostic rate of RMB in a systemat-
ic review of over 5,000 patients was 
greater than 90% with a sensitivity 
of 99.1% and specificity of 99.7%. 
The rate of subtype concordance of 
RMB of SRMs with final surgical 
pathology was 96%.12

In a biopsy-characterized cohort 
of SRMs, clear cell RCC grew faster 
than papillary type 1 SRMs (0.25 vs 
0.02 cm/y on average, P = .0003). 
Some clear cell RCCs showed ac-
celerated growth only after an initial 
period of stability. The rate of met-
astatic progression was 4% in this 
study, with all metastatic patients 
having clear cell histology. Of note, 
one patient who developed met-
astatic disease showed no local tu-
mor growth after 2 years on AS.13 A 
tumor-specific, genomic signature–
informed approach will be crucial 
for optimizing patient selection for 
AS and minimizing the risk of dis-
ease under- or overtreatment.

Current Guideline 
Recommendations

Guidelines from the American 

Urological Association in 2021, 
Canadian Urological Association 
in 2022, European Association of 
Urology in 2022, and American So-
ciety of Clinical Oncology in 2017 
are fairly consistent with respect 
to the use of AS for SRMs. All of 
them recommend AS as the pre-
ferred management strategy for pa-
tients with significant comorbidity, 
limited life expectancy, excessive 
perioperative risk, or marginal re-
nal function. The Canadian Urolog-
ical Association guideline recom-
mends AS as the preferred option 
for all patients with SRMs <2 cm. 
For tumors between 2-4 cm, there 
was no consensus on the preferred 
management strategy, with 40% 
of guideline members feeling that 
definitive treatment with surgery 
or ablation should be the option 
of choice. Shared decision-making 
and using RMB when it will impact 
management are common amongst 
guidelines. Other special consider-
ations which may impact AS deci-
sions are that thermal ablation is 
most effective for tumors less than 
3 cm, and the complexity of the 
partial nephrectomy required for 
surgical extirpation. 

Future Directions
There has been recent interest 

in using imaging modalities to pre-
dict SRM histology. A retrospec-
tive analysis found that MRI had 
a sensitivity of 85% and 80% for 
detecting clear cell and papillary 
RCC, respectively, but fared worse 
for predicting chromophobe, on-
cocytoma, and fat-poor angiomy-
olipomas.14 The ZIRCON study, 
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presented at the 2023 American 
Society of Clinical Oncology Gen-
itourinary Symposium, evaluated 
a novel positron emission tomog-
raphy/CT-based imaging modali-
ty using 89Zr-DFO-girentuximab. 
Girentuximab is a monoclonal 
antibody that binds to carbonic 
anhydrase IX, an enzyme highly 
expressed in clear cell RCC. The 
study included 300 patients with 
indeterminate renal masses who 
underwent positron emission to-
mography/CT imaging prior to 
surgery, and the results showed a 
sensitivity and specificity of 86% 
and 87%, respectively, for detect-
ing clear cell RCC.15 The imaging 
modality may emerge as an ad-
junct or replacement for RMBs in 
select situations. 

Conclusion
AS has emerged as a safe and 

effective option for the manage-
ment of SRMs. RMB can help 
identify the underlying histology 
of the SRM to inform clinical man-
agement. Patients are best served 
through an individualized ap-
proach to management considering 
tumor factors (such as size, growth 
rate, histology, and location) and 
patient factors (such as age, compet-
ing health risks, and preferences). STOP
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