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Addressing the Intersection of Climate 
Change and Cancer: A Roadmap to Action 
for Urological Care Providers
Alexander P. Cole, MD
Brigham and Women’s Hospital, Harvard Medical 
School, Boston, Massachusetts 
Center for Surgery and Public Health, Brigham and 
Women’s Hospital, Harvard Medical School, Boston, 
Massachusetts

Hari S. Iyer, ScD, MPH
Rutgers Cancer Institute of New Jersey, New 
Brunswick 
Rutgers Robert Wood Johnson Medical School, New 
Brunswick, New Jersey

It is difficult to overstate the 
impacts of anthropogenic climate 
change on natural ecosystems, in-
cluding direct and indirect influenc-
es on human health.1,2 As members 
of a comparatively small surgical 
subspeciality, urologists may feel 
isolated and limited in their ability 
to confront the large-scale public 
health challenges posed by climate 
change. Nonetheless, there is grow-
ing evidence for links between 
climate change, environmental 
health, and numerous urological 
diseases.3-5 A recently convened 
working group at the National Can-
cer Institute discussed challenges 
and potential solutions to climate 
related impacts on cancer care and 
outcomes.6 We believe that the uro-
logical community must also adapt 
and identify ways our specialty can 
help meet these challenges.

Our objectives here are to (1) de-
scribe the links between planetary 
health (the health of humans and 
the natural systems that support 
our health), climate change, and 
cancer, (2) describe the challeng-
es facing the provision of prostate 
cancer care in the era of anthro-
pogenic climate change, and (3) 
outline steps to address and miti-
gate the major impending climate 
change–related challenges of uro-
logical cancer care.

Impacts of Climate 
Change on Urological 
Patient Outcomes

Climate-related changes have 
well-known impacts on natural eco-
systems, which may increase expo-
sure to environmental risk factors 
that influence urological cancer inci-
dence (see Figure).7 Extreme weath-
er events (eg, flooding, hurricanes) 
can inundate sites contaminated 
by pollutants with water, spreading 
carcinogenic chemicals into drink-
ing water sources and agricultural 
sites.8-10 Endocrine-disrupting chem-
icals which are widely used in indus-

trial manufacturing, such as per- and 
polyfluoroalkyl substances, have 
been linked with several cancers, in-
cluding prostate, testes, and kidney.11 

Higher prostate cancer incidence 
and worse outcomes have been ob-
served in regions with lower overall 
environmental quality (eg, higher 
pollution exposure, social and racial 
disadvantage).12,13 Regarding heat 
and sun exposure, prostate cancer 
risk may be higher among those with 
frequent lifetime sunburns (OR 4.30, 
95% CI 1.7-11.2) and higher general 
sun exposure in adulthood per week 
(OR 2.03, 95% CI 1.09-3.81).14

Figure. Hypothesized pathways linking climate change to urological patient outcomes.
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Emerging research suggests that 
access to green spaces (such as 
parks and tree cover) may influence 
health outcomes, including prostate 
and other cancers. Changes in bio-
diversity, habitat loss, and reduc-
tions in greenspace could lead to 
poorer survival in urological cancer 
patients. Men with lower access to 
greenspace may experience exacer-
bation of carcinogenic inflammato-
ry pathways, higher prevalence of 
inflammation-related pathology in 
prostate tumors, and higher pros-
tate cancer–specific mortality.15-17

Climate Change, Extreme 
Weather, and Impacts on 
the Health System

Climate-related natural disasters 
such as hurricanes, wildfires, and 
other extreme weather events will 
be far more common in the warm-
ing planet.18 Alongside direct health 
impacts of these events (eg, heat 
stroke, dehydration, drowning), ex-
treme weather events can indirectly 
impact patient outcomes through 
disruptions to care delivery.19 Both 
Hurricane Katrina and Hurricane 
Sandy led to hospital closures, lack 
of staffing, medication shortages, and 
interruptions of coordinated cancer 
care.20 Recent hurricanes in Puerto 
Rico caused shortages of IV fluids, 
which impacted clinical care thou-
sands of miles away from the site of 
the hurricane.21,22 Rural health cen-
ters—often the sole option for their 
patients—are already facing high 
rates of closures and loss of the rural 
physician workforce.23,24 These same 
hospitals are already often underres-
ourced, and therefore may be partic-
ularly susceptible to climate-related 
disruptions which could accelerate 
small hospital closures.25

What Can We Do 
as Clinicians and 
Researchers?

Tying urological oncology  
to planetary health 
co-benefits

Many health behavioral change 
recommendations also mitigate 
adverse impacts of climate change 

on natural systems. Encouraging 
plant-based diets is one such strate-
gy of particular relevance to urolo-
gists.5,26 Diets high in meat and low 
in fruits and vegetables are associ-
ated with greater risk of the top 3 
urological malignancies including 
prostate, bladder, and renal can-
cer.27-29 Meat-heavy diets are a risk 
factor for stone disease; reducing 
dietary meat consumption could 
offer relief to those with recurrent 
urolithiasis.30

On a global scale, livestock farm-
ing is a major contributor to green-
house gases, which, in turn, drives 
more extreme weather and heat 
waves (with many of the down-
stream effects listed above). At the 
societal level, animal agriculture 
drives ecosystem-level changes, 
including loss of biodiversity and 
reductions in greenspace, which, as 
noted earlier, may increase risk of 
prostate cancer–related mortality.16 
Animal agriculture also contributes 
to antibiotic resistance: of the over 
30,000,000 pounds of antibiotics 
used in the United States, 80% are 
in livestock farming. Of these, most 
end up in soil and water where they 
encourage antibiotic resistance: 
a significant source of sepsis after 
prostate biopsies.31

Numerous companies (Impossi-
ble, Beyond) are bringing plant-based 
meat substitutes to market, and tasty, 
nutritious cuisines that offer health 
benefits are already available (for ex-
ample, the world-renowned “Med-
iterranean Diet” is associated with 
greenhouse gas reductions that close-
ly align with targets).32 Reducing en-
vironmental impact does not require 
100% adoption of plant-based diets: 
researchers from the UK estimated 
that merely optimizing diets to com-
ply with the WHO recommenda-
tions (including decreasing red meat 
consumption by 38% and increasing 
nonstarchy vegetables by 56.4% for 
men) would lead to a 17% reduction 
in greenhouse gas emissions from 
that country.33

Reduce waste and advocate 
for a sustainable health 
delivery system

The US health system is the sec-
ond most carbon-intensive industry 
in the United States.34 Encouraging 
hospitals to reduce their energy 

consumption will decrease fossil 
fuel usage while potentially benefit-
ting patients and the health system 
as a whole. Strategies to increase 
efficiency by eliminating unnec-
essary testing, reducing costly and 
nonindicated services, reducing ad-
ministrative burden, and efficiently 
sharing information all have the po-
tential to streamline care while im-
proving quality and sustainability.35

Many physicians are respected 
community leaders. An example of 
this is physicians who are partners 
in group practices or who serve on 
hospital leadership boards. Lever-
aging trust from community mem-
bers to advocate for policies that of-
fer cancer and climate co-benefits 
is one way for physicians to shape 
values in this critical area.

Introducing sustainability pro-
tocols into health care delivery 
could address a perennial chal-
lenge: wasteful spending on health 
care in the United States. Our team 
has identified evidence for unwar-
ranted variability and high costs 
in prostate cancer care.36,37 While 
much work in these areas has em-
phasized the benefits to the health 
system of reducing the costs of 
prostate cancer care, the very fac-
tors that contribute to high costs 
(administrative spending, variabil-
ity in procedures, failures of care 
delivery, and low-value interven-
tions) also contribute significant 
energy and carbon costs.

Building sustainable health care 
systems does not always require sac-
rifices in efficiency, and may more 
closely align with goals already 
held by physicians. In the clinical 
sphere, proposals that encourage 
faster operating room turnovers, 
increased use of virtual health vis-
its, and reduction in administrative 
workload are likely to be popular 
with the physician work force and 
can reduce carbon emissions. For, 
example, a recent analysis found 
that transitioning to telehealth visits 
could result in a significant 40- to 
70-fold decrease in carbon emis-
sions while increasing patient and 
provider satisfaction.38

Build a climate-adaptive  
health system

Physician leaders must respond 
to growing climate change–im-

posed stresses to the health sys-
tem. The Centers for Medicaid 
and Medicare Services currently 
requires that providers have an 
emergency preparedness plan.6,39 

Unfortunately, these plans are not 
publicly available and although the 
body of literature is growing, limit-
ed data are available to understand 
disruptions in cancer care after nat-
ural disasters and how to respond 
to them.40 A recent report of Na-
tional Cancer Institute–designated 
cancer centers revealed that only 
17 (24%) provided emergency pre-
paredness information regarding 
climate-driven disasters on their 
public websites.41 Climate disasters 
may force patients and treatment 
to be moved to different locations, 
with disruptions lasting days or 
months. Additional recommenda-
tions include having a communi-
cation plan so that patients know 
who to contact following a disaster, 
sharing plans across state lines and 
across institutions, and providing a 
centralized system for cancer care 
in case of emergencies.

Conclusions and Future 
Directions

In closing, we argue for a urol-
ogy-focused research agenda to 
clarify links between cancer and 
climate change (see Figure). The 
medical and scientific community 
can promote research into these 
key areas and support funding 
initiatives. Public health scientists 
have responded to major public 
health challenges from AIDS to 
smoking. We must remain confi-
dent that our commitment to our 
patients and communities, along 
with our expertise in caring for pa-
tients and understanding the caus-
es of their illnesses, will allow us to 
generate the knowledge, policies, 
and adaptations needed to mitigate 
the harms of climate change.

We encourage the urological 
community to reflect on the chang-
es we must make to our behaviors, 
clinical practices, and health sys-
tem in the era of climate change 
and to identify strategies to meet 
these challenges for us and our  
patients. STOP
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Use of Open Payments Program Database to Study  
Financial Conflicts of Interest in Urology
Anna-Lisa V. Nguyen, BHSc
Schulich School of Medicine and Dentistry, London, 
Ontario, Canada

David-Dan Nguyen, MDCM, MPH
University of Toronto, Ontario, Canada

Christopher J. D. Wallis, MD, PhD
University of Toronto, Ontario, Canada
Mount Sinai Hospital, Toronto, Ontario, Canada
University Health Network, Toronto, Ontario, Canada

Background
Interactions between health care 

professionals and the pharmaceu-
tical and medical device industries 
are essential to advancing medical 
knowledge and fostering innova-
tion to ultimately improve patient 
care. This is also true in urology. 

Urologists often engage in research 
and clinical trials sponsored by 
pharmaceutical and medical de-
vice companies, which help gen-
erate important data, develop new 
therapies, and refine existing treat-
ments.

However, financial relationships 
between physicians and industry 
stakeholders may also generate 
conflicts of interest. These may 
influence medical decision-making, 
prescription practices, and re-
porting of research. For example, 
recent research demonstrated a 
relationship between payments 
from benign prostatic hyperplasia 
surgery device manufacturers and 

positive published positions on that 
company’s device by key opinion 
leaders.1 To maintain the integrity 
of the profession and ensure pa-
tient trust, it is crucial to address 
and manage these conflicts of inter-
est effectively.

The focus of this article is to ex-
plore industry payments to urolo-
gists, shedding light on the avail-
able evidence and discussing future 
research and initiatives needed in 
this space.

Open Payments Database
It has nearly been 10 years since 

the Centers for Medicare & Med-

icaid Services released the Open 
Payment Program (OPP) database 
which contains payments made 
to physicians by manufacturers of 
federally covered devices, drugs, or 
medical supplies. Physicians’ own-
ership or investment interests are 
also captured. The purpose of the 
program is to enhance transpar-
ency in the health care system. To 
date, it is arguably the most signif-
icant initiative of its kind and con-
tains more than 78.8 million public 
records that total $63.2 billion US 
(USD) in transactions.2 In the last 
decade, much of the research on 
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industry payments to urologists has 
relied on OPP.

Industry Payments to 
Urologists: What do We 
Know?

Research using OPP reports 
from 2014 found that $32.4 million 
USD was being paid to over 8,000 
urologists annually. As a whole, 
urologists were ranked eighth high-
est in terms of median total value of 
payments per capita out of all spe-
cialties.3 Between 2014 and 2018, 
75% of urologists received at least 1 
reported industry payment. While 
most received less than $1,000 
USD annually, in aggregate, this 
represented over $168 million over 
these 5 years.4

Future Research: 
Differential Allocation 
of Industry Payments

While general characterizations 
of industry payments have been 
the focus of the last decade, there 
is growing interest in characteriz-
ing subgroups of physicians with 
important influence on practice.4-7 
OPP data have been used to de-
scribe industry payments in urology 
using variables such as subspecial-
ty, academic involvement, editorial 
board involvement, and guideline 
authorship.4,6,8 While these promi-
nent urologists’ relationships can be 
beneficial in advancing therapies 
through industry collaboration, 
the patients’ best interests and trust 
must be at the forefront.

Moreover, future research can 
seek to further characterize urolo-
gists receiving industry payments 
and comparing them to the aver-
age urologist. Such analyses may 
elucidate avenues for further tar-
geted policy development or in-
vestigation of the influence of in-
dustry on urological practice. We 
recently presented data evaluating 
high-payment urologists (eg, re-
ceived more than $50,000 USD in 
general payments in a single year). 
We found that the overwhelming 
majority of recipients were male, 

the most highly represented sub-
specialty was urologic oncology, 
and 60% held an academic ap-
pointment.5 These individuals 
represent 1% of all US urologists 
who received general personal 
payments from industry in 2021. 
Interestingly, the AUA census in 
2022 allows us to further contex-
tualize our work: while gender 
and subspecialty representation 
is relatively proportional, academ-
ic urologists are proportionally 
overrepresented among those re-
ceiving large industry payments.9 
While this may not be surprising 
considering the academic roles of 
urologists practicing in university 
settings, it is important given the in-
fluential role these physicians have 
on the training of resident physi-
cians, the published literature, and 
guidelines. Differences in distribu-
tion between AUA membership 
and urologists included in OPP 
data can help uncover additional 
patterns and inform future work 
in mitigating the potential negative 
outcomes of industry payments 
while maximizing the  benefits.

Transparency
Ultimately, the intended pur-

pose of OPP is to enhance trans-
parency of industry payments to 
providers. Research using OPP 
should strive to achieve this by 
providing informative and action-
able analyses of the data. For ex-
ample, OPP research can inform 
greater regulation of industry pay-
ments to urologists in positions of 
academic or clinical leadership. 
Many countries and professional 
organizations have implemented 
regulations and guidelines that 
require the disclosure of financial 
relationships between health care 
professionals and industry stake-
holders. Transparent reporting 
allows patients, researchers, and 
regulatory bodies to assess poten-
tial conflicts of interest and make 
informed decisions based on com-
plete information. The National 
Comprehensive Cancer Network 
has set forth disclosure policies to 
protect the integrity of guideline 
development. Such examples of 

policies include deeming those 
who receive more than $20,000 
annually from a single external en-
tity or $50,000 annually from all 
entities ineligible for service or ap-
pointment for involvement within 
guideline working groups.10

Professional organizations play 
a vital role in ensuring transparen-
cy and ethical conduct. They can 
provide guidelines for interactions 
with industry, offer educational 
programs on conflicts of interest, 
and facilitate disclosure processes. 
Additionally, fostering a culture of 
disclosure and promoting the re-
porting of financial relationships 
can help reduce the stigma associ-
ated with such collaborations. OPP 
research can provide evidence and 
targets for these organizations.

Conclusion
Collaboration between urol-

ogists and industry stakeholders 
is crucial for advancing medical 
knowledge, improving patient 
care, and promoting innovation. 
However, it is equally important 
to address the ethical concerns 
and potential conflicts of interest 
that may arise from these relation-
ships. Transparency and disclosure 
play a pivotal role in maintaining 
the trust of patients and the wider 
health care community. By striking 
a balance between collaboration 
and transparency, urologists can 
uphold the highest ethical stan-

dards while driving advancements 
in urological care for the benefit of 
patients worldwide.

Initiatives such as the OPP da-
tabase have significantly enhanced 
our ability to study potential finan-
cial conflicts of interest. While it 
has illuminated numerous aspects 
of conflict of interest in medicine, 
it should be viewed as a resource 
to inform bolder and more effec-
tive action to tackle industry-relat-
ed conflicts of interest while maxi-
mizing the benefits of industry and 
urology partnerships. STOP
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“ By striking a 
balance between 
collaboration and 
transparency, 
urologists can 
uphold the highest 
ethical stan dards 
while driving 
advancements in 
urological care 
for the benefit 
of patients 
worldwide.”
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Enzalutamide is an orally admin-
istered potent androgen-receptor 
signaling inhibitor that targets mul-
tiple steps in the androgen signaling 
pathway including ligand-receptor 
binding, nuclear translocation, DNA 
binding, and coactivator recruit-
ment.1 Enzalutamide was initially 
approved in 2012 for the treatment 
of castrate-resistant prostate cancer 
(CRPC) in patients who previous-
ly received docetaxel based on the 
AFFIRM trial, which demonstrat-
ed both a statistically significant ra-
diographic progression-free surviv-
al and overall survival for patients 
receiving enzalutamide.1 Its thera-
peutic approvals have subsequent-
ly migrated earlier in the treatment 
paradigm for patients with prostate 
cancer including metastatic CRPC 
without prior docetaxel (TER-
RAIN, PREVAIL), nonmetastat-

ic CRPC (STRIVE, PROSPER), 
and metastatic hormone-sensitive 
prostate cancer (ARCHES, EN-
ZAMET).2-7 These successful trial 
results are reflected in our current 
guidelines for advanced prostate 
cancer treatment, which includes 
enzalutamide in combination with 
androgen deprivation therapy 
(ADT) as a standard of care for 
these men (see Figure).8

Recent trials are now investigat-
ing the current standards of care 
for men with earlier stage disease 
including patients with high-risk 
localized prostate cancer, on active 
surveillance (AS), or those with 
biochemical recurrence (BCR; see 
Figure). First, while AS delays the 
side effects and morbidity of local 
treatment, about 40% of men will 
discontinue AS within 5 years of 
diagnosis.9 There may be an op-
portunity for earlier introduction 
of systemic therapy in men diag-
nosed with localized prostate can-
cer who desire to prolong time 
on AS and delay prostate cancer 
progression. The phase 2 EN-
ACT trial compared men on AS 
alone (113 men) to 1 year of en-
zalutamide monotherapy plus AS 
(114 men) with up to 2 years of 
follow-up.10 Importantly, enzalut-
amide reduced the risk of pros-
tate cancer histopathological pro-
gression by 46% compared to AS 
alone (HR 0.54, 95% CI 0.33-0.89,  
P = .02). Secondary end points in-
cluded time to PSA progression, 
odds of negative biopsy at 1 and  
2 years, and volume of disease (can-
cer positive cores) at 1 and 2 years. 
Enzalutamide was well tolerated 
with most common adverse events 
being fatigue (62 [55.4%]) and gyne-
comastia (41 [36.6%]).10 While there 
are limitations to the ENACT trial 
such as PSA rebound after enzalut-
amide cessation, side effects, and 
cost associated with treatment, it is 
hypothesis generating as we try to 
elucidate ways to delay prostate can-
cer progression in men with earlier 
stage, low-grade disease and encour-
age greater adoption of AS protocols.

Following definitive primary 
therapy (eg, surgery or radiothera-
py) and prior to the development 
of detectable metastatic disease 
on conventional imaging, near-
ly one-third of men with prostate 
cancer will experience a PSA-on-
ly rise, termed BCR. Patients with 
BCR at highest risk for progres-
sion are those with PSA doubling 
time ≤9-12 months, PSA ≥1 ng/mL  
following radical prostatectomy,  
PSA ≥2 ng/mL above nadir postra-
diotherapy, Gleason 8 or more, 
adverse pathological features at 
time of radical prostatectomy, and/
or shorter interval to biochemical 
failure. While their current options 
include observation, intermittent 
ADT, or salvage radiation, the 
soon-to-be published EMBARK 
trial, which was recently present-
ed at AUA2023, explores en-
zalutamide as a novel option for 
men with BCR. Conducted over 
an 8-year period, EMBARK is a 
phase 3 global, multicenter study 
of 1,068 high-risk men with BCR 
who were randomized 1:1:1 to en-
zalutamide+ADT, placebo+ADT, 
or enzalutamide monotherapy. 
Compared to ADT+placebo, en-
zalutamide monotherapy and en-
zalutamide+ADT significantly re-
duced risk of metastasis and death 
by 36.9% (HR 0.63, 95% CI 0.46-
0.87, P  = .005) and 57.6% (HR 

0.42, 95% CI 0.31-0.61, P < .001),  
respectively. This clinically mean-
ingful treatment effect was con-
sistent across their prespecified 
subgroups and remained signifi-
cant regardless of prior hormonal 
therapy, prior prostatectomy, base-
line PSA, PSA doubling time, and 

Figure. Utilization of enzalutamide in prostate cancer treatment. Blue shading indicates guide-
lines-approved areas for use of enzalutamide. Orange shading indicates trials evidence to suggest 
potential future utilization of enzalutamide in this space. CRPC indicates castrate-resistant prostate 
cancer; HSPC, hormone-sensitive prostate cancer.
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“ With regard to 
secondary end 
points, (1) time 
to first new 
neoplastic agent 
and (2) time to 
PSA progression, 
enzalutamide+ 
ADT combination 
was superior in 
efficacy compared 
to ADT alone.”

“ While 
enzalutamide 
is currently 
1 standard of 
care option for 
advanced prostate 
cancer treatment, 
the recent ENACT 
and EMBARK 
trials offer 
compelling data 
for understanding 
the role of 
enzalutamide 
earlier within 
the prostate 
cancer treatment 
paradigm.”
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age. With regard to secondary end 
points, (1) time to first new neo-
plastic agent and (2) time to PSA 
progression, enzalutamide+ADT 
combination was superior in ef-
ficacy compared to ADT alone 
(new neoplastic agent: HR 0.36, 
95% CI 0.26-0.49, P < .001; PSA 
progression: HR 0.07, 95% CI 
0.03-0.14, P  < .001). The side-effect 
profile of combination enzalut-
amide+ADT was consistent with 
the established safety profile for en-
zalutamide in other prostate cancer 
treatment settings.

While enzalutamide is currently 
1 standard of care option for ad-
vanced prostate cancer treatment, 
the recent ENACT and EMBARK 
trials offer compelling data for un-
derstanding the role of enzalut-
amide earlier within the prostate 
cancer treatment paradigm. Addi-
tional questions remain to better 
understand which prostate cancer 
patients can optimally benefit from 
earlier utilization of enzalutamide. STOP
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Introduction and Barriers 
to Equity

In the United States, on average, 
Black men with prostate cancer 
(PCa) have an earlier onset of dis-
ease, present with more advanced 
stages, and have worse cancer-spe-
cific survival than their White coun-
terparts.1 Understanding the causes 
of these disparities is the first step to-
ward ameliorating them. However, 
these disparities are multifactorial: 
a combination of inadequate access 
to care, modifiable environmental 
risk factors and exposures, and ac-
quired epigenetic alterations. Besides 
patient-level factors, systems issues 
such as inadequate recruitment of un-
derrepresented minorities in clinical 
trials, dissimilar screening, staging, 
and management patterns continue 
to widen the gap between patients 

and equitable health care.2 The 
path toward equity is also hindered 
by mistrust in the medical system, 
lower rates of health literacy, social/
cultural stigmas surrounding PCa, 
and a dearth of Black health care 
providers.3-5 While advancements 
have been made in studying inequi-
ties in PCa care, significant barriers 
remain, particularly pertaining to so-
cial determinants of health (SDOH). 
Herein, we comment on the associ-
ation of SDOH in PCa patients and 
propose strategies to help counteract 
disparities in both clinical scenarios 
and biomedical study design.

SDOH
Discussing health care dispar-

ities without acknowledging race 
as a social construct and the im-
pact of structural racism would be  
irresponsible.3,6 Because of racist 
policies, Black individuals have 
been subject to adverse social deter-
minants which are directly correlat-
ed with health risks and outcomes. 
For example, redlining, a discrim-
inatory federal policy, has led to 
higher exposure of air pollution and 
neighborhood deprivation in Black 
individuals—the demographic which 
leads the nation in rates of poor on-
cologic outcomes.7 With this frame 
of reference, socioeconomic factors 

and tumor biology have previously 
been considered separate factors 
contributing to gaps in PCa care. 
However, what is least understood 
is the complex interaction between 
either factor. Our understanding of 
this interplay between SDOH and 
biology continues to burgeon—over-
all, carcinogenesis and, ultimately, 
aggressive disease can result from 
epigenetic alterations resulting from 
structural inequities. However, the 
incorporation of SDOH into the 
study of PCa disparities is limited.

A recent meta-analysis evaluat-
ing the association of SDOH with 
PCa-specific mortality (PCSM) and 
overall survival (OS) among Black 
and White PCa patients demon-
strated a significant race-SDOH in-
teraction for both PCSM (P < .001) 
and OS (P  = .03). Notably, in studies 
with minimal accounting for SDOH 
variables, Black patients had signifi-
cantly higher PCSM compared to 
their White counterparts (P < .001). 
Meanwhile, for those with greater 
accounting for SDOH, PCSM was 
significantly lower among Black pa-
tients compared with White patients 
(P = .02).8 Taken together, these find-
ings support a significant interaction 
between race and SDOH with re-
spect to PCSM and OS among PCa 
patients, thus highlighting the im-
portance of incorporating SDOH.

Potential Strategies

Clinical approach
An essential goal of health care 

delivery should be to build a ther-
apeutic alliance between the patient 
and provider. However, this goal 
will remain lofty and likely un-
achievable without recognition and 
acknowledgment of the historical 
and contemporary acts that build 
mistrust in the institution of med-
icine. Historically, Black patients 
have been victims of medical ex-
perimentation. Additionally, when 
examining contemporary factors, 
Black men are less likely to be of-
fered or enrolled in clinical trials. 
When enrolled in clinical trials, data 
suggest they are less likely to re-
ceive the study drug, as seen in the 
retrospective review of several cas-
trate-resistant PCa phase 3 trials.9

Thus, to build this therapeutic 
alliance, providers must recognize 
the track record that has led us to 
this point and take steps to address 
this problem. The major step to ad-
dressing this issue is a true shared 
decision-making process, which 
seems straightforward. However, 
the Agency for Healthcare Re-
search and Quality suggests using 

PROSTATE CANCER
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the SHARE approach in shared 
decision-making. This approach 
includes: Seeking patient partici-
pation, Helping the patient explore 
and compare treatment options, 
Assessing the patient’s values, 
Reaching a decision, and Evaluat-
ing that decision. To participate in 
a shared decision-making process, 
providers must have cultural com-
petency, as patients’ values may 
vary across cultures, and recognize 
and discuss barriers that include 
SDOH, both of which benefit our 
patients.10,11

By revising the approach to pa-
tient interactions, providers can 
make substantial strides in address-
ing feelings of being unheard and 
medical mistrust. Adjusting our 
strategy and taking the time to un-
derstand patient hesitancy, provid-
ers will have an opportunity to dis-
cuss the dearth of representation in 
clinical trials, acknowledge histori-
cal acts, and ultimately emphasize 
the importance of representation 
in clinical trials, as these trials are 
the basis for developing treatment 
guidelines. Lastly, data suggest 
that communication, perceptions 
of care, and health outcomes are 
improved in race-concordant pa-
tient-provider relationships,12,13 fur-
ther highlighting the importance 

of diversification of the urological 
physician workforce.

Biomedical research and 
clinical trials

The underrepresentation of Black 
men in PCa clinical trials is well doc-
umented, resulting in limited gener-
alizability.2,5 To improve generaliz-
ability and address inequities, the 
medical field must make concerted 
efforts to recruit and enroll these 
patients through allocating funds, 
diversification of researchers and 
coordinators, community partner-
ships, increasing health literacy, and 
addressing medical mistrust. Desig-
nating resources, specifically toward 
minority-serving institutions, and 
providing adequate funds to develop 
and maintain the necessary research 
infrastructure are essential.14

Medical mistrust has contributed 
to poorer health literacy and sub-
optimal representation in research 
studies. This further hinders re-
cruitment efforts, which are already 
ineffective at reaching minority pa-
tients. Building de novo trust from 
an academic center is challenging; 
therefore, patient outreach utilizing 
established, communal avenues can 
play a major role. Places of worship 
and religious leaders often signifi-

cantly influence the Black commu-
nity and serve as a gathering place 
for numerous community events. 
Proposed interventions suggest col-
laboration with trusted community 
organizations and leaders to recruit 
and educate patients on clinical tri-
als and the importance of research 
involvement.15 Trials focused on re-
cruiting Black patients would bene-
fit from having a minority-specific 
recruitment plan and working to 
establish communication channels 
with trusted, integrated organiza-
tions within the community.16

Race and SDOH are closely in-
tertwined; this association should 
not be avoided in scientific design, 
reporting, or clinical practices, but 
rather be the lens through which 
we work to improve the standard 
of care, equity, and, ultimately, out-
comes for our patients. STOP
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Improving Equity in Prostate Cancer Outcomes  
Through Patient-reported Outcome Measures
Mara Koelker, MD
Brigham and Women’s Hospital, Harvard Medical 
School, Boston, Massachusetts
University Medical Center Hamburg-Eppendorf, 
Hamburg, Germany

Jonathan Makanjuola, MD
King Edward VII Memorial Hospital,  
Bermuda Hospitals Board, Bermuda

Racism and inequity are prob-
lems in the health system of the 
United States. With prostate cancer 
being a common disease affecting 
millions of men, physicians should 
engage in the current efforts to  

improve equity across prostate 
cancer care. Disparities in prostate 
cancer outcomes persist, particu-
larly among marginalized and un-
derserved populations.1 They can 
arise due to differences in access 
to health care, cultural background 
and health beliefs, socioeconomic 
factors, as well as systemic racism.2,3 
This includes cultural, linguistic, or 
financial challenges that impact 
their prostate cancer experience.4,5 
Additionally, demographic factors 
such as race and ethnicity, socio-

economic status, and the patient’s 
geographical location play an im-
portant role in the existing inequity 
in prostate cancer care.6 Further-
more, as shown in prior studies, 
racial disparities potentially lead 
to delayed cancer diagnosis, treat-
ment, and supportive care after, for 
example, surgery or radiation.7 As 
discussed by Cole at al recently, 
strategies to address these dispari-
ties should include patient-reported  
outcome measures (PROMs) to 
capture patients’ experiences and 

preferences in order to improve 
prostate cancer outcomes for all 
men.8 PROMs offer an inexpen-
sive tool in enhancing patient- 
centered care and promoting equi-
ty. They capture patients’ percep-
tions of their burden, functional sta-
tus, symptoms, and overall quality  
of life.

In order to promote equity, 
PROM use should be considered in 
different settings. PROMs provide  

PROSTATE CANCER
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valuable information about pa-
tients’ impairment prior to treat-
ment, quality of life, and possibly 
treatment preferences. When con-
sidering these outcomes, health 
care providers can individualize 
treatment plans and use PROMs 
as decision aids.9 Through this pa-
tient-centered approach disparities 
could be reduced in an early treat-
ment stage. Additionally, PROMs 
allow for real-time identification 
of side effects and, in the next 
step, management of treatment- 
related symptoms and toxicities. 
In our own institutional analysis at 
Brigham and Women’s Hospital in 
Boston presented at AUA2023, we 
showed that non-Hispanic Black 
men had significantly lower quali-
ty-of-life scores at 3 and 6 months 
after their radical prostatectomy 
(P < .01) compared to their White 
counterparts.10 This difference was 
mostly driven by sexual and uri-
nary function, even though surgery 
was performed by the same high- 
volume surgeons. In the long-term 
results, 12 and 24 months postsur-
gery, these differences were mitigat-
ed. Therefore, timely identification 
of side effects is especially import-
ant in populations that may face 

additional barriers to health care 
access. Additionally, PROMs could 
lead to a shared decision-making 
process between patients and their 
physicians, which is essential for 
equitable care. Collaborative ap-
proaches strengthen patient em-
powerment and reduce disparities 
in treatment decision-making.

Nevertheless, achieving equity 
in prostate cancer outcomes re-
quires a multilevel approach that 
addresses the underlying dispari-
ties and ensures patient-centered 
care. To maximize the impact of 
PROMs, health care systems need 
to expand their utilization. Efforts 
should be made to ensure equitable 
access to patient-reported outcome 
(PRO) assessments for all patients, 
including those from marginalized 
communities. Further, physicians 
and researchers need to be trained 
in cultural sensitivity to interpret 
the results.

Large-scale analysis of PRO 
data can help identify patterns and 
trends in prostate cancer outcomes 
among different populations, shed-
ding light on potential dispari-
ties. This knowledge can lead to  
targeted and individualized inter-
ventions and policy changes aimed 

at reducing inequities and improv-
ing overall prostate cancer care. 
This includes considering patient 
perspectives in clinical trials and 
decision-making processes. By in-
corporating these approaches, the 
development of new treatments 
and interventions can better align 
with their needs, preferences, and 
priorities.

Integrating PROMs into clinical 
practice allows health care pro-
viders to individualize treatments, 
assess side effects, and engage in a 
shared decision-making approach, 
all of which contribute to more 
patient-centered care. However, 
to fully leverage the benefits of 
PROs, there is a need for standard-
ized  assessment tools, analysis, and 
most importantly equitable access 
to patient-reported assessments. 
Collaborative efforts are essential 
in implementing these programs 
and addressing disparities in pros-
tate cancer outcomes. By embrac-
ing PROMs in the existing struc-
tures, health care systems can make 
significant steps toward achieving 
equity in prostate cancer care and 
outcomes, ultimately improving 
the lives of men affected by pros-
tate cancer. STOP
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Artificial Intelligence in Radical Prostatectomy
Ranveer Vasdev, MD
Mayo Clinic, Rochester, Minnesota

Abhinav Khanna, MD
Mayo Clinic, Rochester, Minnesota

Machine learning has gained sig-
nificant popularity in recent years, 
but this technology is not new 
to urology. In 1997, Kattan and  
colleagues explored the use of arti-
ficial neural networks for prostate 
cancer survival prediction.1 Since 
then, disruptive technologies and 
advancements in computational 
processing power have enabled 
the expansion of machine learning 
techniques into previously unat-

tainable realms. Contemporary ap-
plications of artificial intelligence 
(AI) tools are widespread and in-
clude prostate cancer imaging, pa-
thology interpretation, and even 
robotic surgery.

Among the ripest targets for 
the use of AI in prostate cancer is 
to aid in prostate cancer diagnosis 
on MRI. Prostate anatomy is often 
segmented as part of radiologists’ 
routine clinical workflow to enable 
MR-fusion prostate biopsy. This 
practice has facilitated the rapid de-
velopment of large and high-quality  
data sets with minimal manual 
data labelling, which can often be 

labor intensive and in some cas-
es prohibitive. Further, correlative 
pathologic data are often available 
from both prostate biopsy as well as 
subsequent prostatectomy, provid-
ing AI models with a clear and ro-

bust “ground truth” upon which to 
train. Several groups have explored 
the use of AI to interpret prostate 
MRI imaging with quite promising 
results.2 Similarly, AI has shown 
promise in interpretation of prostate 
biopsy histopathology. Paige Pros-
tate, a commercial AI software for 
automated interpretation of pros-
tate biopsy pathology, was the first 
AI-powered pathology interpreta-
tion algorithm to receive Food and 
Drug Administration approval.3

In recent years, applications of 
AI in prostate cancer have moved 

PROSTATE CANCER 
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prostate cancer 
diagnosis on MRI.”
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beyond imaging and pathology, 
and into surgical interventions in-
cluding robotic-assisted radical 
prostatectomy (RARP). In their 
2018 study, Hung and colleagues 
demonstrated that automated tech-
nical performance metrics of sur-
geons were correlated to hospital 
length of stay following RARP.4 
This landmark study provided 
proof-of-concept that intraopera-
tive events were empirically eval-
uable and meaningfully associated 
with patient outcomes. Hung et 
al subsequently demonstrated a 
correlation between surgical per-
formance metrics with surgeon 
skill level (see Figure),5 recovery 
of urinary continence,6 and erec-
tile function7 following RARP. 
Similarly, Schuler and colleagues 
demonstrated that a series of per-
formance metrics including sur-
gical gestures, robotic instrument 
kinematics, and tissue force were 
predictive of individual surgeon 
expertise in RARP.8

AI also has promising applica-
tions in robotic surgery beyond 
surgical skills assessment. Our 
group recently developed a novel 
AI-powered computer vision plat-
form for fully automated detection 
of key surgical steps in RARP.9 

This AI tool is capable of accu-
rately identifying sequential steps 
of RARP, such as space of Retzius 
dissection, anterior and posterior 
bladder neck dissection, seminal 
vesicle/posterior dissection, vesi-
courethral anastomosis, etc. This 
work is distinct from prior efforts 
to apply AI to robotic surgery in 
2 key areas: (1) AI step detection 
is based purely on video footage 
alone without inputs from the sur-
gical platform or instruments, and 
(2) our AI model moves beyond 
microgestures and instead assesses 
entire phases and steps of surgery, 
taking global anatomic and tempo-
rospatial relationships into consid-
eration to provide meaningful pre-
dictions of surgical phase.

The potential applications of a 
robust AI step detection tool for 
RARP are myriad. Not only does 
comprehensive step detection lay 
the foundation for future efforts 
to continue correlating intraop-
erative events with postoperative 
outcomes, but step detection also 
serves as the engine to drive inno-
vative AI applications in surgical 
training and education, quality and 
safety benchmarking, medical doc-
umentation, and operating room 
logistics. As a proof-of-concept 

using our RARP step detection al-
gorithm, we recently developed a 
novel AI-based tool for generating 
operative reports for RARP based 
purely on full-length surgical video 
footage alone.10 Notably, AI-gen-
erated operative reports in RARP 
achieved similar accuracy to ac-
tual operative reports written by 
surgeons, thus demonstrating the 
feasibility of AI-driven technology 
in robotic surgery to potentially 
improve surgical workflows, re-
duce documentation burden, and 
enhance report accuracy.

Building upon the numerous 
exciting advancements in AI 
for prostate cancer over the last 
several years, the future holds 
tremendous potential for trans-
formative innovations in robotic 
surgery. This includes real-time 
surgeon feedback and intraopera-
tive decision support, which have 
the potential to revolutionize the 
experience of robotic surgery for 
surgeons and drive improvements 
in outcomes for patients. Howev-
er, as with all new technologies, 
AI in prostate cancer care must 
be developed and implemented 
with poise and balance. Specific 
challenges that our field must ad-
dress include bias inherent within 
training data sets, explainability 
of “black-box” AI models, exter-
nal validity to diverse practice 
settings, and always maintaining 
a “human in-the-loop” to prevent 
erosion of the surgeon-patient rela-
tionship that is fundamental to the 
practice of medicine. 
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“ Building upon the 
numerous ex citing 
advancements 
in AI for pros
tate cancer over 
the last several 
years, the future 
holds tremendous 
potential for 
transformative 
inno vations in 
robotic surgery.”
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Figure.  Summary of surgical gestures during performance of vesicourethral anastomosis in robotic-assisted radical prostatectomy; gestures differentiate 
novice from expert surgeons and are associated with greater suturing efficiency and lower tissue trauma. Reprinted with permission from Chen et al,  
J Urol. 2018;200(4):895-902.5



11AUANEWS   SEPTEMBER EXTRA 2023

Breaking Boundaries in Robotic Surgery: Unveiling the 
Medtronic Hugo Robotic-assisted Surgery System
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Technology is evolving rapidly, 
and its impact on robotic surgery, 
particularly in the field of urology, 
cannot be ignored. Intuitive Surgi-
cal’s da Vinci system deserves rec-
ognition for dominating the market 
and providing a reliable robotic plat-
form over the past 2 decades. How-
ever, the expiration of key patents in 
2019 marked the beginning of a new 
era for robotic master-slave systems. 
This highly competitive market has 
witnessed the emergence of multiple 
robotic platforms in recent years, 
which hold the potential to drive fast-
er innovation, develop high-quality 
products, reduce costs, and ultimate-
ly increase the availability of robot-
ic systems worldwide, benefiting a 
larger number of patients. One of 
these breakthroughs is the Medtron-
ic Hugo RAS (Robotic-assisted Sur-
gery) System, which obtained CE 
mark approval for urology and gy-
necology in Europe in late 2021.

The Hugo RAS System offers key 
distinctive features when compared 
to conventional da Vinci consoles. 
It employs pistol-type controls to 
maneuver the surgical robotic instru-
ments, which are independently lo-
cated in 4 separate carts. The trocars 
have diameters of 11 mm and 8 mm 
for the endoscope and instruments, 
respectively. The system’s open con-
sole design incorporates 3D high- 
definition vision, requiring dedicated 
goggles but offering several advan-
tages. The direct contact between 
the surgeon and the operating room 
team allows for real-time and easier 
communication,  enhancing team-
work during procedures. Moreover, 
the Hugo RAS System facilitates 
teaching and training, providing an 
unobstructed view of the surgical 
field that allows trainers and train-
ees to observe and learn surgical 
techniques effortlessly. The intuitive 
control interface and customizable 

settings further support the train-
ing process, enabling new surgeons 
to efficiently acquire the necessary 
skills. For instance, wrist rotation 
can be electronically enhanced via a 
multiplier (up to 2). This allows for 
a rotation range of 520°, potential-
ly facilitating surgical movements, 
particularly during suturing. Last-
ly, we mention Touch Surgery, a 
cloud-based video-capture solution 
that provides anonymized records  
with artificial intelligence–automatic 
surgical phase recognition.

Although the system has a larger 
footprint compared to other plat-
forms, its modularity stands out as a 
possible major advantage. Each ro-
botic arm cart possesses 6 joints, of-
fering flexibility for different surgical 
configurations through independent 
docking. This modularity potential-
ly improves mobility of the robotic 
arms, making the Hugo RAS System 
ideal for performing multiquadrant 
surgeries. Nonetheless, given these 
arguments, to better understand and 
optimize system capabilities, it is 
crucial to emphasize the significance 
of comprehensive initial technical 
training by relying on appropriate 
facilities. This training should in-
volve all the surgical team (surgeon, 
bed assistant, and scrub nurse) and 
concentrate on providing a detailed 
overview of the fundamental aspects 
of the procedure, as well as the ap-
propriate tilt and docking angles to 
avoid collision due to the lack of 
automatic  targeting  inherited by the 
 multimodular fashion. In prepara-
tion for the first-in-human case,1 our 
group dedicated dry lab training ses-
sions and therefore tested the feasi-
bility and optimal setting in preclinic 
cadaveric scenarios of robot-assisted 
radical prostatectomy (RARP) and 
robot-assisted partial nephrecto-
my,2,3 without experiencing techni-
cal issues or the necessity to modify 
any step of our surgical techniques.4

Our extensive experience with 
the Hugo RAS System has result-
ed in the largest published series of 
RARP to date, characterized by safe 
and complication-free procedures. 
Bravi et al have provided valuable 

insights by reporting perioperative 
and 3-month continence outcomes 
from an initial cohort of 112 pa-
tients who underwent RARP using 
the Hugo RAS System.5 Similarly, 
Paciotti et al have contributed to 
our understanding by presenting 
3-month continence and potency 
rates of 62 patients who underwent 
bilateral nerve-sparing RARP with 
the Hugo RAS System, employ-
ing our Aalst technique.4 While 
the evidence supporting the use of 
the Hugo RAS System in RARP 
is robust, its application in other 
oncologic procedures, such as ro-
bot-assisted radical cystectomy and 
robot-assisted partial nephrectomy, 
remains anecdotal.6,7 Notably, Gal-
lioli et al reported a single case of 
laparoscopic conversion due to con-
tinuous collision between the robot-
ic arms7; however, the limited sam-
ple size of the series (n=10) hinders 
drawing meaningful  conclusions.

Finally and interestingly, few 
positive reports exist also regarding 
nononcologic procedures, where 
concerns surrounding cost-effec-
tiveness have often restricted the 
widespread adoption of robotic 
 approaches in such cases.8-10

Taken together, the Hugo RAS 
System demonstrates promising po-
tential as a viable alternative in to-
day’s competitive market of robotic 
platforms. However, to solidify these 
preliminary findings, we eagerly an-
ticipate large-scale clinical studies 
that can confirm the system’s effi-
cacy and ideally compare its perfor-
mance to established references in 
the field, such as Intuitive Surgical’s 
da Vinci system. The culmination 
of such research will undoubtedly 
shape the future of robotic surgery 
and further enhance patient care. STOP
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The Prostate Cancer Outreach 
Clinic (PCOC) was launched in 
March 2022, a mere 2 years af-
ter the emergence of COVID-19, 
and rather timely in the setting of 
health care redesign.1 As part of a 
pilot program funded by the Mass 
General Brigham United Against 
Racism initiative, the PCOC was 
operationalized with the goals of 
increasing access to high-quality 
prostate cancer screening and to 
champion prostate cancer aware-

ness in the greater Boston area.2 
To date, the PCOC has received 
close to 350 referrals and has 
treated more than half of these 
patients. Fifty percent of the pa-
tient population is composed of 
racial and ethnic minorities, thus 
decreasing disparities in prostate 
cancer outcomes across Massa-
chusetts.

The clinic also aims to pro-
vide education on the prostate 
cancer care continuum for both 
clinicians and patients. This has 
been achieved through attending 
community outreach events. Hav-
ing tabled at over 20 events in  
18 months (see Figure), as well as 
presenting at community health 
centers and primary care clinics, 
the PCOC team has rendered 
much success in connecting with 
various communities and driving 
its mission, and conversely faced 
challenges given the target popu-
lations and landscape.

Structural Barriers
The complexity and expansive 

nature of our modern health care 
system often lends itself to struc-
tural barriers. To date, the team 
has identified 2 significant struc-
tural barriers that have become a 
primary focus: transportation and  
insurance.

A growing body of literature sug-
gests that travel and transportation 
pose major hurdles to the receipt 
of prostate cancer care, especially 
for Black men.3,4 As prostate can-
cer care often requires many visits, 
whether for active surveillance or 
definitive treatment, transportation 
barriers create racial and ethnic 
disparities in prostate cancer out-
comes, as well as a hesitancy for 
certain groups to obtain prostate 
cancer screening and care.3,4 To 
that end, the PCOC team has been 
awarded a grant by the Department 
of Defense to pilot a ride-share pro-
gram for our patient population, 
which will provide free transporta-
tion for our patients while allowing 

the clinical team to focus on pro-
viding care for these men. 

In addition to geospatial bar-
riers, the PCOC team has en-
countered difficulties with insur-
ance. While Massachusetts boasts 

near-universal insurance coverage 
for its residents, we have found 
that many of the insurance plans 
offered to the patients we hope to 
serve often do not cover services 
provided by some of the major 
academic institutions in the Bos-
ton area.5 Our team works hard 
to troubleshoot insurance barriers 
and streamline the prior-autho-
rization process, but denials and 
network contracts are not always 
within our control. While our 
team has fruitful referral pathways 
with outside organizations, restric-
tive insurance contract practices 
pose challenges to truly equitable 
care access.

Funding and Personnel
PCOC operates on a set bud-

get primarily sourced from grants. 
This allocation supports the em-
ployment of a community health 
worker and a part-time program 
coordinator. As it stands, the facul-
ty and clinical support staff contrib-
ute their expertise without direct 
compensation from PCOC. Di-
versifying the team and enhancing 

Figure. Members of the Prostate Cancer Outreach Clinic team, along with Mass General Brigham 
colleagues and volunteers, teamed up with Janssen Oncology and Java with Jimmy for the Joseph R. 
Betancourt Health Fair in Roxbury, Massachusetts.
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“ As part of a pilot 
program funded 
by the Mass 
General Brigham 
United Against 
Racism initiative, 
the PCOC was 
operationalized 
with the goals of 
increasing access 
to highquality 
prostate cancer 
screening and to 
champion prostate 
cancer awareness 
in the greater 
Boston area.”

“ As prostate 
cancer care often 
requires many 
visits, whether for 
active surveillance 
or definitive 
treatment, 
transportation 
barriers create 
racial and ethnic 
disparities in 
prostate cancer 
outcomes, as well 
as a hesitancy for 
certain groups to 
obtain prostate 
cancer screening 
and care.”

Arrow-right Continued on page 13



13AUANEWS   SEPTEMBER EXTRA 2023

stakeholder engagement has been 
somewhat constrained due to in-
stitutional governance policies. As 
the clinic experiences an increase 
in service demands and extends its 
community network, the limited 
staff and financial resources pose 
challenges to efficiently scale its 
service offerings. Furthermore, the 
continuity of funding on an annu-
al basis is not absolute; articulating 
the need for sustained investment 
in community outreach is becom-
ing an intricate task, as the fruition 
of significant results is typically 
long term.

Engaging Men in Care
Many attendees at community 

events are women. Some women 
are accompanied by male partners, 
though most attend with their chil-
dren or other female friends or rel-
atives. Focused almost exclusively 
on men’s health, we often receive 
less attention from health fair at-
tendees. However, the women who 
do approach our table will often 
say that the men in their lives are 
unwilling to talk about their health, 
much less about something as sen-
sitive as prostate cancer.

Creating a space that attracts 
men and encourages them to speak 
openly about their health is chal-
lenging. Including both Black and 

Latinx male volunteers, particular-
ly those who have personal experi-
ence with prostate cancer, has been 
helpful to our team. We have found 
that our patients who connect with 
these volunteers are more likely to 
pursue prostate cancer screening 
and treatment, as they relate to vol-
unteers of similar racial and ethnic 
backgrounds.

Moving forward, we hope to de-
vise alternative strategies to engage 
men in their care. We also hope 
to connect with more groups who 
champion men’s health issues and to 
become one of those groups as well.

Gaining Community Trust
Many health care systems strug-

gle with a stigma due to historic 
discrimination against minority 
populations; furthermore, the US 
has subjected marginalized groups 
to unethical practices and unjust 
access to high-quality care. This, 
in turn, creates a gross distrust in 
the health care system, leading to 
downstream challenges such as 
building rapport with the com-
munity members we aim to serve. 
One remedy we have identified is 
actively spending time in the com-
munity. Although this effort serves 
as an opportunity to bridge the gap, 
our services are still complicated 
by institutional barriers, leading to 

reaffirmation of the community’s 
beliefs that large academic health 
systems are not interested in help-
ing, or simply cannot help, margin-
alized groups. To mitigate this, we 
have established connections with 
grassroots organizations that are 
deeply embedded in the commu-
nity and can help serve patients. 
Unfortunately, some individuals 
are still hesitant to accept our ser-
vices and trust in our mission as a 
positive force in health care.

As the PCOC enters its second 
year, the team is eager to evaluate 
progress by assessing current state 
challenges, build on our founda-
tion of knowledge, and strategize 
next steps. It is our mission to con-
tinue to serve as many patients as 
possible by expanding outreach 
to many more individuals in need 

of prostate cancer care. We are 
grateful for the opportunities that 
have been awarded to our team, 
and we are excited to see what 
comes next. STOP
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“ It is our mission to 
continue to serve 
as many patients 
as possible 
by expanding 
outreach to many 
more individuals 
in need of prostate 
cancer care.”

CHALLENGES OF COMMUNITY OUTREACH WITH THE MASS GENERAL BRIGHAM PROSTATE CANCER OUTREACH CLINIC
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Though prostate cancer has 
historically been thought of as a 
cancer affecting men, there are 
recent efforts to increase aware-
ness of prostate cancer in trans-
gender women (women with male 
assigned sex at birth).1,2 In light 
of ongoing marginalization and 

discrimination affecting trans-
gender and gender-diverse indi-
viduals, we commend the AUA’s  
recent position statement on the 
commitment to caring for trans-
gender and gender-diverse indi-
viduals.3 Urologists play a key role 
not only in the gender- affirmation 
process, but also in leading our un-
derstanding of prostate cancer in 
transgender women and in raising 
awareness of this important subject 
among patients and providers.

Though transgender women 
may undergo gender-affirming gen-
ital surgery via varying approaches, 
these women retain their prostates 
regardless of the surgery performed. 
As such, they remain at risk of pros-
tate cancer and should still be con-
sidered for prostate cancer screen-
ing and undergo assessment of risk 
factors (similar to cisgender men), 
including family history and racial 

PROSTATE CANCER
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background. Historically, prostate 
cancer in transgender women was 
thought to be very rare with litera-
ture on this limited to only 10 case 
reports.4 Recently, however, we 
published the largest case series 
on this subject to date, which con-
sisted of 155 transgender women 
within the Veterans Health Admin-
istration who were diagnosed with 
prostate cancer.5 We initially iden-
tified a cohort of 449 people with 
ICD (International Classification 
of Diseases) codes for both trans-
gender identity and prostate can-
cer. After chart review to confirm 
transgender identity and prostate 
cancer diagnosis details, we iden-
tified 155 subjects. Patients were 
stratified by estrogen usage given 
it is the most common gender- 
affirming hormone and typically re-
sults in a castrate environment, and 
thus may impact prostate cancer di-
agnosis and aggressiveness. Specifi-
cally, we hypothesized that women 
on estrogen at the time of prostate 
cancer diagnosis may have worse 
disease (ie, the disease was already 
partially castrate resistant). Among 
this cohort, 116 had never used es-
trogen, 17 were formerly on estro-
gen (stopped prior to prostate can-
cer diagnosis), and 22 were actively 
on estrogen at diagnosis. Only 8% 
of transgender women with pros-
tate cancer were of Black race com-
pared to 29% of cisgender male 
veterans.6 The implications of these 
findings are that prostate cancer in 
transgender women is not as rare as 
suggested based on previous case 
reports. However, rates were ~60% 

lower than expected based on esti-
mates in cisgender male veterans. 
Interestingly, patients actively on 
estrogen at diagnosis had the high-
est PSA density and highest propor-
tion of Grade Group 5 disease, both 
markers of prostate cancer aggres-
siveness. Thus, consistent with our 
hypothesis, transgender women on  
gender-affirming hormones may 
have more aggressive disease or 
potentially delayed diagnosis. De-
layed diagnosis may be due to lack 
of awareness of the need to screen 
as well as patient avoidance of 
health care settings due to misgen-
dering and mistreatment.7

It remains to be elucidated 
whether prostate cancer in trans-
gender women is indeed less com-
mon or underdiagnosed relative to 
cisgender men. Specifically, several 
factors may contribute to possible 
underdiagnosis or delayed diag-
nosis that urologists, specifically, 
should be aware of. These include 
a lack of awareness that these wom-
en have prostates and thus are at 
risk of prostate cancer, lower PSA 
screening rates in transgender 
women, the suppressive effects of 
estrogen on prostate cancer devel-
opment, or false reassurance from 
“normal” PSA values. Historic 
PSA reference ranges are based 
on cisgender male data, whereas 
transgender women on gender- 
affirming hormones would be ex-
pected to have significantly lower 
PSAs due to estrogen causing cas-
trate testosterone levels. Thus, the 
historic reference ranges are likely 
inappropriate for transgender wom-
en on gender-affirming hormones, 
and a normal PSA value in a trans-
gender woman on estrogen may in-
deed warrant further evaluation.

Key areas of future research in-
clude establishing new PSA refer-
ence ranges for transgender women 
that specifically factor in the effects of 
gender-affirmation hormones. Ad-
ditionally, transgender women are 
notably absent from PSA screening 
guidelines from all leading organiza-
tions. Though transgender women 
not on gender-affirming hormones 
should undergo PSA screening as 
per cisgender guidelines, future 
work should aim to create guidelines 
on how best to screen transgender 
women on gender-affirming hor-
mones, including both the timing of 

PSA screening relative to gender- 
affirming hormone therapy initi-
ation and the optimal screening 
interval. Though not yet evidence 
based, we suggest screening trans-
gender women on gender-affirming 
hormones at regular intervals and 
using a PSA cutoff of >1 ng/mL  
at any age, consistent with prior 
work,8 as cause for further assess-
ment and/or careful surveillance. 
Note that further assessment does 
not necessarily mean immediate 
biopsy, but rather evaluation with 
possible repeat PSA tests and/or 
MRI. As the impact of estrogen 
and subsequent castration on other 
prostate cancer biomarkers remains 
unknown, secondary biomarkers 
should be used cautiously until 
more data are generated. Addition-
ally, we encourage clinicians to be 
wary of a rising PSA in transgender 
women on gender-affirming hor-
mones.1 For patients on finasteride, 
a weak form of hormonal therapy, 
the Food and Drug Administration 
suggests further investigation of a 
rising PSA, even if still within “nor-
mal” reference ranges.9 Similarly, 
we encourage clinicians to consider 
careful assessment of a rising PSA 
in transgender women on gender- 
affirming hormones, which are 
generally far more potent forms of 
hormonal therapy than 5α-reductase 

inhibitors. Like patients with a PSA 
>1 ng/mL, further assessment may 
include repeat PSA and/or prostate 
MRI to further risk stratify patients, 
with other biomarkers being used 
cautiously.

Finally, understanding the pa-
tient experience can be a powerful 
means of creating change, particu-
larly in terms of decreasing the stig-
ma and marginalization that may 
come with discussing a “man’s” 
cancer with transgender women. 
We encourage urologists to engage 
in patient-centered discussions on 
PSA screening with transgender 
women, understand the patient 
perspective, and serve as an ally to 
help understand potential barriers 
to screening and decrease delayed 
health-seeking behaviors. Clinicians 
should also be aware of additional 
barriers at the intersection of race, 
socioeconomic status, or access to 
care that may disproportionately 
affect transgender patients. As the 
number of individuals openly iden-
tifying as transgender continues 
to increase, urologists play a key 
role in our understanding of pros-
tate cancer in this population and 
how to provide comprehensive, 
patient-centered care in a nuanced 
and thoughtful manner. STOP
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“ We en courage 
urologists 
to engage in 
patientcentered 
discussions on 
PSA screening 
with transgender 
women, 
understand 
the patient 
perspective, and 
serve as an ally to 
help understand 
potential barriers 
to screening and 
decrease delayed 
healthseeking 
behaviors.”

PROSTATE CANCER IN TRANSGENDER WOMEN: RAISING AWARENESS IN OUR MOST MARGINALIZED POPULATIONS
Arrow-right Continued from page 13

“ Though 
transgender 
women may 
undergo gender
affirming genital 
surgery via 
varying  
ap proaches, these 
women retain 
their prostates 
regardless of 
the surgery 
performed.”
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Testosterone Replacement After Definitive Prostate  
Cancer Treatment: Where Do We Stand?
Matthew J. Ziegelmann, MD
Mayo Clinic, Rochester, Minnesota
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Testosterone deficiency is defined 
by low circulating testosterone lev-
els and the presence of attributable 
symptoms.1 The true incidence 
is unknown due to variation and 
controversy regarding what testos-
terone level defines testosterone 
deficiency. Until relatively recently, 
the prospect of offering testosterone 
replacement therapy (TRT) for pa-
tients with prostate cancer (PCa) was 
considered well outside the norm of 
standard practice. Early work from 
Huggins and Hodges showed that 
PCa cells are fueled by androgens, 
and application of testosterone to 
PCa cells results in cellular growth.2 
This work formed the basis upon 
which androgen deprivation has 
been used to treat metastatic PCa. 
It also created trepidation towards 
the use of TRT for hypogonadal pa-
tients with a history of PCa.

Over the last 2 decades, the dog-
ma that patients with a history of 
treated PCa are not candidates for 
TRT has been brought into ques-
tion. It is now well-established that 
TRT does not cause PCa or PCa 
recurrence after local treatment.1 

Morgentaler and Traish popular-
ized the saturation model, which 
postulates that androgen receptors 
within prostate and PCa cells be-
come saturated at levels far lower 
than normal circulating serum tes-
tosterone levels (around 200-250 
ng/dL), and that raising exoge-
nous testosterone levels beyond  
this threshold would have no further 
impact on cell growth.3 This model 
suggests that patients who are hypo-
gonadal but not castrate can receive 
exogenous testosterone to raise cir-
culating levels to a eugonadal state 
without risk for PCa proliferation.3

One of the earliest reports on the 
safety of TRT after PCa treatment 
came from Kaufman and Graydon 
in 2004.4 In their study of 7 patients 
who received TRT after radical 

prostatectomy (the majority with 
Gleason 6 disease), no patient ex-
perienced biochemical recurrence 
(BCR). Since that time, there have 
been multiple retrospective series 
published, all showing relatively 
low and comparable rates of BCR 
when comparing TRT vs observa-
tion after radical prostatectomy. 
Interestingly, in one of the largest 
retrospective series to date from 
Ahlering et al, BCR rates were 
actually significantly lower in the 
TRT group (7.2% compared with 
12.6% in the observation/control 
group). The idea that TRT may be 
protective against PCa recurrent is 
certainly intriguing but warrants 
more dedicated research.

For the most part, similar out-
comes are seen with TRT after ra-
diation therapy.1,5 Most studies to 
date have included patients with 
only low and intermediate risk 
PCa. However, one study from 
Pastuszak and colleagues found 
that patients with high-risk PCa 
(Gleason ≥8) who underwent ra-
diation therapy had a significant-
ly greater risk in their PSA (mean 
increase from 0.10 to 0.36 ng/mL; 
P = .018) compared to those with 
intermediate and lower risk at a 
median follow-up of 41 months.6 
Only 6/98 patients (6.1%) expe-
rienced BCR overall, and all of 
these patients had intermediate- 
or high-risk PCa. Further work is 
needed to characterize outcomes 
in patients with high-risk disease. 
Most patients who receive radi-
ation therapy for intermediate- 
and high-risk disease also receive 
concurrent androgen deprivation 
therapy (ADT) for anywhere from 
6 months to 2 years. It may be 
prudent to wait several months or 
longer after radiation and ADT 
before starting TRT to determine 
if endogenous androgen produc-
tion will recover.1 Roughly 75% of 
men will have total testosterone 
levels >300 ng/dL within 2 years 
of stopping ADT, although only 
50% return to their baseline testos-
terone levels.7

There is also a small body of ev-
idence to support TRT for patients 
on active surveillance, now con-
sidered the treatment of choice for 
most patients with low-risk PCa 
and considered even for those 
with favorable intermediate-risk dis-
ease.5,8 In the largest cohort to date, 
Morgentaler and colleagues report-
ed a 10% progression rate (defined 
as an increase in Gleason score) in 
men on active surveillance treated 
with TRT for >4 years.9 

Currently, the AUA Guideline 
Panel for the Evaluation and Man-
agement of Testosterone Deficiency 
recommends that patients with a his-
tory of PCa should be counseled on 
the “inadequate evidence to quantify 
the risk-benefit ration of testosterone 
therapy” in men with hypogonadism. 
This recommendation is based on 
expert opinion due to the absence of 
high-level evidence. The expert panel 
from the International Consultation 
for Sexual Medicine Recommenda-
tions for Diagnosis and Treatment of 
Testosterone Deficiency states that “it 
may be reasonable to offer [TRT] to 
selective men with a history of PCa, 
particularly those who appear to be 
disease-free after definitive treatment 
of low-risk, localized disease.”10 

There are several important 
considerations for TRT in patients 
with a history of treated PCa. First, 
the AUA guideline panel recom-
mends a goal total testosterone 
within the middle tertile, defined 
as 450-700 ng/dL. This seems like a 
reasonable and safe target for men 
with treated PCa, particularly if 
one considers the saturation model. 
Second, all patients on TRT should 
be closely followed with routine 
labs obtained periodically to mon-
itor for treatment efficacy and side 
effects.1 In addition to routine safe-
ty labs, we also monitor serum PSA 
more closely during the early time 
frame after starting TRT—obtaining 
a baseline PSA followed by repeat 
serum PSA at 6 weeks, 3 months,  
6 months, and every 6 months 
thereafter. Third, short-acting for-
mulations such as gels or  injections 

should be considered initially. If 
there is a change in serum PSA, 
these agents can be stopped quick-
ly. Finally, while not mandatory, it 
may be reasonable to consider hav-
ing patients engage in a more for-
malized consent form prior to start-
ing therapy to ensure appropriate 
documentation of your discussion 
regarding risks and benefits.

In summary, patients with symp-
tomatic hypogonadism should 
not be deprived the opportunity 
for TRT. There are numerous ret-
rospective studies suggesting that 
TRT can be used safely in patients 
with a history of definitive treatment 
for localized PCa. That being said, 
until we have more robust data, it is 
imperative that we engage our pa-
tients in the tried and true shared 
decision-making model of care.

Conflict of Interest Disclosures: The 
Authors have no pertinent conflicts of 
interest to disclose. STOP

1. Mulhall JP, Trost LW, Brannigan RE, et al. Eval-
uation and management of testosterone deficien-
cy: AUA guideline. J Urol. 2018;200(2):423-432. 

2. Huggins C, Hodges CV. Studies on prostatic 
cancer. I. The effect of castration, of estrogen 
and androgen injection on serum phosphatases 
in metastatic carcinoma of the prostate. CA Can-
cer J Clin. 1972;22(4):232-240. 

3. Morgentaler A 3rd, Conners WP. Testosterone 
therapy in men with prostate cancer: literature 
review, clinical experience, and recommenda-
tions. Asian J Androl. 2015;17(2):206-211. 

4. Kaufman JM, Graydon RJ. Androgen replace-
ment after curative radical prostatectomy for 
prostate cancer in hypogonadal men. J Urol. 
2004;172(3):920-922. 

5. Kim M, Byun SS, Hong SK. Testosterone re-
placement therapy in men with untreated or 
treated prostate cancer: do We have enough ev-
idences?. World J Mens Health . 2021;39(4):705. 

6. Pastuszak AW, Khanna A, Badhiwala N, et al. 
Testosterone therapy after radiation therapy for 
low, intermediate and high risk prostate cancer. 
J Urol. 2015;194(5):1271-1276. 

7. Nascimento B, Miranda EP, Jenkins LC, et al. 
Testosterone recovery profiles after cessation of 
androgen deprivation therapy for prostate can-
cer. J Sex Med. 2019;16(6):872-879. 

8. Eastham JA, Boorjian SA, Kirkby E. Clinically 
localized prostate cancer: AUA/ASTRO guide-
line. J Urol. 2022;208(3):505-507.

9. Morgentaler A, Magauran D, Neel D, et al. 
MP17-03 Recurrence rates following testoster-
one therapy in a large clinical cohort of men with 
prostate cancer. J Urol. 2018;199(Issue 4S):e206. 

10. Morgentaler A, Traish A, Hackett G, et al. Di-
agnosis and treatment of testosterone deficiency: 
updated recommendations from the Lisbon 2018 
international consultation for sexual medicine. 
Sex Med Rev. 2019;7(4):636-649. 

PROSTATE CANCER 



SEPTEMBER EXTRA 2023   AUANEWS16

An Interview With Dr Milhouse
Fenwa Milhouse, MD
Down There Urology, Chicago, Illinois

Kymora Scotland, MD, PHD
University of California, Los Angeles Health

The AUA was excited to facili-
tate a conversation between Dr Ky-
mora Scotland, assistant professor 
of urology, director of endourology 
research, and associate director of 
the endourology fellowship pro-
gram for the University of Cali-
fornia, Los Angeles Health, and 
Dr Fenwa Milhouse, pelvic floor 
surgeon, sexual medicine special-
ist, and star of the TLC TV net-
work show, “Dr Down Below.” Dr 
Scotland spoke with Dr Milhouse 
about her new urology show that 
premiered in April, as well as the 
importance of showcasing diversity 
within the urological community.

How Did the Idea of a TV 
Show Come to Fruition?

I often replay this in my head, 
how did I get here? I had started my 
Dr Milhouse Instagram account be-
fore the pandemic but dabbled very 
infrequently in it. I ramped it up 
during the pandemic, and it was fun 
for me at the time. I found it to be 
an outlet that I enjoyed, and it added 
value to my career. In doing that, I 
started to create a following and took 
that momentum to TikTok. That is 
how a talent, or kind of scout-type of 
person in Hollywood, landed on my 
page and said, “Oh, this could be a 
TV show!” She sent me a DM on 
Instagram, and it could have com-
pletely gone ignored and dismissed. 
In fact, I thought it was a scam or 
a joke! She called me and from 
there we started to get the wheels 
in motion. What was premiered on  
April 5 was a little over 2 years 
from the initial DM, and I am so 
proud of everything we put into it. 

How Did You Think of 
Content Ideas for the 
Show?

It was a lot of trial and error, but 
I knew I wanted to talk about urology, 
and I wanted to get information out 

there to whoever wanted to con-
sume it. As a urologist, so much of 
what we do is a mystery to people. 
It’s a mystery to our colleagues in 
medicine even! I really was mo-
tivated to share what it is that we 
do in urology because I really love 
being a urologist. For me, it’s easy 
to think of content because there is 
so much out there that people hav-
en’t seen before. At this time there 
were a few doctors on social media, 
like my colleague Dr Malik, who 
had started her YouTube channel 
around the same time, but there re-
ally weren’t voices in urology.

When I am thinking about con-
tent, I know that I must be myself. 
At first, I was trying to be something 
that I thought people were looking 
for from a doctor account for social 
media, but then I quickly realized I 
need to just be myself, I can be my-
self in a way that is engaging and 
professional, and it started work-
ing. People liked it, people were 
learning, and they asked for me to 
do more. And then I was asked to 
collaborate with other people who 
were in social media, asked to be 
involved in other brands, and it 
started to grow from there. But it 
truly started from me finding a pas-
sion for urology.

Why Is Representation 
Important to You as a 
Urologist?

I wouldn’t be a urologist with-
out representation. I grew up with 
not very many examples of being 
a medical doctor, and certainly 
not examples of being in surgery 
or a surgery specialty. Because 
of this, when entering medical 

school, I didn’t at all consider any 
type of surgical fields. In fact, if 
you had asked me my first year, 
“Are you going to be surgeon?” I 
would have laughed and said, “No 
way. I can’t see it. I don’t have 
what it takes.” Why did I feel that 
way? It’s the lies and the things 
that the world tells you about 
yourself. When you don’t see ex-
amples of professionals who look 
like you it is hard to imagine it for 
yourself. It wasn’t until I met a 
urologist who looked like me that 
it was almost like the walls behind 
me were going to crumble down, 
that was what it felt like the mo-
ment I met Dr Wesney. Sudden-
ly I was wondering what’s been 
holding me back knowing now we 
can do this as women, we can do 
this as Black women, and we can 
do this as people of color. I can 
go back and remember that feel-
ing that I had when I saw repre-
sentation, it is absolutely critical 
and can change lives. I’ve already 
had multiple encounters with now 
urology residents who have said, 
“Dr Milhouse, I saw you on some-
thing” or “I met you at an event, 
and you literally opened the door 
to urology for me.”

Once You Started the 
Show, What Did You Find 
Was the Most Surprising 
Thing About that 
Process?

I was surprised that, honestly, in 
the beginning it wasn’t that hard to 
get people to say yes! I was shocked 
because this is a TV show and we 
are talking about sensitive genital is-
sues, issues around sex private parts, 
and we don’t want to blur the pa-
tient. People have asked me why we 
don’t blur the faces, but we need to 
have the audience connect with that 
individual. If the audience doesn’t 
connect with that individual, then 
they see this condition as something 
that somebody else must deal with. 
They can’t see this condition could 
happen to somebody they love or 
somebody close to them. To us, it 

was important to share the story of 
the individual patients in the show, 
humanize them and their condi-
tion to help lose some of the stigma 
around these issues. I want to say the 
first 4 people I asked said yes, and I 
was shocked. These are people who 
met me like a few days before film-
ing and here I am doing surgery on 
them. It’s really humbling to know 
that people are suffering from con-
ditions and were gracious and trust-
ing enough to have me do this all on 
national TV.

What Would Be Your 
Advice for Urologists 
Who Are Trying to Get 
Urology Out to the World 
and Help the General 
Public Understand What 
We Do?

I think it’s important to have a 
mission, goal, niche, or something 
that you are passionate about. I 
don’t think doing it for the fame 
is a good goal in and of itself, be-
cause it’s a lot of work. And if you 
aren’t passionate about something, 
you’re not going to want to put in 
the work. For me it has been anoth-
er full-time job.

Second, be yourself. One thing 
I love about the pilot episode was 
how they really captured my per-
sonality. While you are being your-
self, you also have to be aware 
about how you come across; you 
don’t want to disparage your pa-
tients, your other colleagues, or the 
public. 

Lastly, you’re going to need to 
be consistent. It’s going to be fun, 
but it is work, and consistency pays 
off. It’s not going to be overnight. 
I started my Dr Milhouse account 
in 2018 or 2019, and it was 2023 
when the show came to fruition. 
It takes time, but when you’re do-
ing it for the right reasons it takes 
you the places that you want it to 
take you.

OUT OF OFFICE

“ As a urologist, so 
much of what we 
do is a mystery 
to people. It’s a 
mystery to our 
colleagues in 
medicine even!”

Arrow-right Continued on page 17
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What Impact Do You 
Hope the Show has on 
People in General?

One, I want people to normalize 
the conversation around our genitals. 
Let’s be able to say penis, vulva, vagi-
na, clitoris, and testicles, and not feel 
squeamish. The show is called “Dr 
Down Below,” which I think is cute. 
The name of my practice is called 
“Down There Urology” because that’s 
what people say, they rarely say the 
actual part. I want to normalize that 
conversation. These aren’t dirty 
words, they are completely normal 
biological anatomical terms.

I also hope to destigmatize uro-
logical conditions. Almost all the 
conditions that we deal with in 
our specialty have some stigma to 
them, even prostate cancer, which 
was not featured on the pilot show. 
Oftentimes we see that the patient 
feels like they are the only one 
dealing with it and they’re alone, 

but I’m constantly telling patients 
they are not. No one talks about it, 
but you probably know 2 or more 
people who are dealing with this 
too. That is why it is important to 
share and connect with these real- 
life patients and stories.

The last impact I want to make 
with this show is to expose a side 
of our specialty that is fun. I want 
to showcase the side of us being 
doctors and professionals and sur-
geons, but also have people be 
able to see us as humans, as peo-
ple. I think when patients think of 
seeing the surgeon and going to 
the doctor it seems intimidating, 
and some doctors are very rigid 
and unapproachable. What I’m 
hoping is this show shows that we 
are full of personality and come 
with different sides of ourselves 
that can create this patient-doctor 
relationship. Especially in urology 
there is so much light-hearted hu-
mor, so it’ll be great to see that on 
the big wider screen.

Is There Anything Else 
That You Want to 
Mention About “Dr Down 
Below” or the Importance 
of Representation in 
Urology?

It’ll be interesting to see what 
impact the show will have on num-
bers for urology residents and ap-
plicants. With this show I have a 
suspicion that we’ll see an even 
more diverse pool of applicants. 
One of the medical students I work 
with told me that she is jokingly not 
excited about the show because it’s 
going to make it harder for her to 
match into urology. I’m hoping 
people see what I do and see that 
I’m having fun so they can consid-
er rotating into this specialty.

The show is just a pilot right 
now, but everyone’s million-dollar 
question is, when are we going to 

get more? It is just a pilot episode, 
and it was meant like that to judge 
the overall response, but the re-
sponse has been great. The viewer-
ship was almost a million on night 
1, which is amazing for a show that 
was not heavily advertised before-
hand. Also, the overall reception of 
what was seen has been very posi-
tive. Over 94% of people enjoyed 
it, and people are asking for more. 
So just sit tight! Overall, I’m happy 
with the product, and I hope I rep-
resented the urology community at 
large well. 

“ I’m hoping people 
see what I do 
and see that I’m 
having fun so 
they can consid er 
rotating into this 
specialty.”

Mentorship Matters: The Impact of a Private  
Practice Urologist
Mallory E. McCormick, DO
Loyola University Medical Center, Maywood, Illinois

My path to urology was not the 
straightest, but hard work, perse-
verance, and the support and guid-
ance of many urologists that got me 
where I am today. One of my most 
pivotal mentors was a private prac-
tice urologist who I had previously 
scribed for, Dr E. Bradley Pewitt. 
While I also had academic urology 
mentors, there was something spe-
cial about what Dr Pewitt provided 
for me as I went from a medical stu-
dent to urology applicant to urology 
resident. 

He eagerly took me under his 
wing as a medical student and 
allowed me to learn how to run 
his busy urology clinic alongside 
him. When the opportunity arose 
to teach me surgery, he willingly 
filled out paperwork to be a pre-
ceptor at my medical school so I 
could learn from him in the op-
erating room. In that setting, he 

steadily increased my autonomy 
so I could stand out and be well 
prepared for my urology away ro-
tations. As a student who lacked a 
home urology program, he never 
hesitated to give me the best that 
he could offer so I could achieve 
my goal of being a urologist, even 
if it meant extra work for him. He 
was so deeply invested in my suc-
cess that when I needed advice, he 
never shied away from assisting. 
When I went unmatched, he was 
the first person I turned to when 
I was weighing my next steps for-
ward. So, when my medical school 
allowed us to choose a doctor to 
hood us on our graduation, there 
was no one was more deserving 
than Dr Pewitt to be there with me 
in my last moments as a medical 
student and my first as a doctor 
(Figures 1 and 2). This past year 
when I was a general surgery pre-
liminary resident, Dr Pewitt was al-
ways accessible, often checking in 

to see how I was doing in the mix 
of learning to be a surgeon and re-
applying urology. It was refreshing 
to experience his excitement with 
every step of the journey, wheth-

er it was interviews or rank-order 
lists. Being able to tell him that I 
matched urology this year and see-

Figure 2. Dr E. Bradley Pewitt (left) and Dr Mallory McCormick (right).

Arrow-right Continued on page 18
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ing his reaction of how much my 
match meant to him will forever be 
a highlight of that day.

I have encountered medical stu-
dents in a similar position to myself 
of not having a home urology pro-

gram. I do not want to take away that 
I benefitted from having academic 
urology mentors who understood 
the specifics of the urology match 
and application process. But I also 
want to highlight that Dr Pewitt pro-
vided me with a foundation of uro-
logical knowledge, an opportunity to 
improve my clinical and operative 
skills, and unrelenting support. He 
even gave me the encouragement I 
needed to reach out to other academ-
ic urologists, many of these becom-
ing the additional mentors I needed.

Great mentors can be anyone in-
vested in the success of their men-
tees. It is important to recognize 
what each mentor can and is willing 
to provide. However, for those lack-
ing a home program, it is likely that 
their only exposure to urologists 
may be those in private practice. 
They should be encouraged to see 
these urologists as potential mentors 
and advocates. For me, so much of 
my success in urology can be ac-
credited to Dr Pewitt and how he 
set me up to have a solid foundation 

to start training as a future urologist. 
With the excitement of my future 
career ahead of me, I know from his 
example that regardless of the path 
I choose, whether academics or pri-
vate practice, I can positively im-
pact future urologists in the field. 

Dr Pewitt, thank you for providing me a 
unique opportunity, for going above and 
beyond to give me a chance, and for believ-
ing in me. I hope I can always make you 
proud and carry on the legacy of all you 
have taught me. My success is your success.

“ Great mentors can 
be anyone invested 
in the success of 
their mentees. It 
is important to 
recog nize what 
each mentor can 
and is willing to 
provide.”

Figure 1. Dr Mallory McCormick receiving her hood on her medical school graduation from  
Dr E. Bradley Pewitt.

MENTORSHIP MATTERS: THE IMPACT OF A PRIVATE PRACTICE UROLOGIST
Arrow-right Continued from page 17

The Role of Botulinum Toxin for the Pediatric Neurogenic 
Bladder: Who, When, and How Much Is Too Much?
Israel Franco, MD, FAAP, FACS
Yale Medicine-YNHH Children’s Bladder and 
Continence Program, New Haven, Connecticut

Since our first review of botu-
linum toxin for use in children in 
20091 we have had a significant 
change in the landscape of pedi-
atric urology with the approval 
of onabotulinum toxin A for the 
treatment of neurogenic detru-
sor overactivity in children2,3 and 
neurogenic and nonneurogenic 
detrusor overactivity4,5 in adults. 
These strides have solidified our 
knowledge base utilizing ran-
domized trials to show efficacy in 
onabotulinum toxin for detrusor 
overactivity. We will concentrate 
on discussing what we do know 
regarding who should be treated, 
when they should be treated, and 
how much should be injected in 
the patient with neurogenic detru-
sor overactivity. 

Who Is a Candidate?
The patient who is 5 years of 

age or older who is not tolerat-
ing anticholinergic therapy or is 
refractory to anticholinergic or 
beta3 agonist therapy is consid-
ered a candidate for injection with 
onabotulinum toxin A based on 
recent Food and Drug Adminis-
tration (FDA) approvals. Some 
centers are looking to lower these 
numbers in an attempt to be pro-
active. It is our practice to oblit-
erate all detrusor overactivity 
in our patients regardless of end 
filling pressures since the per-
sistent detrusor overactivity over 
the long term can lead to detru-
sor hypertrophy, which in turn 
can lead to further overactivity or 
fibrosis. Failure to do so in some 
patients can lead to irreversible 
fibrosis, which may account for 
failure of injections in untreated 

patients, or in patients who have 
had “wait and see” (nonproactive-
ly treated) therapy. In a study by 
Pascali et al6 they report a marked 

decrease in fibrosis between un-
treated bladders vs those treated 
with onabotulinum toxin A in-
jections. Similar studies in adults 
by several groups7-10 indicate that 
fibrosis was decreased in inject-
ed bladders and there was lack of 
inflammation or edema in the tis-
sues as well. With these findings 
in mind, we see the rationale for 
earlier intervention with onabot-
ulinum toxin A in children. The 
data from the most recent publica-
tion by Franco et al3 indicate that 
results are effective long-term. A 
patient who is refractory to botu-
linum toxin A could be indicative 
of ongoing tethering and not just 
failure of the botulinum toxin A 
due to tachyphylaxis or antibod-
ies (both unlikely).

Arrow-right Continued on page 19

“  We will 
concentrate on 
discussing what 
we do know 
regarding who 
should be treated, 
when they should 
be treated, and 
how much should 
be injected in 
the patient with 
neurogenic detru
sor overactivity.”
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When Do You Treat? 
At the present time, when to inter-

vene in the patient with neurogenic 
detrusor overactivity with onabotu-
linum toxin A is not well defined. 
The guidelines put forth by the 
European Society of Pediatric Urol-
ogy and International Children’s 
Continence Society call for pro-
active management of neurogenic 
patients. This calls for the early use 
of anticholinergics and, if need be, 
beta3 agonists if the patient is old 
enough to use these medications. If 
the patient can’t tolerate anticholin-
ergics and a beta3 agonist is not an 
option, or if the patient is on both 
medications and contractions or 
pressures persist at high levels, then 
this patient becomes a candidate for 
onabotulinum toxin A injections. In 
this scenario it may be reasonable 
to consider the injection of a pa-
tient who is younger than the FDA- 
approved age if the only option is 
augmentation cystoplasty or vesi-
costomy. After the first injection it 
is advisable to obtain a urodynam-
ic study within the 1-2 months to 
verify that there has been a posi-
tive result with the injection; this is 
especially important in nonverbal 
patients, in patients where dryness 
is not fully achievable, or where 
pressures were high without leak-
age. Once confirmation is obtained 
by urodynamics and the known 
safe bladder pressure is determined 
we can begin to use first morning 
cathed volume as a postinjection 
proxy for efficacy of the injection. 
This can be used as a benchmark to 
confirm when the injection is wear-
ing off and to consider reinjection. 
Having patients track weekly first 
morning cathed volumes is a strate-
gy that we employ to alert us of the 
need to reinject. After 2-3 injections 
many patients will be able to tell 
you when they need reinjection. 

How Much to Inject?
The FDA-approved maximum 

dose for injection for neurogenic 
patients is 6 units/kg, which will 
translate to 200 units of onabotuli-
num toxin A in a ≥33-kg patient. 
In a systematic review by Hascoet 
et al11 doses varied from 5 units to 
10-12 units/kg with the maximum 
dose being 300 units. Some urol-

ogists are routinely utilizing 300 
units, which was a treatment arm 
dose in the adult neurogenic study 
based on the fact that there were 
some data to support that the high-
er dose lasted longer. This has not 
been verified in any other studies 

but many veteran onabotulinum 
toxin A injectors continue to use 
this dose. There are some who are 
performing injections in the submu-
cosa instead of in the detrusor. The 
rationale for this is that the space 
between the mucosa and lamina 

propia has an abundance of c fibers 
which have ach, trp, and puriner-
gic receptors known to be affected 
by onabotulinum toxin A. There 
continue to be more data that sup-

Figure. The location of afferent nerves and their receptor subtypes. Aδ-fibers have been observed in the muscle layer of the bladder, while C-fibers are located  
in the smooth muscle, urothelial and suburothelial layers. Aδ-fibers transmit normal filling sensations and are activated by low-intensity stimuli. When the 
bladder is stretched to maximal capacity or in certain disease states, C-fibers, which are activated by high-intensity stimuli, are more likely to be activated. 
Transient receptor potential cation channel subfamily V (TRPV) channels on the urothelium are implicated in sensing changes that are, for the most part, 
not stretch-related. Activation of α1d adrenoreceptors expressed on the urothelium and smooth muscle might have a role in the response of patients with 
overactive bladder symptoms to nonselective α-blockers. Reprinted with permission from Franco, Nat Rev Urol. 13(9):520-532.14 ATP indicates adenosine 
triphosphate; EP, prostaglandin E2 receptor; ICC, interstitial cell of Cajal; TRKA, high-affinity nerve growth factor receptor; TRPA, transient receptor poten-
tial cation channel subfamily A; TRPM, transient receptor potential cation channel subfamily; M, muscarinic; NK, neurokinin; P2X, P2X purinoceptor; VGCC, 
voltage-gated calcium channel.

THE ROLE OF BOTULINUM TOXIN FOR THE PEDIATRIC NEUROGENIC BLADDER
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port the theory that onabotulinum 
toxin A works by altering sensory 
pathways and not solely by a motor 
mechanism.12,13

How Much Is Too Much?
When to decide that continued 

injections are not providing ade-
quate efficacy or that some other 
procedure is in order to help the 
patient is something that in some 
cases comes down to a personal 
choice by the patient and in oth-
ers is necessary because the well- 
being of the patient is in danger. 
The scenario of personal choice 
is exemplified by the patient who 
may have had adequate capacity 
when younger with onabotulinum 
toxin A but a subsequent growth 
spurt has now rendered the uri-
nary output too high to feasibly re-
main dry at a diminished bladder 
volume making it socially and lo-
gistically impossible for the patient 
to cath as often as they need. An 

augmentation procedure would 
be an option to expand capacity, 
to make it easier for the patient to 
remain socially dry and improve 
their quality of life. 

The scenario of endangered 
well-being is typified by the pa-
tient with high bladder pressures 
even when dry who is routinely 
getting bladder infections due to 
the high pressures because they do 
not cath at a reasonable volume 
and exceed their safe pressures 
at the higher volumes that have 
been achieved with onabotulinum 
toxin A. Onabotulinum toxin A 
injections become a double-edged 
sword in these patients because we 
can take them to volumes of 300-
400 cc where if they cath they are 
in a safe zone, but once they ex-
ceed these volumes pressures rise 
precipitously and the patient puts 
themselves in danger of upper 
tract damage. This is something 
that one needs to be especially 
cognizant of in adolescents. The 

scenario where pressures rise or 
volumes drop precipitously with 
or without lower extremity chang-
es should immediately trigger  
an investigation or referral for 
tethered cord. STOP
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Is Stentless Ureteroscopy Safe in the Dusting Era?
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It is well established that ureter-
al stenting after ureteroscopic stone 
treatment is associated with pain and 
urinary symptoms in many patients.1 
Stent-related symptoms can drive 
unplanned health care utilization. In 
Michigan, clinical registry data from 
the Michigan Urological Surgery Im-
provement Collaborative  (MUSIC) 
demonstrated a significant decrease 
in postoperative emergency depart-

ment visits after ureteroscopy when 
ureteral stents were omitted.2,3 In the 
era of increased focus on the patient 
experience as an important compo-
nent of the quality of care, the pen-
dulum is swinging toward efforts to 
safely omit stents when possible— 
“stentless ureteroscopy.” Current 
AUA guidelines recommend ureter-
al stent omission after ureteroscopy 
and stone intervention if they meet 
the following criteria: normal con-
tralateral kidney, no renal function-
al impairment, renal stone burden 
<1.5 cm, no planned second stage 
ureteroscopy, no ureteric injury 
or stricture, and no other anatomi-
cal impediments to stone fragment 
clearance.4 Despite this guidance, 
stenting remains commonplace, 
with multiple studies showing that 
~80% of all patients after ureteros-
copy routinely receive a stent after 
their procedure.2,5 This likely reflects 
the prevailing dogma that placing a 

stent is the “safe” course, since stent-
ing mitigates the theoretical risk of 
postoperative ureteral obstruction 
and an unplanned hospital visit. 
However, this risk may be overesti-
mated, as only 0.5% of 399 stentless 
ureteroscopy cases in a large aca-
demic center required a return to the 
operating room for secondary stent 
placement.2

The emergence of several new 
technologies, including high-power  
holmium lasers, smaller flexible 
ureteroscopes, and the thulium fi-
ber laser, has ushered in a new era 
of dusting laser lithotripsy tech-
nique, which is now utilized by 

Figure. When can you omit ureteral stents after ureteroscopy? Michigan Urological Surgery Improve-
ment Collaborative stent omission guidelines as determined by using the RAND/UCLA Appropriate-
ness Methodology. Reprinted with permission from Hiller et al, Urol Pract. 2022;9(3):253-263.9 UA 
indicates urinalysis; URS, ureteroscopy.

Arrow-right Continued on page 21
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many urologists.6,7 In contrast to 
the historical standard of fragmen-
tation and active basket retrieval 
of fragments, the dusting tech-
nique—especially for kidney stones 
where they are broken down into 
submillimeter fragments (similar 
to shockwave lithotripsy)—pro-
vides an opportunity for surgeons 
to avoid the routine use of ureteral 
access sheaths with less trauma to 
the ureteral mucosa, therefore fa-
cilitating the practice of stent omis-
sion. A prospective multicenter 
comparison between dusting and 
fragmentation strategies found that 
stone-free rates and complications 
were equivalent, while dusting was 
significantly faster.8 All patients in 
that study received stents per pro-
tocol, but the opportunity to safely 
omit stents may be the strongest 
advantage of a dusting approach. 
With increased use of dusting, per-
haps is it finally time for the field 
to shift our thinking to a default 
stent omission strategy, with stents 
placed only in cases with specific 
indications?

Toward this end, MUSIC re-
cently developed practice-based 
consensus guidelines on the appro-
priateness of ureteral stent omission 
following stone treatment after an 
uncomplicated ureteroscopy.9 Sev-
en variables affecting stent decision 
making were identified: (1) stone 
size, (2) stone location (kidney or 
ureter), (3) pre-stenting status, (4) 
urinalysis or urine culture result, 
(5) nonballoon ureteral dilation 
performed, (6) use of a ureteral 
access sheath, and (7) presence 
of basketable-sized residual stone 
fragments. The Figure provides an 
overview of the criteria for stent 
omission, while the Table provides 
the  MUSIC panel consensus defi-
nition of uncomplicated ureterosco-
py. One key finding to emerge from 
this work was that pre-stented pa-
tients undergoing ureteroscopy are 
prime candidates for postoperative 
stent omission. Observational data 
from MUSIC showed that among 
pre-stented patients, those receiv-
ing a postoperative stent were more 
than twice as likely to have a post-

operative emergency department 
visit or hospitalization, compared to 
those undergoing stent omission.3

Based on the available evidence 
to date and our institutional prac-
tice, we feel that stentless ureteros-
copy is safe in appropriately se-
lected cases. However, large-scale 
prospective data on the outcomes 
of stent omission are still lacking. 
A recent Cochrane review synthe-
sized outcomes from 16 clinical tri-
als with a total of 1,970 participants, 
and found that the strength of ex-
isting evidence is very low, with 
limited ability to draw meaningful 
conclusions.10 No studies to date 
have examined patient-reported 
outcomes or health care utilization 
after ureteroscopy (eg, office phone 
calls, messages, unplanned visits). 

The Cochrane review concluded 
that higher-quality and sufficient-
ly large trials are needed to better 
inform decision-making. A recently 
opened pragmatic multicenter com-
bined randomized and observation-
al clinical trial, coordinated through 
MUSIC, and funded by the Patient 
Centered Outcomes Institute, aims 
to address the shortcomings of pri-
or studies. The Stent Omission af-
ter Ureteroscopy and Lithotripsy 
study will comprehensively assess 
patient outcomes for stent omission 
vs placement after uncomplicat-
ed ureteroscopy in nearly 800 pa-
tients. The coprimary outcomes are 
patient-reported outcomes at days 
7-10 after ureteroscopy, and 30-day 
unplanned postoperative health 
care utilization. Results from this 
2-year clinical trial are anticipated 
to provide the largest prospective 
evidence to date on the safety and 
patient experience of stentless ure-
teroscopy in the modern era. We 
then hope to answer the question, 
is stentless ureteroscopy safe in the 
dusting era? STOP
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Table. Michigan Urological Surgery Improvement Collaborative Appropriateness Criteria Panelists’ 
Consensus Definition of Uncomplicated Ureteroscopya

Uncomplicated ureteroscopy

Age ≥18 years

American Society of Anesthesiologists (ASA) score <3

Not immunocompromised or pregnant

No evidence of functional/anatomic solitary kidney

No anatomic abnormalities (ie, stricture, ureteropelvic junction obstruction, horseshoe kidney)

No urinary tract reconstruction

No uncorrected bleeding diathesis, anticoagulant, and/or antiplatelet therapy

No history of neurogenic bladder or incomplete bladder emptying

No signs or symptoms of sepsis

No history of sepsis associated with urinary tract infection

No untreated positive urine culture

No stones in multiple locations (ie, both ureter and kidney)

Stone size ≤15 mm

Operative time ≤60 min

No balloon dilation of the ureter

Unilateral procedure

No plan for second look procedure

Retrograde ureteroscopy only

No ureteral perforation or trauma

aReprinted with permission from Hiller et al, Urol Pract. 2022;9(3):253-263.9

“ In contrast to the 
historical standard 
of fragmentation 
and active 
basket retrieval 
of fragments, 
the dusting 
technique—
especially for 
kidney stones 
where they are 
broken down into 
submillimeter 
fragments (similar 
to shockwave 
lithotripsy)—
provides an 
opportunity 
for surgeons to 
avoid the routine 
use of ureteral 
access sheaths 
with less trauma 
to the ureteral 
mucosa, therefore 
facilitating the 
practice of stent 
omission.”

IS STENTLESS URETEROSCOPY SAFE IN THE DUSTING ERA?
Arrow-right Continued from page 20
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Delayed Orgasm From Lumbosacral Disc Disease: Role 
of the Urologist
Irwin Goldstein, MD
Alvarado Hospital, San Diego, California

Barry R. Komisaruk, PhD
Rutgers University, Newark, New Jersey

Urologists should be knowl-
edgeable regarding contempo-
rary pathophysiology and manage-
ment strategies for female and male 
patients with complaints of delay in 
orgasm. Delayed orgasm may be 
considered an unwanted, atypically 
long latency during most sexual ac-
tivity despite adequate sexual stim-
ulation, causing significant distress 
to the individual and/or partner, 
persisting for at least 6 months.1-4 
The prevalence of delayed orgasm 
is approximately 10%.5-7 It often 
causes frustration, decreased libi-
do, anxiety, depression, and/or 
difficulties in partnered relation-
ships. Delayed orgasm is a multi-
factorial, biopsychosocial sexual 
dysfunction. Pharmacologic, endo-
crinologic, and neurologic biologic 
mechanisms have been identified 
as associated with delayed orgasm.

Five anatomical regions with 
possible neurologic pathology that 
could trigger various sexual dys-
functions have been described pre-
viously.8 The locations include Re-
gion 1: end organ; Region 2: pelvis/
perineum; Region 3: cauda equina; 
Region 4: spinal cord; and Region 
5: brain.8 This report reviews the 
urological management of patients 
with delayed orgasm from neuro-
logic pathophysiology secondary 
to lumbosacral disc disease, Region 
3.1-4 The mechanism of the delay in 
orgasm is likely secondary to the in-
terference in the cauda equina with 
the genital sensory trajectory to the 

brain. In these patients, 1 or more 
herniated intervertebral discs (ie, 
annular tear) have been identified 
on lumbosacral MRI. The tear in 
the annulus of the disc enables the 
nucleus pulposus to extrude into the 
epidural space, thereby impinging 
on and inflaming the dura surround-
ing the sacral nerve roots. This 
compression and irritation of sacral 
nerve roots, called sacral radiculop-
athy, compromises the transmission 
of sensory activity, originating in the 
genital region, via the ascending pu-
dendal and pelvic nerves.9

Either genital hypersensitivity or 
genital hyposensitivity, both associ-
ated with lumbosacral disc disease, 
can result in delayed orgasm. The 
mechanism of delayed orgasm in 
genital hypersensitivity is interfer-
ence with the pattern of sensory 
stimulation necessary to recruit the 
high intensity rhythmical neural 
activity required to initiate orgasm 
(Figure 1). Over time, through a 
neural excitotoxic process, the hy-
persensitivity may undergo neuronal 
“burnout,” converting to decreased 
genital sensation (hyposensitivity).8 
Genital hyposensitivity may be as-
sociated with insufficient afferent 
activity needed to activate appro-
priate neurologic excitation to elicit 
orgasm with the typical latency.

The urologist should understand 
neuroanatomy and neurophysiolo-
gy of orgasm. Orgasms are predom-
inantly elicited by genital mecha-
no-stimulation activating sensory 
(afferent) pathways of the pudendal, 
pelvic, hypogastric, and, at least in 
women, vagus nerves (Figure 2).10 
The pudendal (somatic) nerve is 
comprised of the dorsal, perineal, 
and inferior hemorrhoidal nerve 
branches which convey sensation 
from the genital, perineal, and peri-
anal skin surface, passing through 
the pelvis/perineum into the sacral 
foramina S2-S4. The pelvic (viscer-
al) nerve, comprised of 12 branches 
from the internal genito-pelvic or-
gans, passes through the pelvis, also 
entering the sacral foramina at S2-S4.  
Pudendal and pelvic nerves join 
with sciatic nerve branches entering 
at S2-S3, forming sacral nerve roots 
that ascend, in the cauda equina, 
synapsing first in the sacral cord 

(conus medullaris), and in the dor-
sal column system, synapsing first in 
the medulla oblongata. Postsynaptic 
afferent activity ascends, synapsing 
in the lower brainstem, thalamus, 
and sensory cortex, activating crit-
ical limbic system components in-
volved in orgasm.

The genital neurologic system 
typically utilizes rhythmic stimula-
tion (thrusting), long known to in-
duce recruitment and synchronicity 
of neural elements.11,12 This is most 
likely the process that induces the 
high intensity of neural excitation 
and electroencephalogram rhyth-
micity characteristic of orgasm.13 As 
the intensity of neuronal excitation 
increases, neuronal inhibition in-
creases concurrently. This duality 
enables the excitation to increase in 
intensity, preventing the intensity of 
excitation from becoming aversive, 
culminating in orgasm (Figure 3).14,15

We herein report management 
of 2 patients with delayed orgasm, 
both of whom were diagnosed by a 
urologist and referred to a spine sur-
geon.16 The first patient, a 37-year-old 
former figure skater, presented to the 
urologist with genito-pelvic dysesthe-
sia from genital hypersensitivity. She 
experienced unwanted arousal sen-
sations from her labia (perineal nerve 
branch of the pudendal nerve, S2-S4), 
clitoris (dorsal nerve branch of the 
pudendal nerve, S2-S4), and vagina 
(visceral afferent pelvic nerve branch, 
S2-S4), with symptoms temporarily 
relieved by orgasm. At the time of 
presentation, orgasms were becom-
ing progressively more delayed, and 
therefore less able to temporarily 
reduce her symptoms. She report-
ed multiple falls onto her tailbone 
while skating, further describing left 

Figure 1. This represents the imbalance between excitation and inhibition that occurs during delayed 
orgasm. Delayed orgasms could be due to excessively low levels of neuronal excitation and/or exces-
sively high levels of inhibition. In the case of hyperfunction, delayed orgasm could result from disrupted 
patterns of adequate afferent activity.

Figure 2. Schematic representation of the genito-pelvic regions that contribute to the 4 nerves. There is 
evidence of genital sensory innervation in women by the vagus nerve but, to our knowledge, not in men. 
Adapted with permission from Goldstein et al, Sex Med Rev. 2023;11(3):151-155.17
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“ Either genital 
hypersensitivity 
or genital 
hyposensitivity, 
both associated 
with lumbosacral 
disc disease, can 
result in delayed 
orgasm.”
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leg sciatica (sciatic nerve S2, S3) that 
worsened in specific positions. The 
urologist suspected sacral radicu-
lopathy due to the confluence of 
symptoms involving sensory fields 
of the pudendal, pelvic, and sciatic 
nerves. The lumbar MRI revealed 
an annular tear (L4-L5). Subsequent 
neurogenital testing performed by 
the urologist identified an abnormal 
pattern consistent with cauda equi-
na pathology.8,9 Regional anesthesia 
testing of the clitoris and pudendal 
nerve did not reduce symptoms.8,9 
The spine surgeon ordered a trans-
foraminal epidural spinal injection 

that not only resulted in a temporary 
clinically significant reduction of 
symptoms but improved latency and 
intensity of orgasm. She underwent 
lumbar endoscopic spine surgery 
in 2017, and at 5-year follow-up she 
continues to experience orgasm with 
shorter, typical latency without geni-
to-pelvic dysesthesia symptoms.

The second patient presented as 
a 69-year-old complaining of de-
layed orgasm that had worsened 
acutely over the last few months. 
He now experienced orgasm with 
intercourse only rarely, with a la-
tency greater than 20 minutes, con-

sistent with genital hyposensitivity. 
History-taking revealed he was a 
lifelong runner, had 9 years of blad-
der urgency/frequency with mul-
tiple negative urine cultures, and 
dysesthesia in his umbilicus (vis-
ceral afferent pelvic nerve branch-
es, S2-S4). He also complained of 
reduced penile sensation (dorsal 
branch of the pudendal nerve, S2-
S4) and left-side low back pain with 
left lower extremity sciatica (sciatic 
nerve S2, S3). The urologist sus-
pected sacral radiculopathy due to 
the confluence of symptoms that in-
volved the sensory fields of the pu-
dendal, pelvic, and sciatic nerves. A 
lumbar MRI revealed two annular 
tears (L4-L5 and L5-S1). Neurogen-
ital tests performed by the urolo-
gist, including quantitative sensory 
testing, sacral dermatome testing, 
and bulbocavernosus reflex latency 
testing, were abnormal.8,9 The spine 
surgeon ordered a transforaminal 
epidural spinal injection that tem-
porarily resulted in 50% improve-
ment (reduction) in orgasm latency 
and 60%-70% reduction of low back 
pain. He underwent spine surgery 
in 2022 and 9 months postopera-
tively he has marked amelioration 
of low back pain and shorter or-
gasm latency, now less than 5 min-
utes during intercourse. STOP
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Figure 3. The role of neuronal excitation and inhibition in orgasm and pain. We propose that inhibition 
actually enables excitation to reach high intensity by preventing it from becoming aversive. However, 
at the orgasmic climax, the excitation intensity exceeds the inhibition intensity and is just at the verge 
of aversive intensity. Thus, “characteristic” orgasm in males (left side of figure) occurs as the peak 
excitation intensity exceeds the inhibition intensity sufficiently to surpass and trigger the high thresh-
old sympathetic autonomic control of ejaculation. This is followed by an intense prolonged neuronal 
inhibition that abruptly decreases the excitation, thereby generating the refractory period. In comparison, 
in characteristic female orgasm (mid figure), ejaculation may occur, and the postorgasm inhibition is less 
intense than in males. Thus, the excitation is not as abruptly decreased as in the male, and it may contin-
ue in conjunction with inhibition, even reaching higher subsequent intensity and orgasms in successive 
waves before decreasing. At the right side of the figure, under conditions in which the excitation level 
adequately exceeds the inhibition level, the net effect is aversive, perceived as pain.14

DELAYED ORGASM FROM LUMBOSACRAL DISC DISEASE: ROLE OF THE UROLOGIST
Arrow-right Continued from page 22

Robot-assisted Bladder Augmentation: Is the Juice 
Worth the Squeeze?
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Over the last several decades, 
robot-assisted techniques have 
been increasingly used across sur-

gical specialties, with recent wide 
acceptance and adaptation to pedi-
atric procedures. As with any new 
technology, there has been con-
stant improvement in techniques 
for complex pediatric urological re-
constructive cases, such as bladder 
augmentation. The benefits of the 
robot-assisted approach for pedi-

atric bladder augmentation justify 
the adaptation of these techniques 
in experienced hands. 

The first completely intracorpo-
real robotic pediatric ileocystoplas-
ty with appendicovesicostomy was 
performed in 2008.1 The utilization 
of the robotic technique confers the 
same benefits in the pediatric pop-

ulation as the adult population, in-
cluding decreased length of hospi-
tal stay, decreased pain and opiate 
requirement, improved cosmesis, 
and improved surgical tissue han-
dling.2,3 At our institution, length of 
stay has been shown to significantly  

Arrow-right Continued on page 24



SEPTEMBER EXTRA 2023   AUANEWS24

improve from 8 days to 6 days 
with the adoption of the robotic 
technique for bladder augmenta-
tion.1,4 Decreasing postoperative 
opiate requirement and thereby 
pulmonary sequelae is meaningful 
in patients with complex medical 
problems such as kyphoscoliosis 
and concomitant restrictive lung 
diseases. Additionally, it has been 
shown in porcine models that there 
are fewer postoperative adhesions 
utilizing the robotic approach, 
which is meaningful in children 
with complex pathologies that may 
require repeated abdominal sur-
geries throughout their lifetimes.5

In addition to the benefits of 
the robotic approach in pediatric 
bladder augmentation, outcomes 
support its efficacy compared to 
the open approach with expected 
improvements in bladder capacity 
and function.2,3 While there have 
been no head-to-head compari-
sons of complication rates, making 
outcomes extrapolation flawed, at 
our institution we have previously 
reported a 35% 30-day complica-
tion rate for the robotic approach 
compared to 62% with the open 
approach.3 Data at our institution 
have shown similar complications 
rates with regards to bladder rup-
ture, small bowel obstruction, and 
reaugmentation compared to sim-
ilarly reported data for the open 
technique.3,6-8 Additionally, the ro-
botic approach decreases the risk 
of wound dehiscence in patients 
with high body mass indices com-
pared to the open approach.

Despite the demonstrated safety 
and efficacy of the robotic bladder 
augmentation in addition to the 
benefits of robotic surgery, there has 
been slow adoption of the robotic 

technique for bladder augmenta-
tion. This is due to lack of standard-
ized training in pediatric robotic 
surgery, smaller working spaces and 
lower tolerance of pneumoperitone-
um in children, relatively low case 
volumes for complex reconstructive 
pediatric cases, initial long opera-
tive times, a historical preference 
for open techniques in children, and 
cost efficacy concerns.

There have been numerous pro-
spective and retrospective series 
that address these concerns. Just as 
there was an adoption and teach-
ing learning curve with robotic 
techniques in the adult population, 
there has exponential adoption and 
publication of robotic-assisted lap-
aroscopy in pediatric surgery and 
pediatric urology, thereby facili-
tating more widespread training in 
this surgical technique.9 Techniques 
to address pneumoperitoneum and 
trocar concerns in children have 
been evaluated and standardized.3

While the robotic approach does 
take longer than the open approach, 
the operative times have accept-
ably improved with enhancements 
in procedural efficiencies. Data at 
our institution demonstrate this 
with initial reports showing the ro-

botic bladder augmentation (with 
or without additional procedures 
such as appendicovesicostomy, 
bladder neck reconstruction, or an-
tegrade continent enema creation) 
takes an average of 623 minutes, 
and later reports showing an aver-
age of 573 minutes with the fastest 
robotic augmentation procedure 
at 360 minutes.1,3,4 This compares 
to an average of 287 minutes for 
the open procedure at our institu-

tion and 318 minutes when look-
ing at National Surgical Quality 
Improvement Program data.10 It is 
worth noting that each patient has 
a unique anatomy and surgical his-
tory including ventriculoperitoneal 
shunts with associated adhesions 
that may alter operative time on a 
case-by-case basis. Thus, with in-
creasing experience, this time gap 
is closing. A similar trend has been 
seen in the adoption of other simi-
larly complex robotic procedures, 
such as the radical cystectomy with 
intracorporeal urinary diversion.11

The cost of robotic surgery is 
known to be higher than open 
equivalents due to the cost of the 
initial purchase of the robotic sys-
tem, servicing contracts, and vari-
ous disposal instruments with lim-
ited lifetime uses. While no direct 
cost analyses have been performed 
with regards to robotic vs open pe-
diatric bladder augmentation, data 
extrapolated from adult literature 
and other pediatric urology liter-
ature show that robotics is more 
costly than laparoscopic or open 
surgery and should be taken into 
consideration when evaluating best 
surgical technique at an institution.

The advent of robotic-assisted 
bladder augmentation, however, 
will certainly not replace the need 
to adequately train pediatric urol-
ogists in the open procedure. Pe-
diatric patients requiring complex 
urologic reconstruction often have 
had multiple abdominal surgeries, 
which increases the risk of requir-
ing an open conversion secondary 
to adhesions, or anatomic consid-
erations such as severe kyphosco-
pliosis that may preclude the abil-
ity to perform a robotic surgery or 
increase the risk of postoperative 
neuropraxia due to positioning. 
Proficiency in the open approach 
in addition to the robotic approach, 
therefore, remains pivotal for a 
well-rounded pediatric urologist.

Robotic surgery is increasingly 
used for complex pediatric uro-
logical cases, such as bladder aug-
mentation. Reports indicate similar 
safety and efficacy to the open tech-
nique. The benefits of utilizing a 
minimally invasive approach such 
as decreased pain, decreased hos-
pital length of stay, and improved 
cosmesis have been shown. The ro-
botic technique may decrease com-

plications secondary to anatomic 
concerns such as wound dehiscence 
with high BMI patients or pulmo-
nary complications in patients with 
restrictive lung disease. Although 
improvements in operative time 
and learning curve are evident, the 
benefits of the robotic approach 
should continue to be weighed 
against cost and operative time. STOP
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“ The benefits of 
the robotassisted 
approach for 
pediatric bladder 
augmentation 
justify the 
adaptation of 
these techniques 
in experienced 
hands.”

“ While the robotic 
approach does 
take longer 
than the open 
approach, the 
operative times 
have acceptably 
improved with 
enhancements 
in procedural 
efficiencies.”

“ Robotic surgery 
is increasingly 
used for complex 
pediatric 
urological cases, 
such as bladder 
augmentation. 
Reports indicate 
similar safety and 
efficacy to the 
open technique.”

ROBOT-ASSISTED BLADDER AUGMENTATION: IS THE JUICE WORTH THE SQUEEZE?
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Herbal Supplements for Overactive Bladder: Evaluating 
the Online Marketplace for Potential Alternatives to  
Anticholinergics
Igor Inoyatov, MD
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Joo Lee, MD
NYU Langone Long Island School of Medicine, 
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Anticholinergics are often de-
ployed as the second-line therapeu-
tic option for the management of 
overactive bladder (OAB) follow-
ing behavioral and lifestyle modi-
fications. Recently a large pool of 
data has associated anticholinergic 
medications with the increased risk 
of dementia. A nested case-control 
study of 58,769 patients with a di-
agnosis of dementia and 225,574 
matched controls revealed a sta-
tistically significant association of 
dementia risk with exposure to an-
ticholinergic drugs including com-
mon OAB medications after ad-
justing for confounding variables.1 
Considering such risks, patients 
and providers may be turned away 
from the use of anticholinergics in 
the management of OAB. Patient 
may find themselves  turning to 
alternative over-the-counter sup-
plements for therapeutic options. 
It is estimated that about 1 in 6 
Americans purchase supplements 
online without any prescription 
and the number of Americans or-
dering online will likely continue 
to increase.2 As a growing popula-
tion looks to the Internet for these 
supplements, providers should be 
aware of the products available on 
popular online platforms.

We recently reviewed one of the 
largest online retailers, Amazon.
com, to appreciate the variety of 
products marketed to relieve OAB 
symptoms. At the time of our re-
view, the Amazon marketplace re-
vealed 147 products, of which there 
were 65 distinct supplements. Prod-
ucts were filtered for those claim-
ing to relieve “OAB,” “urinary 
frequency,” and/or “urinary ur-
gency.” Product descriptions were 
assessed to gather the active ingre-
dients used in the supplements and 
the top 10 active ingredients were 
investigated (see Table).

The most reported ingredient was 
pumpkin seed extract (Figure 1),  
which was an active ingredient in 
over 50% of the available products. 
Pumpkin seed extract contains 
high concentrations of free fatty 
acids (oleic, linoleic, palmitic, and 
stearic), which play a role in main-
taining healthy brain function and 
are thought to help improve OAB 
symptoms. Specifically, consump-
tion of pumpkin extracts has been 
shown to help with the sensation of 
residual urine volume and improve 
frequent urination and nocturia.3 
While the exact mechanism in 
the use of OAB is unknown, it has 
historically been used in holistic 
practices to relieve urinary symp-
toms. Some theorize pumpkin seed 
oil increases production of nitric  
oxide due to high concentration of 
arginine facilitating relaxation of 
the bladder.4

Nishimura et al performed an 
open-label trial to investigate the 
effects of oil from Cucurbita maxi-
ma, the main species of pumpkin 
in Japan, on OAB symptoms in 
humans. They evaluated 45 vol-
unteers taking 10 g of pumpkin 
seed oil per day administered for 
12 weeks. The OABSS (Overac-
tive Bladder Symptom Score) was 
compared at 6 and 12 weeks and 
showed significant improvements 
across all domains.5 This study was 
limited by a small sample size and 
nonrandomized design.

Often coupled with pumpkin 
seed extract, soy germ extract  
(Figure 2) was the next most report-
ed active ingredient in OAB sup-
plements. Soy germ extract con-
tains large amounts of isoflavones 
with similar structures and hor-
monal effects of human estrogen. 
Estrogen replacement therapy has 
shown improvement in irritative 
voiding symptoms in postmeno-
pausal women, bringing interest 
to soy isoflavones.6 In rat models, 
ovariectomized (estrogen deficient) 
rats had higher expression of the 
gap junction protein connexin-43 
in the bladder, which induces de-
trusor overactivity. Soy isoflavone 
replacement altered connexin-43 
expression pattern in the rats’ uri-
nary bladders, suggesting it may 
play a role in improving the abnor-
mal signaling system of intercel-
lular communication through gap 
junctions caused by estrogen defi-
ciency.7

Shim et al performed the first ran-
domized, double-blind, placebo- 
controlled study evaluating the 
 efficacy and safety of Cucuflavone 

(containing extracts of pumpkin 
seed and soy germ) in 120 subjects 
suffering from OAB. They showed 
that after 12 weeks, those taking 
Cucuflavone showed improve-
ments in urinary frequency, urgen-
cy, incontinence, and in OABSS 
as compared to placebo. Some 
improvement in both the Cucu-
flavone and placebo groups is 
hypothesized to be partly psycho-
logical from the feeling of “being 
helped” than the actual effects of 
the active ingredients. Similar pla-
cebo effects have been observed 
in several studies involving OAB 
supplements.8

Finally, cranberry (Vaccinium) 
extract (Figure 3) was the third 
most reported active ingredient in 
the online marketplace for OAB 
relief. Often cited as an alternative 
for urinary tract infection preven-
tion, cranberry supplements have 
gained significant traction in the fe-
male urological health market.

In a single-center, randomized, 
double-blind placebo-controlled 
study, researchers investigated the 
effects 500 g of dried cranberry 
powder daily during a 24-week 
period in women with OAB and 

Table. Top 10 Active Ingredients From Our Overactive Bladder Supplement Search on Amazon.com

Ingredient
Percentage of supplements containing 

ingredient (n=65)

Pumpkin seed extract 50.8

Soy germ extract 20

Cranberry 17

Horsetail aerial parts 12

Lindera 11

Uva ursi 11

Three leaf caper extract 9

Corn silk 9

Marshmallow root 8

L-arginine 8

Figure 1. Pumpkin seed. Figure 2. Soybean germ.

Figure 3. Cranberry. 
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found participants reported daily 
micturition decreased by 16.4% 
and urgency episodes by 57.3%.9 
The authors were not able to ex-
plain the exact mechanism of cran-
berry supplements for the relief of 
OAB symptoms.

The Amazon marketplace is con-
stantly evolving and represents only 
1 of many online direct-to-consum-
er platforms without the need for 
a prescription or discussion with 
a provider. Pumpkin seed extract 
appears to be the most popular in-
gredient being marketed to OAB 

patients. While limited studies have 
shown minimal side effects for most 
OAB supplements, currently there 
is no conclusive level 1 evidence to 
support their use. Patients should 
be counseled appropriately of the 
large number of OAB symptom 
relief products on the market and 
balance their limited evidence with 
the risks of currently approved anti-
cholinergic medications. STOP
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The residency match process 
was born in 1952 with a mission 
“To match healthcare professionals 
to graduate medical education and 
advance training programs through 
a process that is fair, equitable, ef-
ficient, transparent and reliable.”1 
Urology adopted this mechanism 
for filling residency positions in 
1985.2 It is notable that the match 
process focuses on candidates and 
programs, not on patients or, more 
specifically, the skills and charac-
teristics that patients want in their 
physician-surgeon. The compet-
itive nature of our subspecialty 
has provided opportunity to select 
amongst the absolute best candi-
dates. Debate has arisen surround-
ing which data to use in candidate 
selection as historically used met-
rics are evaporating or being real-
ized as bootless. In consideration of 
all stakeholders and contemporary 
culture there is a need to reassess 
our traditional procedure.

Selection metrics have histori-
cally relied upon performance on 
the USMLE (United States Medi-
cal Licensing Examination) exams, 
medical school grades, in-person 
interviews, and recommendation 

letters. The National Board of 
Medical Examiners has eliminated 
scores from USMLE Step 1. Many 
medical schools have eliminated 
grades from preclinical courses, 
and some are adopting this practice 
for clinical rotations. Additionally, 
there is a lack of standardization 
among schools regarding what a 
given grade means with grade in-
flation in some and a paucity of  
differentiators in others.3,4 Letters 
of recommendation can also be dif-
ficult to interpret as there rarely are 
negative comments and the reader 
is left to assess degrees of approba-
tion. Moreover, structured and un-
structured interviews by faculty not 
trained in such processes are noto-
riously unreliable.5,6 Further cloud-
ing this process is the elimination 
of in-person candidate meetings in 
the aftermath of COVID. Programs 
are left with a system that poorly 
differentiates students in conjunc-
tion with the anodyne comfort of 
the traditional interview process.

How can our specialty continue 
to attract and cull the best candi-
dates? It begins with what highly 
successful companies do when hir-
ing: define what skills are needed 
for the job. There is no universal 
definition of qualities that are es-
sential to create the ideal urologist. 
However, we can likely all agree 
that there are factors like intelli-
gence, communication, problem 
solving, morality, and technical 
abilities to consider. It cannot be 
assumed that these are adequately 

screened for during the premedi-
cal process. Current urologists are 
products of this system and thus we 
accept that the general student en-
rolled in a medical school fulfills the 
basic needs criteria. The nature and 
methodology by which students 
are selected vary among schools. 
Interestingly, most focus upon un-
dergraduate grades and Medical 
College Admission Test scores with 
ambiguous screening of additional 
important characteristics. There is 
irony in medical schools relying on 
grade metrics and not providing 
similar information to residency 
programs. Moreover, as students 
spend most of their schooling with 
cognitive practitioners, one ques-
tions the current methods of prepa-
ration for a surgical specialty.

After defining criteria, successful 
businesses objectively judge candi-
dates on skills needed for the job. 
Organized urology must delineate 
methodology that accomplishes 
this goal. As such, specific testing 
needs to be created that evaluates 
each student’s potential to become 
the best urologist to serve society. 
For example, Bethel and asso-
ciates utilized Lego exercises to  
assess team-based tasks.7 Our 
group in New York has utilized ori-
gami in a similar fashion to assess 
communication. There should also 
be a focus on identifying students 
with technical proclivity as pa-
tients want treatment from highly 
skilled surgeons. To provide this 
for society, there must be a focus 

on technical assessment. Over the 
years, the opportunity for indepen-
dent surgical experience during 
residency has decreased. Regu-
lations mandating strict oversite 
and work hour restrictions cou-
pled with financial pressures on 
faculty to complete cases quickly 
have contracted hands-on learn-
ing opportunities. Many residents 
are electing to prolong training by 
taking fellowships to gain technical 
skill. Candidates with innate abil-
ity would require less resources 
to achieve the level of excellence 
patients expect. Shortening train-
ing could also help reduce current 
workforce shortages.

The Association of American 
Medical Colleges should embrace 
the importance of introducing ear-
ly surgical training for those who 
show interest. Indeed, medical 
schools should investigate a paral-
lel cultural and technical tract for 
individuals interested in a surgical 
career. This needs to include ear-
ly intense skills training through 
all years as opposed to the cur-
rent system where it is completely  
relegated to residency training. The 
AUA Boot Camp is an initial expe-
dition in providing basic standard 
skills. This may serve as a template 
for collaborations among surgical 
specialties to create longitudinal 
parallel training during the entirety 
of medical school.

HERBAL SUPPLEMENTS FOR OVERACTIVE BLADDER
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It is time to reassess our process 
for educating future surgeons and 
how we connect those individuals 
with graduate education programs. 
Urology should seize upon the  
opportunities provided by tradi-
tional data loss to ensure and im-
prove upon the high quality of care 
our specialty provides. The goals 
of reengineering should align with 
all stakeholders including students, 
programs, patients, and society. 

The process involves defining core 
traits needed to be our best and cre-
ating a standardized, holistic meth-
odology for appraising technical 
and non-technical skills. Deriving a 
solution requires the dedication of 
organizations such as the AUA and 
Society of Academic Urologists to 
take an active lead in identifying 
and mining meaningful assess-
ment tools. Significant effort will 
be needed to overhaul the system 

as well as wean traditional beliefs 
about the current process that were 
created well before our candidates 
were born. STOP
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Introduction
The field of testosterone replace-

ment therapy (TRT) has witnessed 
remarkable growth and demand in 
recent years. While injectable and 
topical forms remain popular, other 
types of TRT including oral testos-
terone have been rapidly growing. 
Studies in cancer treatment have 
shown patients exhibiting an overall 
preference for oral therapy over other 
regimens, as oral TRT offers a conve-
nient alternative that might improve 
various aspects of patients’ lives.1

Innovations in 
Oral Testosterone 
Formulations

Over the years, researchers have 
developed various oral testosterone 
formulations aimed at ensuring re-
liable absorption into the system. 
Traditional methyltestosterone, be-
longing to the previous generation 
of oral testosterone, raised serious 
concerns of liver toxicity associat-
ed with 17-alkylated testosterone 
delivery through the portal system. 
Consequently, oral nonalkylated un-
decanoate testosterone entered the 
scene, utilizing intestinal and lym-
phatic absorption routes to avoid 
the first pass. Despite the presence 

of insurance coverage issues in some 
cases and reports of gastrointestinal 
intolerance with the new generation, 
the primary limitation stems from 
unstable bioavailability. Formula-
tions of this type enable the solubi-
lization of highly lipophilic mole-
cules absorbed after oral ingestion 
with food, and to optimize efficacy, 
patients are advised to consume the 
oral testosterone pill with a meal 
containing at least 19 g of fat.2

Tracing the Evolution of 
Undecanoate Oral TRT: 
From the Past to Present

This article delves into the evo-
lution of undecanoate oral TRT, 
exploring notable formulations and 
their corresponding findings. By ex-
amining the journey from the release 
of the first medication to the current 
state, we aim to shed light on the lat-
est understanding and offer insights 
into the future of oral TRT options.

The Emergence of Oral 
TRT

In the early 1970s, the concept of 
oral TRT began to take shape. How-
ever, its availability in the United 
States was limited due to frequent 
dosing requirements and concerns 
for liver toxicity. Over time, research-
ers and pharmaceutical companies 
made remarkable progress, leading 
to the development of formulations 
that showed promising results.

Jatenzo
One of the groundbreaking 

developments in oral TRT came 
with the introduction of Jatenzo. 
In a randomized study conducted 
by Swerdloff et al in 2018, Jatenzo 
was compared to a topical testos-
terone product in hypogonadal 
men aged 18 to 65.3 The study re-
vealed that 87% of patients in both 
groups achieved mean serum tes-
tosterone levels within the eugo-
nadal range (mean±SD 489 ±155 
ng/dL). Safety profiles were simi-
lar, except for a slight increase in 
systolic blood pressure (3 to 5 mm 
Hg) associated with oral testoster-
one undecanoate.

Tlando
Another notable formulation, 

Tlando, is a lipophilic molecule pri-
marily absorbed into the lymph sys-
tem after oral administration. Fol-
lowing an initial dose-finding study, 
a dose validation study was con-
ducted using a fixed dose of 225 mg  
twice daily of Tlando, with 80% 
of subjects attaining testosterone 
levels within the eugonadal range 
(mean±SD 476 ±184 ng/dL) while 
maintaining an impressive overall 
mean compliance of 99.7%. A blood 
pressure box warning was similarly 
issued for Tlando, and this drug has 
been associated with increases in 
prolactin (cause unknown).4

Kyzatrex
Incorporating phytosterol es-

ters in gelatin capsules, Kyzatrex 

offered a starting dose of 200 mg 
twice daily, with subsequent dose 
adjustments on days 28 and 56. 
Studies demonstrated that nearly 
all subjects achieved mean 24-hour 
total testosterone levels within 
the normal range (222-800 ng/dL).  
Additionally, while the mean 
change from baseline in systol-
ic blood pressure was minimal 
(1.7 mm Hg), this also led to a 
blood pressure box warning.5

Looking Ahead
The market now boasts a wide 

range of commercially available 
TRT options, including novel oral 
formulations with favorable safety 
profiles and no liver toxicity con-
cerns. However, it remains crucial 
to monitor blood pressure in pa-
tients prescribed oral TRT. STOP
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Introduction
Only 20% of what influences 

health outcomes is related to health 
care. The remaining 80% is made 
up of nonmedical influences, or so-
cial determinants/drivers of health 
(SDOH). Every person has SDOH, 
which are not inherently positive 
or negative, but can negatively 
influence health outcomes. Em-
ployment is one such SDOH and 
is multifaceted, including finding/
keeping a job, occupation, produc-
tivity, schedule, work environment, 
job physicality, and work-related 
stress, and influences economic 
stability. Overall, the workforce 
is also evolving, especially in the 
COVID-19 era, toward decentral-
ization, which includes more short-
term and remote work. Therefore, 
the impact of lower urinary tract 
symptoms (LUTS) on employment 
and how occupation impacts blad-
der health and toileting behaviors 
are fascinating, unique, and im-
portant relationships to consider.

LUTS and the Workplace
Urological conditions and worse 

LUTS are associated with lower 
employee attendance, decreased 
productivity, and increased rates of 
unemployment due to disability.1 
The negative impact on productiv-
ity is multifactorial, including days 
lost to medical absenteeism and 
restricted functioning, and interfer-
ence with work life due to LUTS. 
Additionally, more severe overac-
tive bladder has been associated 
with difficulty finding and keeping 
employment and with lack of trans-
portation, which indirectly impacts 
job availability and choice.2 Like-
wise, LUTS may influence employ-
ment decisions, including earlier 
retirement, and choice of work lo-
cation and schedule. Certain oc-
cupations have been associated 
with LUTS and adaptive toileting 

behaviors, which could have nega-
tive long-term impacts on bladder 
health. Nursing and health care 
professions have a higher preva-
lence of LUTS.3 Infrequent void-
ers syndrome (nurse’s bladder) re-
fers to bladder dysfunction due to 
suppressing the desire to void for 
long periods of time. This adap-
tive behavior may develop due 
to workplace restrictions, such as 
insufficient breaks, time-pressure 
demands, and heavy workloads, 
or due to the social framework in 
health care of “patient first,” re-
sulting in self-imposed restrictions 
on personal time, including bath-
room breaks. The same applies to 
other occupations with restricted 
bathroom breaks and distance to a 
toilet (teaching, factory work, truck 
driving, etc). Gatekeepers in the 
workplace limiting bathroom use 
can be people (supervisors/man-
agers) or concepts (breaks), but en-
courage purposeful urine holding, 
delayed voiding, fluid restriction, 
defensive voiding, and other un-
healthy toileting behaviors. Final-
ly, workplace restrooms are public 
restrooms, and women who limit 
restroom use at work due to con-
cerns with cleanliness and lack of 
privacy are more likely to experi-
ence LUTS and poorer perceived 
bladder health.4,5

Short-term Work,  
Long-term Effects

Most existing literature con-
siders the traditional workplace 
a public space away from home. 
However, short-term work is be-
coming increasingly common. 
Specifically, the gig economy (dig-
ital platforms to connect people 
with short-term, freelance, on- 
demand jobs) has grown expo-
nentially. The recent rise of the 
gig economy, particularly during 
and after the pandemic, expand-
ed opportunities for people to 
make money. Due to disruption 
of the workplace and loss of em-
ployment during the pandemic, 
more people pursued gig work for 
supplemental or primary income. 
It is now estimated that nearly 60 
million Americans work in the gig 
economy,6 which is only anticipat-
ed to increase. Gig jobs utilize a 
performance-based pay scheme to 
incentivize efficiency and produc-
tivity; however, this has also been 
linked to poorer physical and men-
tal health outcomes.7 Additionally, 
gig jobs require constant travel and 
lack reliable restroom access. This 
may encourage negative adaptive 
behaviors and unhealthy coping 
mechanisms and toileting habits, 
and increase job-related stress. 
In our own evaluation of bladder 
symptoms in gig workers, those 
who reported at least some blad-
der problems were more likely to 
purposefully limit restroom use 
while working and delay voiding 
to the point of strong urgency or 
even incontinence.8 Common 
coping strategies utilized included 
carrying a change of clothes, using 
incontinence products while on 
the job, and fluid restriction. The 
long-term implications of these 
strategies and toileting behaviors 
are unknown but may lead to in-
creased LUTS as seen in other jobs 
which promote holding (nurse’s 
bladder). Additionally, gig workers 
with LUTS may have a decrease 
in work productivity, which in a  
performance-based pay scheme 
means lower pay and possible eco-
nomic instability.

Other Impacts of the 
Covid-19 Pandemic on 
the Evolving Workforce

The expanding gig economy is 
only 1 example of the decentraliza-
tion of the workplace that occurred 
with the COVID-19 pandemic. 
Another is remote work, which has 
markedly increased in the COVID 
era, with 70% of people now work-
ing remotely at least weekly.9 Un-
like the constant travel of gig jobs, 
remote work has led to people 
working from home with consistent 
access to private home toilets. One 
could hypothesize this may miti-
gate some of the negative adaptive 
behaviors used in the workplace. 
Anecdotally, we have found not 
necessarily a decrease in LUTS, 
but less bother from LUTS when 
working from home, and there-
fore less desire to pursue medical 
or surgical treatment. Conversely, 
when a person must return to a 
public work setting after working 
from home, bother from bladder 
symptoms may increase and lead 
to overall poorer perceived blad-
der health.

In recent times, there has been 
decreased net demand for lower- 
and middle-income jobs (such as 
those in customer service, retail, 
hospitality, and food service), with 
increasing use of technology, auto-
mation, and globalization. During 
the pandemic, these lower-income 
workers were disproportionate-
ly affected by job loss. Therefore, 
job instability more often affected 
vulnerable populations, such as 
those with lower socioeconomic 
status, lower levels of educational 
attrition, younger people, women, 
and those of non-White race and/
or ethnicity, who may also be more 
affected by urological conditions, 
including overactive bladder, in-
continence, urinary tract infections, 
and more severe LUTS.10,11 Pan-
demic job instability could there-
by exacerbate or augment these 
associations, potentially worsening 
bladder symptoms. The pathways 

“ Therefore, 
the impact of 
lower urinary 
tract symptoms 
(LUTS) on 
employment and 
how occupation 
impacts blad
der health and 
toileting behaviors 
are fascinating, 
unique, and 
im portant 
relationships to 
consider.”
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here are multifactorial and bidirec-
tional due to barriers to accessing 
care and increase in chronic stress-
ors and other comorbid conditions, 
additional unmet social needs, or a 
greater overall burden of urinary 
symptoms.

Conclusions
Occupation, employment, and 

the workplace can have significant 
impacts on bladder health, urologi-
cal conditions, and toileting behav-
iors. The traditional office-based 
workplace is ill-equipped for the 
toileting needs of those with uri-
nary conditions or LUTS, due to 
few toilets per employee and/or 
restrictions on bathroom access 
or breaks. This leads to decreased 

work productivity, higher unem-
ployment rates, and difficulty keep-
ing a job, which affects economic 
stability. During and following the 
COVID-19 pandemic, the work-
force has experienced dramatic 
changes with job loss disproportion-
ately impacting those in the lowest 
income occupations, a shift to a de-
centralized workplace with more 
working from home, and growth 
in short-term employment, includ-
ing the gig economy. These chang-
es undoubtedly have impacts on 
overall physical and mental health, 
which includes LUTS and toileting 
behaviors. It is still unknown, how-
ever, the overall negative impact 
that adaptive toileting and cop-
ing behaviors may have on long-
term bladder health. Continuing to  

investigate these impacts and associ-
ations as the workforce continues to 
evolve will be important to under-
stand and manage urological condi-
tions into the future. STOP
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Ureteral stents were first de-
scribed in 1949 and continue to be 
one of the most commonly used 
tools among urologists. Howev-
er, as much as they reduce risk of 
obstruction after instrumentation 
and decompress the urinary tract, 
they do not come free of com-
plications. In >80% of patients, 
stents have been associated with 
patient discomfort, infection, and  
encrustation.1

Stent encrustation is a common 
and complex complication asso-
ciated with ureteral stents. It is 
defined as deposition of crystals 
and minerals from the urine on 
the ureteral stent’s inner and out-
er surfaces. Risk of encrustation 
directly correlates with length of 
treatment, with signs of encrusta-
tion seen in 9% of patients after 

6 weeks and 77% of patients after 
12 weeks.2,3 It has also been pro-
posed that biofilm formation and 
bacterial adhesion have a role in 
the mechanism of encrustation. 
On placement, all stents become 
coated with a conditioning film 
formed by urinary proteins and 
ions that promote adhesion of bac-
teria onto the stent’s surface (see 
Figure). This, due to either the bio-
film’s net positive charge attracting 
negatively charged crystals or cal-
cium-binding proteins that allow 
crystals to directly bind to stents, is 
thought to stimulate stent encrus-
tation.4 Other patient-specific con-
tributing factors include history of 
urolithiasis, cancer, malabsorptive 
syndromes, and forgotten stents in 

patients with poor compliance or 
low health literacy.

Standard KUB is often sufficient 
to diagnose the extent of encrusta-
tion while CT should be used for 
surgical planning for more severely 
encrusted cases. Geavlete et al re-
ported 832 cases of stent encrusta-
tion in a review of 50,000 endouro-
logical procedures over 25 years.5 
The authors found the most com-
mon location of encrustation was 
the distal curl alone in 432 (52%) 
cases, followed by both proximal 
and distal curls in 235 (28%) cas-
es, and encrustation of the entire 
stent in 112 (12%) cases. It was rare 
to find proximal curl encrustation 
alone (3.1%), distal curl with stent 
shaft (3%), or stent shaft alone 
(2 cases).

Grading systems have been de-
veloped to assess the severity of 
encrustation, like the FECal (for-
gotten, encrusted, calcified) and 
KUB systems, classifying into ei-
ther mild (<5 mm, <50% stent 
encrustation) or severe (≥5 mm, 
≥50% encrustation).2 In milder 
cases, cystoscopic removal is usu-
ally successful. In severe cases, a 

multimodal, staged approach with 
cystolitholapaxy, extracorporeal 
shock wave lithotripsy, ureteros-
copy, percutaneous nephrolithoto-
my, or pyelolithotomy is typically 
used to target the distal curl, stent 
shaft, and proximal curl stone.  
Nephrectomy has been performed 
for severe cases where kidney func-
tion has been compromised. Avoid-
ing excessive force when extracting 
a stent is imperative, as stents may 
break from loss of tensile strength 
and potentially cause ureteral inju-
ries or avulsions.

The most common stents are 
made of nondegradable polymeric 
and metallic materials such as sili-
cone and/or polyurethane. There 
have been different approaches to 
prevent stent encrustation including 
different stent materials, coatings, 
and medical treatment to change 
urine’s pH and composition.

Coated Stents
• Heparin-coated stents initial-

ly showed some promise with 
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“ Stent encrustation 
is a common 
and complex 
complication 
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ureteral stents.”
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“ Despite 
considerable 
advances in 
stent technology, 
the ideal stent 
that avoids 
encrustation 
has not yet been 
developed.”

no encrustation within 10-12 
months vs 76% encrustation of 
noncoated conventional stents. 
However, these data were re-
futed, and heparin was found 
to only reduce encrustation in a 
sterile environment.

• Triclosan and antibiotic-coated 
stents were developed with the 
goal of reducing risk of biofilm 
formation and urinary tract infec-
tion. They were found to have no 
difference in biofilm formation, 
encrustation, or infection, and 
have been deemed unsuccessful 
due to antibiotic resistance.1,2

• Hydrogel coating consists of a 

thin layer of hydrogel capable 
of absorbing water to prevent 
 bacterial adhesion. However, 
studies have pointed out that 
due to absorption of urinary 
solutes, hydrogel-coated stents 
could have the same or even 
higher risk of encrustation.1

• The Percushield ureteral stent 
was developed to create a non-
ionic, super-smooth, hydropho-
bic inner and outer surface that 
reduces the adhesion of calcium 
and magnesium salts.2 In vitro 
studies using the Percushield stent 
showed significant reduction in 
encrustation in artificial sterile 
and infected urine. Nonetheless, 
Yoshida et al demonstrated, using 
micro-CT, that there was no sta-
tistical difference in outer or inner 
surface encrustation between the 
Percushield stent and the conven-
tional hydrogel-coated surface.6 

• Silver nitrate– and ofloxacin- 
coated copolymer stents initially 
showed decreased biofilm forma-
tion in rabbits but failed to yield 
similar results in clinical trials.2

• Oxalate-degrading enzyme coat-
ing showed promise but was 
never taken to market.2

Stent Design
The creation of a biodegradable 

stent has been in the works for the 

past 20 years but has been halted by 
manufacturing limitations. Hope-
fully with the help of new technol-
ogies such as 3D/4D printing these 
limitations might be overcome and 
a low-cost mass production can be 
achieved.1

Medical Treatments
Medical treatments that alter the 

urinary chemistry could potential-
ly prevent encrustation. Tavoosian 
et al found that potassium citrate 
can significantly reduce double-J 
stent encrustation in patients with 
urolithiasis.7 While this result is 
encouraging and could be con-
sidered as preventive treatment, 
it does not seem to be a common 
practice among urologists. Simi-
larly, Yoshida et al found an asso-
ciation between high triglycerides 
and total cholesterol with an in-
crease in urinary excretion of 
lithogenic components such as 
oxalate, calcium, potassium, and 
chloride while LDLs increased 
urinary excretion of protective 
factors such as citrate and magne-
sium.6 This was the first time this 
relationship was reported, and 
the effect of treatment of dyslip-
idemia in patients with expected 
long-term stent treatment could 
be an area of research moving  
forward. 

Despite considerable advances 
in stent technology, the ideal stent 
that avoids encrustation has not 
yet been developed. A novel stent 
may look promising in vitro; how-
ever, success has not translated in 
the clinical setting. Will it be a new 
stent shape or design, a new stent 

coating, an effective biodegrad-
able option, or some combination? 
Time will tell. Until then, focusing 
on changes in clinical practice and 
improved quality initiatives may be 
the best approach. Ensuring stents 
are removed in a timely fashion is 
imperative to avoid the complica-
tions associated with stent encrusta-
tion. In addition, continued efforts 
to identify situations where stents 
are not needed will be an import-
ant evolution and change in culture 
that will benefit the clinical care of 
this patient population. STOP
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Figure. Mechanism of stent encrustation. Reprinted with permission from Tomer et al, J Urol. 2021;205(1):68-77.2
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Preventing metastasis is a critical 
goal of treatment in men diagnosed 
with prostate cancer. Clinical prac-
tice guidelines support adding an-
drogen deprivation therapy (ADT) 
to radiation therapy (RT) in patients 
with unfavorable  intermediate-risk 

or high-risk localized prostate can-
cer to reduce the risk of metasta-
sis.1-3 These treatment guidelines 
are based on clinical trials that 
have shown treatment benefits for 
guideline-based cohorts of higher- 
risk patients.1-3 However, ADT is 
associated with a broad range of 
adverse effects4 that may impact 
a patient’s willingness to endure 
RT+ADT. The risks and benefits 
of treatment using RT+ADT can 
be evaluated by individual patients 
and their providers to develop a 
treatment plan. A systematic me-
ta-analysis including individual pa-
tient data from 10,853 clinical trial 
participants found that addition of 
ADT to RT significantly improved 
metastasis-free survival in men with 
localized prostate cancer and that 
the treatment effects of ADT were 
not affected by RT dose, clinical 
risk group, or age.5 Therefore, tools 
are critically needed to predict the 
personalized absolute reduction in 

risk of metastasis from ADT added 
to RT while minimizing exposure 
to potential ADT side effects in 
patients who may not experience 
meaningful treatment benefit.

Genomic tests like Prolaris pro-
vide individualized information 
that may inform treatment deci-
sions and improve the prognostic 
accuracy of risk assessment based 
on clinical disease  markers alone.1-3 
Prolaris provides a continuous clin-
ical cell-cycle risk (CCR) score, 
which combines the  clinical Uni-
versity of California, San Francis-
co’s Cancer of the Prostate Risk 
Assessment (CAPRA) with molec-
ular markers of cell- cycle progres-
sion designed to determine cancer 
aggressiveness. The CCR score 
can inform the individual risk of 
developing metastatic disease and 
prostate cancer– specific mortali-
ty within 10 years in men with lo-
calized prostate cancer who have 
not received prior intervention.6-8 
The CCR score includes validat-
ed thresholds to identify patients  
who are candidates for active sur-

veillance, single-mode treatment, 
and multimodal treatment. Retro-
spective data have validated the 
Prolaris CCR score of 2.112 as a 
prognostic threshold for identifying 
patients who may be candidates for 
single-mode treatment rather than 
multimodal treatment.7,8 However, 
the value of the continuous CCR 
score for predicting individual ab-
solute risk reduction from ADT 
added to RT had not been evaluat-
ed prior to this work.9

Our recent work has built upon 
a previous absolute risk reduction 
model,10 updated to determine the 
benefit of ADT added to RT5 for 
10-year risk of metastasis as a func-
tion of the continuous Prolaris CCR 
score.9 The updated model was 
built using a retrospective cohort 
of men tested with Prolaris who 
received RT alone (N=467), and 
assumed a 41% relative reduction 
in risk of distant metastasis from 
ADT added to RT as estimated in a 
meta-analysis of ADT benefit.5 The 

Figure 1. Risk of metastasis as a function of cell-cycle risk (CCR) score in the radiation therapy (RT)-
alone cohort compared to the mathematically derived risk with RT + androgen deprivation therapy 
(ADT) assuming a 41% relative benefit of ADT. The 95% CIs were simulated. The dashed vertical line 
represents the multimodal treatment threshold at CCR = 2.112. Reprinted with permission from Tward 
JD et al, J Clin Oncol. 2023;41(16_suppl):5030.9

Figure 2. The computationally derived absolute risk reduction from androgen deprivation therapy 
added to radiation therapy with corresponding number needed to treat as a function of cell-cycle risk 
(CCR) score, with simulated 95% CIs. The dashed vertical line represents the multimodal treatment 
threshold at CCR = 2.112. Reprinted with permission from Tward JD et al, J Clin Oncol. 2023;41(16_
suppl):5030.9
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updated model was then used to 
computationally derive absolute risk 
reduction and number needed to 
treat (NNT) for a set of commercial-
ly tested patients with CCR scores 
representative of the general popu-
lation (N=56,485).9,10 The included 
patients were broadly representa-
tive of National Comprehensive 
Cancer Network risk categories and 
clinicopathological features.9

The addition of ADT to RT 
shifted the estimated 10-year risk 
of metastasis (Figure 1) and pro-
duced a broad range of absolute 
risk reduction and NNT across 
CCR scores (Figure 2). At the 
lowest end of the recommended 
multimodal treatment range, the 
absolute risk reduction from ADT 
added to RT was 3.7%, with the 
corresponding NNT =27 indicat-
ing that ADT added to RT would 
prevent metastasis within 10 years 
for 1 of every 27 treated men. The 

absolute risk reduction from ADT 
peaked at 19.2% near a CCR score 
of 4, corresponding to NNT =5. 
In the commercial cohort, the av-
erage absolute risk reduction was 
0.86% in men under the CCR 
multimodal treatment threshold, 
corresponding to NNT =116. The 
average absolute risk reduction 
was 8.19% in men above the CCR 
multimodal treatment threshold, 
corresponding to NNT =12. These 
data reinforce that men under the 
multimodal treatment threshold, 
which comprised 87.3% of men in 
the commercial cohort,9 are unlike-
ly to derive meaningful treatment 
benefit from adding ADT to RT.

Selecting cancer treatment mo-
dality involves understanding the 
patient’s goals and preferences, 
as well as weighing the risks of 
ADT4 against its benefits. Although 
RT+ADT is known to benefit pa-
tients and is recommended based 

on risk category,1-3,5 a balance of 
population-based risk knowledge 
against personalized risk esti-
mates is needed. These recent data 
demonstrate that the personalized 
risk information provided by the 
CCR score can be used to inform 
individualized absolute risk reduc-
tion and NNT across a broad spec-
trum of actual risk,9 making it a 
useful tool for shared treatment de-
cision-making between physicians 
and patients. STOP
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Background
The vasectomy rate among pri-

vately insured men ages 18 to 64 
in the US increased by 0.11%—a 
26% change—from 2014 to 2021 
(see Figure).1 This finding sug-
gests the long-term decline in the 
vasectomy rate among privately 
insured men is likely over.2-4 The 
authors hypothesized that this de-
cline ended in 2014.1 The differ-
ence in the vasectomy rate from 
2014 to 2021 was greatest in men 
with 3 or more children (0.49%), 
with 2 children (0.3%), with a wife 

not of advanced maternal age 
(0.28%), and ages 35 to 44 (0.24%). 
The percent change was greatest 
in men with no children (61%), 
with a wife of advanced maternal 
age (41%), who were single (4%), 
and ages 18 to 24 (37%). Both the 
differences and percent changes 
were greater in rural geographies 
compared to urban geographies 
in every region except the North-
east.1 Therefore, men who may be 
good candidates for vasectomies, 
such as those who are in their late 
thirties or early forties and are 
done having children, were re-
sponsible for most of the growth 
in the vasectomy rate from 2014 
to 2021. However, demographics 
of men in whom vasectomies may 
be less common, such as those 
who are single and in their teen-
age years or early twenties, may 
be growing more quickly. Urolo-
gists and other practitioners who 
perform vasectomies should be 

mindful of these changes, espe-
cially those who practice in rural 
geographies.

Will the Overturning of 
Roe v. Wade Increase the 
Vasectomy Rate?

The authors proposed several 
explanations for the increase in 
the vasectomy rate, including that 
men may have responded to na-
tional, state, or local debates on 
abortion by electing to receive a 
vasectomy.1 A growing body of 
literature suggests vasectomies in-
creased after the overturning of Roe 
v. Wade on June 24, 2022.5-7 Bole 
et al published the first peer-re-
viewed data on this topic, compar-
ing medical and billing records at 
a large Midwestern health system 
from July-August 2021 to July-Au-
gust 2022.5 They found vasectomy 
consultations increased by 22.4%, 

and median procedural volume 
per month increased by 118 (P  = 
.03).2 Next, Kassab et al compared 
medical records from 2 high- 
impact university hospitals from 
June 15-21, 2022, to June 22-28, 
2022.6 They found office visits for 
vasectomy consultations increased 
by factors of 2.4 at hospital 1 and 6 
at hos pital 2.6 Finally, Zhang et al 
conducted a retrospective cohort 
study in a nationally representa-
tive database of approximately 
87 million patients from 55 health 
care organizations.7 They found 
vasectomy incidence increased 
by 0.194%—a 20% change—in the 
7 months after the overturning 
compared to the 7 months prior, 
and that the trend in vasectomy 
incidence, which was increasing 
prior to the overturning, became 
greater (P < .05).
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Implications
The vasectomy rate among pri-

vately insured men ages 18 to 64 
increased between 2014 and 2021. 
Permanent contraceptive utiliza-

tion in men and access to abortion 
for women may be related, so the 
overturning of Roe v. Wade may 
increase the vasectomy rate more 
in 2022 and beyond. Researchers 
should assess the causality of the 

relationship between vasectomy 
and abortion as survey and health 
insurance claims data become 
available; the variation in states’ 
legislation after the overturning 
offers a quasi-experimental design 
to do so. Researchers should also 
continue to monitor trends in the 
vasectomy rate among privately 
insured, publicly insured, and un-
insured men, to ensure demand 
continues to be met.
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Figure. National vasectomy rate among privately insured men aged 18 to 64 in the US between  
2014 and 2021.

Mastering the Basics: How the Experts Do It
Gopal Badlani, MD, FACS, FRCS
Wake Forest University, Winston-Salem, 
North Carolina

This session at AUA2023 was con-
ceived by Secretary Dr John Denst-
edt based on feedback from the audi-
ence at the 2022 meeting. Common 
surgical procedures were demon-
strated by experts. Please consider 
reviewing the video presentations at 
the AUA site for the 2023 meeting 
(April 29, 7:45 to 8:45 am Plenary).

Dr Micah Jacobs from U.T. 
Southwestern addressed a case  
emblematic of a typical teenage 
patient who might show up in an 
adult or pediatric emergency room. 
It discussed the workup and de-
termining factors for a decision to 
bring the patient to the operating 
room, including imaging and non-
imaging assessment. The procedure 
for orchiopexy and possible orchi-
ectomy was discussed. Aftercare 

and follow-up care recommenda-
tions included a discussion of pre- 
and postoperative counseling for 
the patient and family (Figure 1).

Dr Mantu Gupta from Mount 
Sinai, New York, highlighted the 
advantages, clinically and patho-
logically, of en-bloc enucleation of 
bladder tumors. He discussed var-
ious lasers and methodologies to 
achieve complete tumor removal 
with good lateral and deep mar-
gins. This includes tips and tricks, 
such as laser settings and clinical 
nuances, that help facilitate the 
procedure, especially for the nov-
ice. Technique mastery and appli-
cations to en-bloc enucleation of 
ureteral and collecting system tu-
mors were also discussed (Figure 2).

Olivier Traxier from Paris, 
France, is the leading expert in 
ureteroscopy and laser use in the 
upper tract. His video demon-
strated the 3 pulsed laser (Ho: 
YAG-TmF and Tm:YAG) for stones 
and upper tract urothelial cancer. 
He presented the various settings 

to maximize the advantage of each 
laser, emphasizing the physician 
input in setting the energy.

Wayne J. G. Hellstrom from Tu-
lane demonstrated techniques and 
approach to ventral and dorsal pe-
nile plication. Approximately 4% 

Figure 1. Torsion of the testicle.

Figure 2. Laser enucleation of bladder tumor.
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Figure 3. Plication for Peyronie’s disease. 

of adult men have Peyronie’s dis-
ease (PD), which can cause both 
physical and psychologic distress. 
Oral meds are no longer recom-
mended. The only Food and Drug 
Administration–approved agent for 
the treatment of PD, collagenase 
Clostridium histolyticum (Endo, Mal-
vern, Pennsylvania), may not be 

available, may not be covered by 
insurance, or may result in treat-
ment failure. Surgery remains the 
gold standard for the treatment of 
PD. After passing defined indica-
tions, penile plication remains as 
a simple, successful, and reversible 
outpatient procedure with minimal 
complications. A nonincisional ap-

proach using baby Allis clamps and 
a near-to-far and far-to-near im-
bricating, nonabsorbable-braided 
suture with buried corporal knots 
provides a greater than 90% success 
rate. The preferred plication tech-
nique for dorsal, lateral, and ventral 
penile curvatures was detailed with 
explanatory videos (Figure 3). STOP
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Current Evidence Base
Surgical options for pediatric 

nephrolithiasis include ureterosco-
py (URS), shock wave lithotripsy 
(SWL), and percutaneous nephroli-
thotomy (PCNL). There are 8 rec-
ommendations for pediatric patients 
in the 2016 AUA/Endourological 
 Society guidelines for the surgical 
management of urinary stone dis-
ease; 50% consider the size and lo-
cation of stones, but none considers 
the age, sex, or complexity of the 
child, all of which may also affect 
the feasibility, success, and mor-
bidity of a particular procedure.1,2 
None considers patient-prioritized 
or patient-reported outcomes.3 With 
the existing evidence base, it is not 
a surprise that there is variation in 
the preferred choice of surgical in-
tervention for children with urinary 

stones by size and location. Here, we 
summarize the rationale for 2 real 
cases of pediatric stone disease and 
the role of size and location of stone 
in determining the approaches.

Case 1: 9-Year-old Boy 
With Autism With 1.5-cm 
Renal Pelvis Stone (1,400 
Hounsfield Units)

The AUA guidelines recommend 
SWL or URS as first-line therapy for 
renal calculi <20 mm in children, al-
though the strength of this evidence 
is weak (evidence grade C).

Option 1: URS
Considerations for this case, be-

yond the typical considerations of 
stone size and location, include pre-
pubertal patient age, developmental 

delay, and scoliosis. The case for 
URS is centered around 3 tenets: 
(1) laser technology has made tre-
mendous advances; (2) no incisions 
means less bleeding; and (3) pa-
tient safety comes first. An over-
view of comparative studies favors 
URS over PCNL for this scenario. 
A 2019 meta-analysis targeting up-
per urinary stones between 12 and 
20 mm in size in pediatric patients 
found similar stone clearance after 
the initial and final procedures for 
URS and PCNL, while outcomes 
such as transfusion and hospital stay 
favored URS.4 Since the newest la-
ser technologies (ie, high-power hol-
mium with Moses and the thulium 
fiber laser) were introduced recent-
ly, this meta-analysis likely reflected 
older, low-power holmium tech-
nology. With the newer laser tech-
nologies, laser lithotripsy has been 
consistently faster and more efficient 

compared to the low-power holmi-
um laser.5-9 Another advantage of 
URS over PCNL is that there is no 
incision, meaning less bleeding. The 
transfusion rate following PCNL is 
~7%.4 Lastly, this patient’s autism 
and scoliosis may mask the ability 
to communicate patient experiences 
like pain and increase the risk of sur-
gical complications,10 respectively.

Option 2: PCNL
The case for PCNL is supported 

by stone clearance, monotherapeu-
tic success, avoidance of a stent, and 
safety of miniaturized access tracts (ie, 
mini-PCNL). A meta-analysis com-
paring stone clearance across several 
surgical modalities for intermediate 
(1-2 cm) renal calculi in children sug-
gests that PCNL, when stratified by 
access-tract size, is equally effective, 
if not more so, compared to URS, 
while SWL is inferior.11 PCNL ac-
cess can be obtained under the same 
anesthetic, providing opportunities 
for monotherapeutic success. In con-
trast, pediatric URS poses challenges 
in ureteral access, especially among 
prepubertal children, with up to 72% 
of children requiring multiple anes-
thetics, mostly driven by stent place-
ment and removal.12 In addition to 
the procedural burden of stents, the 
prospective STENTS (Study to En-
hance Understanding of Stent-asso-
ciated Symptoms) demonstrated that 
even after 1 week of stent dwell time 
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Figure 1. Case 1.
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following URS, pain interference 
and urinary bother failed to return 
to baseline and only did so following 
stent removal.13 Meanwhile, minia-
turization for PCNL has improved 
safety, with mini-PCNL (sheath size 
of 15F-20F) associated with <1% 
Clavien-Dindo grade III complica-
tions and a 3.3% transfusion rate.14 
Notably, concepts of monotherapy, 
avoidance of ureteral stents, and 
quality of life in recovery have been 
highlighted in recent patient and 
caregiver listening sessions for the 
PKIDS (Pediatric Kidney Stone) 
Care Improvement Network clinical 
trial planning,15 making PCNL an at-
tractive patient-centered option.

Case 2: 3-Year-old 
Healthy Girl With 4-mm 
Distal Ureteral Stone 
and 5-mm Ipsilateral 
Interpolar Stone Visible 
on Plain Film

The AUA guidelines recom-
mend SWL or URS as first-line 
therapy for pediatric patients with 
a total renal stone burden <20 mm, 
and SWL or URS for pediatric pa-
tients with ureteral stones.1,2

Option 1: URS
There are several reasons why 

URS is the superior approach in 
this 3-year-old female with a renal 
and distal ureteral stone. First, stone 
clearance is higher for URS com-
pared to SWL, particularly for distal 
ureteral stones. In addition, there is 
a lower risk of re-treatment in this 
child with URS. Finally, there is the 
opportunity to obtain a stone spec-
imen for analysis, which is not the 
case for SWL. A systematic review of 
surgical treatments for children with 
renal and proximal ureteral stones 
found that single-session stone clear-
ance, defined as no residual frag-
ments, was 2.3 times higher for URS 
compared to SWL.16 There was 
no difference in overall clearance, 
which may reflect re-treatment for 
SWL. However, URS had a lower 
efficiency quotient, which reflects 
prestenting for passive dilation, and 
stent placement for stone treatment 
and stent removal. There was no 

difference in complication between 
URS and SWL. Stone clearance for 
proximal ureteral stones was signifi-
cantly higher than that of mid and 
distal ureteral stones following SWL, 
which is important because this pa-
tient had a distal ureteral stone.

Option 2: SWL
The case for SWL is based on 2 

factors: small stone size and favor-
able stone location. Stone treatment 
with SWL can be accomplished 
safely without a stent in a single pro-
cedure. Much emphasis has been 
placed on  meta-analyses favoring 
URS over SWL for renal and uret-
eral stones in children. However, the 
authors of one of these studies cau-
tion in drawing clinical inferences 
due to the very low–quality evidence 
for most comparisons.17 Numerous 
retrospective studies demonstrate 
a stone-free rate of 84%-90% after 
SWL for renal stones <10 mm in 
children,18,19 which is  comparable to 
URS. In treating ureteral stones <10 
mm with SWL, Landau et al report-
ed 100% stone clearance after a sin-
gle session.20 Jee et al demonstrated 
that in patients <7 years of age, stone 
clearance was 92% after an average 
of 1.2 sessions.21 The high rate of 
stent use in pediatric patients under-
going URS is a factor that must be 
taken into consideration as it trans-
lates into multiple anesthetics. Stent 
usage is associated with significant 
discomfort and has been associated 
with a higher rate of postoperative 
emergency department visits and 
opioid prescriptions compared to 
SWL.22 SWL is safe, with only rare 
serious safety events such as renal 
hematoma and Steinstrasse.16 Stud-
ies have confirmed no scarring by 

renal scintigraphy in long-term fol-
low-up after SWL.23

Conclusions
A multitude of appropriate treat-

ment options—each balancing safety, 
efficacy, and patient experience—ex-
ist across the spectrum of pediatric 
kidney stone disease. While data are 
lacking to be able to provide per-
sonalized recommendations based 
upon stone and patient characteris-
tics, emerging knowledge from the 
PKIDS trial, prospectively evalu-
ating surgical outcomes for SWL, 
URS, and PCNL across 30 centers 
and 1,290 patients, will provide a 
substantial amount of information for 
patients, families, and surgeons.15  
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“ We postulated 
that, similarly to 
blad der cancer, 
USB might be 
useful in specific 
populations of 
patients affected 
by UTUC and 
candi dates for 
kidneysparing 
treatment (KSS).”
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Upper tract urothelial cancer 
(UTUC) is a rare disease whose 
standard treatment has tradition-
ally been represented by radical 
nephroureterectomy (RNU). In 
recent years, advances in the en-
dourological technology armamen-
tarium have led to the selection of 
some patients with low-risk disease, 
namely low-grade single tumor <2 
cm, who may benefit from ablative 
ureteroscopy (URS).1 On the other 
hand, ureterectomy has been prov-
en to be a feasible and safe treat-
ment in patients with high-risk dis-
ease of the distal ureter.2 Moreover, 
patients with high-risk UTUC 
might be directed to endoscopic 
treatment due to imperative indi-
cations (ie, solitary kidney, chronic 
kidney disease, panurothelial tu-
mors).

Regardless, the correct risk 
stratification of UTUC remains 
a challenge. Computed tomogra-
phy has shown a high accuracy 
to detect UTUC but a low per-
formance in UTUC risk stratifica-
tion.3 Urinary cytology has limited 
sensitivity (64%) for UTUC. URS 
has been proven to be the best 
technique to diagnose UTUC, 
providing important information 
on tumor characteristics such as 
tumor grading and in situ cytol-
ogy, and potentially ablating the 
lesion in a single session. How-
ever, it is not considered a key 
step in the diagnostic workflow of 
UTUC due to the relatively high 
percentage of nondiagnostic bi-
opsies and the risk of bladder re-
currence after endoscopic tumor 
manipulation.4

In this regard, the application of 
ureteral systematic biopsies (USBs) 
has never been considered. We 
postulated that, similarly to blad-
der cancer, USB might be useful 
in specific populations of patients 
affected by UTUC and candi-
dates for kidney-sparing treatment 
(KSS). Thus, this technique has 
been implemented in our institu-
tional protocol.

USB was performed via a 
 semirigid URS and consisted of at 
least two 3F biopsies in each of the 
upper tract portions: pelvis, proxi-
mal, mid, and distal ureter.

The indications were as fol-
lows: (1) suspicion of upper tract 
carcinoma in situ, (2) follow-up 
after upper tract bacillus Calmette-
Guérin instillations for high-risk 

disease, (3) high-risk tumors, can-
didate for KSS, (4) recurrent low-
risk UTUCs.

A total of 300 USBs was per-
formed in 91 patients. This tech-
nique proved to be safe, since 
postoperative complications and 
readmissions were comparable to 
those of patients who were not sub-
mitted to USB. Notably, bladder 
recurrence-free survival was similar 
between those submitted to URS 
for UTUC suspicion with or with-
out USB (77% vs 73%).

A significant number of USBs 
were positive (47%), while 19% 

were nondiagnostic. Furthermore, 
in 31% of negative/nondiagnostic 
URS, USB was positive. There-
fore, USB provided a significantly 
higher number of tumor diagnoses 
in the setting of negative or nondi-
agnostic URS.

A biopsy of a target lesion was 
performed in 40% of cases. In 19% 
of these cases, USB outperformed 
the biopsy of the lesion in detect-
ing UTUC. Conversely, 73% of 
patients with positive target biop-
sies had positive USB. This under-
lines that a nonnegligible portion 
of patients with a lesion detected 
during the URS might harbor dis-
ease in other portions of the upper 
urinary tract.

In 45% (5/11) of patients diag-
nosed with a distal ureteral tumor, 
USB detected UTUC in other 
upper tract portions. Thus, nota-
bly almost half of patients who 
were candidates for KSS, either 
endoscopic management or dis-
tal ureterectomy, had UTUCs in 
other portions of the upper uri-
nary. This could lead to a change 
in treatment algorithm, from KSS 
to RNU.

The higher number of tumor 
diagnoses and multifocal tumor 
detection has a clinical impact 
that is demonstrated by the 2-year 
RNU-free survival rates, which 
were 87% (95CI%: 78.1-98.5) vs 
53% (95%  CI: 39.4-71.2; P = .001) 
for negative vs positive USB pa-
tients. At Cox regression model 
accounting for predefined vari-
ables, patients with positive USB 
had a higher risk of being treated 
with RNU (HR: 3.38, 95% CI: 
1.46-7.80; P = .004).

In view of this, we concluded 
that USBs for UTUC were safe 
and could provide significant im-
provements in the selection of 
patients who may benefit from a 
KSS. A refined risk stratification 
of UTUC could also facilitate 
the expansion of the criteria for 
endoscopic treatment, which are 
actually reserved to a small per-
centage of patients affected by the 

disease. In the pursuit of shedding 
light on this rare disease, we be-
lieve that the implementation of 

USBs could represent a small but 
significant step toward the optimi-
zation of the diagnostic pathway, 
and thus treatment indication, of 
UTUC. STOP
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“ In 45% (5/11) 
of patients diag
nosed with a 
distal ureteral 
tumor, USB 
detected UTUC 
in other up per 
tract portions. 
Thus, notably 
almost half of 
patients who 
were candidates 
for KSS, either 
endo scopic 
management 
or distal 
ureterectomy, had 
UTUCs in other 
portions of the 
upper urinary.”
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Subcapsular renal hematomas 
(SRHs) are rare but significant 
findings that carry potential risks 
in both acute and chronic settings. 
These crescentic fluid collections, 
confined by the renal capsule, can 
exert pressure on the underlying 
renal parenchyma and may be ac-
companied by perinephric hem-
orrhage. SRH can manifest with 
various clinical symptoms, includ-
ing anemia, pain, infection, kidney 
injury, and hypertension. While 
the etiology of spontaneous hema-
tomas remains unclear, traumatic 
causes can result from physical in-
jury or accidents, while iatrogenic 
causes are associated with postpro-
cedural complications.

In a comprehensive 10-year ret-
rospective review, a total of 97 pa-
tients with acute SRH in the native 
kidney were included. The etiolo-
gies of SRH were classified into 3 
categories: traumatic (21%), sponta-
neous (32%), and iatrogenic (47%), 
as seen in the Table. Notably, spon-
taneous SRH cases often lacked 
clear underlying causes, with less 
than half of patients having associ-
ated cystic or solid masses. Renal 
biopsy was the most common iatro-

genic etiology (18/28), followed by 
nephrostomy placement/exchange 
(7/28) and percutaneous nephroli-
thotomy (PCNL; 7/28).

Complications associated with 
SRH were observed in several pa-
tients. Three patients developed 
Page kidney phenomenon, with 
hypertension secondary to renin- 
angiotensin-aldosterone system ac-
tivation. Among these patients, 2 
had solitary kidneys, necessitating 
new hemodialysis or open hema-
toma evacuation. The Page kidney 
with a contralateral functional kid-
ney was managed conservatively. 
Additionally, 6 patients developed 
infected perinephric hematomas, 
requiring interventions such as 
image-guided drainage (n=5) or 
nephrectomy (n=1) on day 85, on 
average. Perinephric bleeding oc-
curred in 21 patients, with 17 of 
them undergoing renal artery em-
bolization. Of the 17 patients re-
quiring renal artery embolization, 
4 presented with trauma, 7 after iat-
rogenic causes, and 6 were sponta-
neous (3 with renal masses). While 
rare, an additional 2 cases required 
operative hematoma evacuation 
due to severe pain and abdominal 
compartment syndrome. 

Prompt recognition of the SRH 
in addition to recognition of the 
cause of the bleed may be impact-
ful to predicting outcomes. Perhaps 
the most common etiology of SRH 
is renal biopsy, as seen in our co-
hort (19%). A prospective study of 
471 patients by Manno et al report-
ed a 33% rate of postbiopsy SRH 
in native kidneys. However, 90% 
of these hematomas were clinically 
silent.1 Our study noted that 55% 
of postbiopsy hematomas required 
intervention ranging from multiple 
transfusions to renal artery embo-
lization.

Iatrogenic renal subcapsular 
hematoma from routine urolog-
ical cases traditionally has been 
described regarding percutaneous 
stone extraction (PCNL) and ex-
tracorporeal shock wave lithotrip-
sy. In our study, PCNL (7/46) and 

extracorporeal shock wave litho-
tripsy (6/46) were the most com-
mon iatrogenic causes of SRH. 
Additionally, placement or ex-
change of nephrostomy tube had 
a similar incidence (7/46). SRH 
after ureteroscopic lithotripsy is 
detailed in relatively few case re-
ports. Our study reports 4 SRHs in 
the setting of ureteroscopy. A sys-
tematic review by Whitehurst et al 
in 2017 of 9,000 patients who un-
derwent ureteroscopic lithotripsy 
found the incidence of SRH to be 
0.45%.2 It has been postulated that 
SRHs are more likely to form after 
ureteroscopy in the setting of hy-
dronephrosis leading to deformed 
vasculature and loss of parenchy-
mal elasticity. In addition, trauma 
from the guidewire and prolonged 
high-pressure flow in the pelvica-
liceal system may be attributed to 
the risk of SRH. 

About one-third of the hemato-
ma cases in our study were sponta-
neous bleeds, unrelated to trauma 
or iatrogenic etiology. Of the 31 

spontaneous SRHs, 8 were related 
to renal masses and 4 to polycys-
tic kidneys. Wunderlich syndrome 
describes the acute onset of spon-
taneous, nontraumatic renal hem-
orrhage into the subcapsular and 
perirenal spaces. It is traditionally 
characterized by Lenk’s triad: acute 
flank pain, flank mass, and hypo-
volemic shock. More than half of 
these patients in our study were 
clinically silent. However, 3 of 97 
(3%) of the total SRH cases devel-
oped Page kidney, all from sponta-
neous hematomas, 1 of which was 
related to an underlying renal mass. 

The natural history of the SRH 
timeline to resolution has not been 
elucidated in the current literature. 
Our study included patients with at 
least 3 follow-up cross-sectional im-
aging series. Among the 94 patients 
who underwent follow-up imaging 
within 10 months, 20 of them (21%) 
demonstrated complete hemato-
ma resolution. Further  imaging 

Table. Etiology of Subcapsular Renal Hematoma

Etiology Total % of Total

Trauma (20) Fall 12 12

Blunt 7 7

Penetrating 1 1

Spontaneous (31) Unknown 19 20

Renal mass 8 8

Polycystic kidneys 4 4

Iatrogenic (46) Renal biopsy 18 19

Nephrostomy placement/exchange 7 7

URS 4 4

ESWL 6 6

PCNL 7 7

Partial nephrectomy 1 1

AAA endograft 2 2

Lumbar fixation 1 1

Total 97

Abbreviations: AAA, abdominal aortic aneurysm; ESWL, extracorporeal shock wave lithotripsy; 
PCNL, percutaneous  nephrolithotomy; URS, ureteroscopy.
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Recent data have suggested a 
higher incidence of clinically signif-
icant prostate cancer in men with 

inflammatory bowel disease (IBD), 
with Burns et al demonstrating a 
4-times increased risk of high-grade 
prostate cancer in patients with IBD.1 
Previous epidemiologic studies have 
noted an association between chron-
ic inflammation and prostate cancer 
as well as increased risk of gastroin-
testinal malignancy and extraintesti-
nal malignancies, including lympho-
ma and skin cancer, in patients with 
IBD.2-4 The risk of urological tumors 
in patients with chronic inflammato-
ry conditions, including but not lim-
ited to IBD, is not well elucidated.5,6

Our study grew out of the ini-
tial Burns et al paper and sought 
to investigate the possible link be-
tween prostate cancer and IBD. 
As one of our avenues of explora-
tion, we looked into inflammation 
as a common cause, and one of 
the most common classes of anti- 
inflammatory medications used 
worldwide are the tumor necro-
sis  inhibitors (TNF-I). There are 
multiple on-label indications for 
these medications including IBD, 
psoriasis, rheumatoid arthritis, and 
many others. The literature has 
not established any link between 
cancer development and TNF-I 
exposure aside from certain non-
melanoma skin cancers and lym-
phomas. However, very few stud-
ies have follow-up data beyond  
1 year of drug treatment, which 
is a nonconclusive follow-up time 
frame to evaluate the risk of solid 
malignancy.7 The studies that have 
longer follow-up are also plagued 

by other issues, including reliance 
on a spontaneous reporting system 
for adverse events or use of multi-
ple medications concomitantly.8,9 
Furthermore, there are no studies 
that specifically evaluate the risk of 
urological cancer after TNF-α-I ex-
posure in the published literature.10 
As such, we sought to examine the 
risk of urological malignancies in 
patients on long-term TNF-α-I im-
munosuppression through a multi-
center, single–health system, retro-
spective cohort.

We queried for adult patients 
who presented to any clinic with-
in the Northwestern Medicine 
network from July 1996 through 
January 2020. Patients exposed to 
TNF-α-I were identified using the 
generic medication names for any 
of the 5 TNF-α-I (adalimumab, in-
fliximab, etanercept, certolizumab, 

and golimumab) along with the 
chronic inflammatory condition for 
which they were prescribed. Pros-
tate cancer in this population was 
identified using ICD-9 and ICD-10 
codes followed up by manual chart 
review. Because there was a signif-
icant time period in which TNF-I 
exposed patients were in the sys-
tem before initiation of the TNF-I, 
we employed a time-dependent 
analysis across exposure groups of 
each inflammatory condition. We 
used control groups as the patients 
with chronic inflammatory condi-
tions without TNF-I exposure. Af-
ter a long internal discussion and 
search of the literature, we decid-
ed to only include a malignancy  
if it was  diagnosed at least 6  
months after initial TNF-I exposure.   
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Figure 1. Flowchart of tumor necrosis inhibitors (TNF-I) in exposed and unexposed men and prostate 
cancer development.

between 10 and 15 months was 
conducted on 18 patients, with an 
additional 8 patients (44%) showing 
resolved hematomas. On average, 
the complete resolution of the 
hematoma took approximately 
368 days. Although our study lacks 
complete follow-up for each pa-

tient, it may be recommended that 
patients with SRH expect follow-up 
for 1.5 to 2 years until resolution. 

There is currently no evidence- 
based guideline for the manage-
ment of SRH. The study’s findings 
shed light on the natural history, 
clinical course, and  management 

of SRHs. Early recognition is key, 
especially in the setting of solitary 
or allograft kidney, to prevent pro-
gressive ischemic organ damage. 
Indications for intervention as seen 
in our study include severe anemia 
and hemodynamic instability, in-
tolerable pain, infected hematoma  

intractable to antibiotic therapy, 
and Page kidney. STOP

1. Manno C, Strippoli G, Arnesano L, et al. Predic-
tors of bleeding complications in  percutaneous 
ultrasound-guided renal biopsy. Kidney Int. 
2004;66(4):1570-1577.

2. Whitehurst L, Somani B. Perirenal hemato-
ma  after ureteroscopy: a systematic review. 
J  Endourol. 2017;31(5):438-445.

INFORMING AN APPROACH TO THE SUBCAPSULAR RENAL  HEMATOMA
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Although there is no literature to 
estimate biologic feasibility, this 
was the consensus of a panel of on-
cologic experts on our team.

These data, which we presented 
at AUA 2023 in Chicago, found a 
total of 15,190 men with chronic 
 inflammatory conditions for which 
TNF-I is a Food and Drug Ad-
ministration–approved treatment 
(Figure 1). There were 4,209 men 
exposed to a TNF-I and 10,981 
men who  remained unexposed to 
TNF-I.  Median post-TNF-I expo-
sure follow-up was 46 weeks (IQR 
21-78 weeks) with 53 patients (1.3%) 
subsequently developing prostate 
cancer. Median follow-up time with-
out TNF-I exposure was 87 weeks 
(IQR 38-144 weeks) with 490 pa-
tients (4.5%) subsequently develop-
ing prostate cancer (Table 1). After 
our time-dependent analysis, TNF-I 

exposure was associated with a de-
creased risk of prostate cancer (HR 
0.58, 95% CI 0.42-0.80, P = .001; 
Figure 2). There was no difference 
in PSA at time of diagnosis, Grade 
Group on biopsy specimen, num-
ber of positive biopsy cores, or rates 
of adverse pathology on prostatec-
tomy specimen (Table 2).

Our manuscript is the first pub-
lication of the finding that TNF-I 
exposure may be protective against 
prostate cancer. Our data include 
more than 15,000 men with a me-
dian follow-up of over 1 year and 
define a sample size similar to 
previous interventional and obser-
vational meta-analyses and com-
parable to previous large registry- 
based cohort studies.7-9 Overall, 
our findings are very exciting, and 
we plan to further investigate these 
findings with increased analyses on 

our current data set as well as at-
tempting to set up multi-institution-
al prospective studies to aggregate 
more robust data on this possible 
connection. Whether or not this 
process is driven by inflammation 
or other processes in the tumor mi-
croenvironment, we plan to con-
tinue to explore this new clinical 
phenomenon. STOP
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Table 2. Prostate Cancer Characteristics

TNF-I unexposed 
(N=490)

TNF-I exposed 
(N=53)

P value

PSA at diagnosis, No. (%) .3

 <4 69 (14) 12 (23)

 4-10 225 (46) 25 (47)

 >10 69 (14) 6 (11)

 Unknown 127 (26) 10 (19)

Grade group on bx, No. (%) .6

 1 165 (34) 22 (42)

 2 100 (20) 10 (19)

 3 70 (14) 5 (9)

 4 33 (7) 4 (8)

 5 29 (6) 5 (9)

 Unknown 93 (19) 7 (13)

Number of positive cores, No. (%) .5

 1 76 (16) 14 (26)

 2-6 194 (40) 20 (38)

 7-10 37 (8) 5 (9)

 >10 20 (4) 2 (4)

 Unknown 163 (32) 12 (23)

Adverse pathology, No. (%)

 EPE 48 (10) 12 (23) .4

 SVI 15 (3) 2 (4) > .9

 LVI 10 (2) 4 (8) .3

N1 7 (1) 3 (6) .4

M1 37 (8) 4 (8) > .9

Abbreviations: bx, biopsy; EPE, extraprostatic extension; LVI, lymphovascular invasion;  
PSA, prostate-specific antigen; SVI, seminal vesicle invasion; TNF, tumor necrosis inhibitors.

Figure 2. Prostate cancer risk with tumor necrosis inhibitor exposure. HR indicates hazard ratio.

Table 1. Baseline Characteristics of Prostate Cancer Patients

TNF-1 unexposed 
(N=490)

TNF-1 exposed 
(N=53)

P value

Age, median (IQR), y 61 (54, 69) 61 (55, 67) > .9

Follow-up time, median (IQR), wk

 Overall 87 (38, 144) 101 (56, 168) < .001

 Post-exposure – 46 (21, 78)

Race, No. (%) .8

 Black 58 (12) 7 (13)

 White 421 (86) 46 (87)

 Other 11 (2) 0 (0)

Smoking, No. (%) .059

 Current 40 (8) 2 (4)

 Former 214 (44) 16 (30)

 Never 236 (48) 35 (66)

TNF-1, No. (%) < .001

 Adalimumab 0 (0) 26 (49)

 Infliximab 0 (0) 10 (19)

 Etanercept 0 (0) 14 (26)

 Certolizumab 0 (0) 2 (3.8)

 Golimumab 0 (0) 1 (1.9)

Abbreviations: IQR, interquartile range; TNF, tumor necrosis inhibitors.
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Introduction
Erectile dysfunction (ED) is 

a prevalent condition affecting 
approximately 1 in 4 men, with 
its incidence on the rise.1 Guide-
line-supported medical treatments 
for ED primarily focus on transient 
vasodilation through augmenta-
tion of the nitric oxide pathway.2 
While these treatments offer symp-
tomatic relief, they are unable to 
reverse the underlying pathology. 
Additionally, many men discon-
tinue medical therapies due to 
lack of efficacy and side effects.3,4 
Therefore, there is growing inter-
est in restorative therapies such 

as platelet-rich plasma (PRP) and 
shockwave therapy that hold the 
potential to reverse the underly-
ing pathology and restore natural 
spontaneous erections.5 PRP, an 
autologous blood product with a 

high concentration of platelets, has 
been utilized in various fields for 
its regenerative properties, includ-
ing promoting healing and tissue 
repair. However, despite its use in 
other medical applications, there is 
a scarcity of clinical evidence sup-
porting its efficacy in treating ED.

Objective
The objective of this prospective, 

randomized, double-blind, place-
bo-controlled clinical trial was to 
assess the clinical efficacy of PRP 
for ED. The study aimed to deter-
mine if PRP injections could im-
prove erectile function in men with 
mild to moderate ED compared to 
placebo.

Methods
The study was conducted at the 

outpatient clinic of the Desai Sethi 
Urology Institute in Miami, Florida, 
United States. The study protocol 

Figure 1. Patient flow diagram. FU indicates follow-up; IIEF, International Index of Erectile Function; 
PRP, platelet-rich plasma.

“ PRP, an 
autologous blood 
product with a 
high concentration 
of platelets, has 
been utilized in 
various fields for 
its regenerative 
properties, 
including 
promoting healing 
and tissue repair.” 

Figure 2. Platelet-rich plasma/placebo injection into corpus cavernosum.
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“ The objective of 
this prospective, 
randomized, 
doubleblind, 
placebocontrolled 
clinical trial was 
to assess the 
clinical efficacy 
of PRP for ED. 
The study aimed 
to determine if 
PRP injections 
could improve 
erectile function 
in men with mild 
to moderate ED 
compared to 
placebo.”
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was approved by the Institutional 
Review Board and registered on 
ClinicalTrials.gov. A total of 61 men 
with ED were recruited between 
May 2020 and August 2022. The 
participants underwent thorough 
screening, including medical history, 
physical examination, questionnaires 
(International Index of Erectile 
 Function-Erectile Function [IIEF-
EF] and Sexual Encounter Profile), 
measurement of serum testosterone 
levels, HbA1c, and complete blood 
count. Baseline penile duplex ultra-
sound was performed to assess pe-
nile vascular parameters. The partic-
ipants were sequentially randomized 
in a 1:1 ratio to receive either PRP 
or placebo injections (Figure 1). In-
tracavernosal injections were ad-
ministered in 2 sessions, 28±7 days 
apart. PRP was obtained through 
centrifugation and separation of au-
tologous blood using the Arthrex 
Angel PRP system. The treatment 
group received PRP injections, while 
the placebo group received saline 
injections (Figure 2). The study was 
double-blind, with only 1 researcher 
aware of the treatment allocations 
who was not involved in data collec-
tion or outcome analysis.

Outcomes
The primary outcome of the 

study was the number of men meet-
ing the minimum clinically import-

ant difference (MCID) at 1 month 
after the second injection. MCID 
was defined as an increase of 2 for 
mild ED (starting IIEF-EF 17-25) 
and 5 for moderate ED (starting 
IIEF-EF 11-16). Secondary out-
comes included changes in IIEF-EF 
scores, penile vascular parameters, 
and adverse events. Follow-up as-
sessments were conducted at 1, 3, 
and 6 months after the last injection 
to evaluate long-term side effects 
and durability of response.

Results
A total of 61 men were random-

ized, with 28 in the PRP group and 
33 in the placebo group. Complete 
1-month data were available for 
24 men in the PRP group and 28 
men in the placebo group. Addi-
tionally, complete 6-month data 
were obtained for 20 men in the 
PRP group and 24 men in the pla-
cebo group. Baseline demograph-
ics and characteristics were similar 
between the 2 groups, except for a 
higher prevalence of prediabetes 
in the placebo group. The analysis 
of IIEF-EF scores from baseline to  
1 month showed a change from 
17.4 (15.8-19.0) to 21 (17.9-24.0) in 
the PRP group, compared to 18.6  
(17.3-19.8) to 21.6 (19.1-24.1) in the 
placebo group. However, this dif-
ference was not statistically signif-
icant (P = .756). The percentage of 
men meeting MCID was 58.3% in 
the PRP group compared to 53.6% 
in the placebo group. There were 
no significant differences in adverse 
events between the 2 groups (see Ta-
ble), and no serious adverse events 
were reported. Moreover, there were 
no significant differences in mean 
penile Doppler parameters between 
baseline and 6 months, or between 
the PRP and placebo groups.

Limitations
This study has several limitations. 

First, the sample size was relatively 
small, which may have influenced 
the statistical power and general-
izability of the findings. Second, 
the follow-up period was limited 
to 6 months, which may not have 
allowed for a comprehensive as-
sessment of long-term efficacy and 
safety. Third, the study focused on 
men with mild to moderate ED, and 

the results may not be applicable to 
those with severe ED. Lastly, there 
was potential for bias in the alloca-
tion of treatment due to the single 
researcher responsible for preparing 
and administering the injections.

Conclusion
The results of our prospective, 

double-blind, randomized, placebo- 
controlled clinical trial suggest that 
2 injections of intracavernosal PRP 
separated by 1 month in men with 

mild to moderate ED is safe but no 
more efficacious than a placebo. 

Interpretation for Patient 
Care

The findings of this study suggest 
that PRP injections did not provide 
a significant improvement in  erectile 
function compared to placebo at 
1 month after treatment. However, 
there was a trend towards improve-
ment in the PRP group at 3 and 6 
months. These results should be 
interpreted with caution due to the 
limitations of the study. Further re-
search with larger sample sizes and 
longer follow-up periods is neces-
sary to determine the potential ben-
efits of PRP as a restorative therapy 
for ED. Nonetheless, the study con-
tributes to the existing knowledge 
on treatment options for ED and 
provides important objective data. STOP
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Table. Safety and Side Effects of Platelet-rich Plasma Injections Among Blinded Groups

Safety and side effects of PRP vs placebo

  PRP Placebo

N 28 33

Pain with injection 1 (n/10), mean 3.7 3.5

Pain with injection 2 (n/10), mean 4.1 4

Adverse events 1 1

Major adverse events, No. (%) 0 (0) 0 (0)

Minor adverse events, No. (%) 1 (3.5) 1 (3.0)

Hematoma 0 (0) 1 (3.0)

New plaque 1 (3.5) 0 (0)

Infection 0 (0) 0 (0)

Swelling 0 (0) 0 (0)

Local injection site reaction 0 (0) 0 (0)

Abbreviations: PRP, platelet-rich plasma.

“ ccIIEFEF scores 
from baseline to  
1 month showed a 
change from 17.4 
(15.819.0) to 
21 (17.924.0) in 
the PRP group, 
compared to 18.6 
(17.319.8) to 
21.6 (19.124.1) 
in the placebo 
group. However, 
this difference was 
not statistically 
significant  
(P = .756).”

“ The findings 
of this study 
suggest that 
PRP injections 
did not provide 
a significant 
improvement in 
erectile function 
compared to 
placebo at 1 
month after 
treatment. 
However, 
there was a 
trend towards 
improvement in 
the PRP group at 
3 and 6 months.”
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It is estimated that at least 7.1% 
of the US population identifies as 
lesbian, gay, bisexual, transgender, 
or queer (LGBTQ).1 Despite grow-
ing acceptance of this population, 
there is evidence to suggest that 
LGBTQ people remain medically 
underserved.2,3 Reasons for health 
care disparities in this population 
are multifactorial and include per-
ceived discrimination, patients’ 
expectations of rejection, and phy-
sicians’ lack of awareness and re-
sponsiveness to cultural factors spe-
cific to LGBTQ patients.3-5

The Office of Disease Prevention 
and Health Promotion has includ-
ed LGBTQ health in the Healthy 
People 2030 initiative,6 which aims 
to eliminate disparities and im-
prove the health of all groups. A 
shortage of culturally competent 
physicians in LGBTQ health was 
identified as one of the social de-
terminants impacting the health of 
LGBTQ individuals.6

There is some formal guidance 
from the AUA on how to care for 
transgender patients.7 However, 
outside of a document outlining 
differences in sexual health care for 
gay and bisexual men after treat-
ment for prostate cancer (PCa), re-
sources to guide clinicians remain 
limited.8

We constructed a 35-question 
survey to assess urologists’ con-
temporary attitudes and practices 

toward sexual minority patients, 
and we surveyed urologists across 
the United States about knowledge, 
comfort, and practice patterns when 
treating LGBTQ patients and men 
who have sex with men (MSM). 
In addition to performing whole- 
cohort analysis, we also examined 
responses by various demographic 
subgroups.

One hundred fifty-four responses 
met inclusion criteria. Compared to 
the demographic of practicing US 
urologists as reported in the 2021 
AUA Census,9 our cohort tended 
to skew younger, included more  
female-identifying and gay-identifying 
providers, and a greater proportion 
of academic urologists.

The first section sought to gar-
ner a sense of respondents’ views 
toward LGBTQ care in urology. 
While the majority (88%) of re-
sponding practitioners feel com-
fortable discussing sexual health 
with LGBTQ-identifying patients 
(Figure 1) and they do not assume 
patients are heterosexual (54.2%), 
the majority do not elicit this infor-
mation via intake forms (57.8%) or 
during history-taking (60.7%; Ta-
ble 1), believing that this informa-
tion may come up in a more organ-
ic manner should it relate directly 
to the patient’s clinical problem. 
This practice puts the onus on the 
patient to bring up his or her sexual 
orientation and begs the question 
whether patients feel comfortable 
bringing up a potentially sensitive 
topic when there are no standard-
ized structures in place for sharing 
this information.

This practice pattern seems to 
suggest that physicians believe that 
identifying as LGBTQ is only im-
portant in certain circumstances. 
Interestingly, this view appears to 
also be shared by some patients, 
who felt that their sexual orienta-
tion was not important or relevant 
to their cancer care or perceived 
their sexual orientation to be pri-
vate.10 Both of these attitudes as-
sume that provider and patient 
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Table 1. Responses of the Entire Cohort on Beliefs and Practices Surrounding Sexual History Taking

History-taking of LGBTQ patients

Question No. %

On first encounter, I assume patients are heterosexual

 Agree 44 28.8

 Disagree 83 54.2

 Don’t know 26 17

It is important to know my patients’ sexual orientation

 Agree 67 43.5

 Disagree 66 42.9

 Don’t know 21 13.6

Your intake forms ask about sexual orientation?

 Yes 35 22.7

 No 89 57.8

 Don’t know 25 16.2

 N/A 5 3.2

I actively inquire about sexual orientation

 Agree 54 35.1

 Disagree 94 60.4

 Don’t Know 7 4.5

It is important to know my patient’s gender identity

 Agree 100 65.8

 Disagree 32 21.1

 Don’t know 20 13.2

Abbreviations: LGBTQ, lesbian, gay, bisexual, transgender, or queer; N/A, not applicable.

Figure 1. Responses of the entire cohort regarding comfort when discussing sexual health with pa-
tients stratified by sexual orientation of the patient (heterosexual vs lesbian, gay, bisexual, transgen-
der, or queer [LGBTQ]).

Arrow-right Continued on page 43
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alike are actively considering 
whether identifying as LGBTQ 
applies to a given clinical presen-
tation and will broach the topic if 
necessary, which may not repre-
sent a best practice.

The second section of the survey 
focused on respondents’ feelings 
toward LGBTQ health dispari-
ties education. A majority (32.7%) 
reported 1-5 hours of LGBTQ 
health training, 74.3% believe 
more training is needed (Figure 2), 
74.5% agreed to being listed as an 
LGBTQ-friendly provider current-
ly, and 65.8% felt they needed ad-
ditional training.

Respondents were largely open 
to ongoing professional education 
on the care of LGBTQ patients. 
Academic urologists reported-
ly spent more time on LGBTQ 
health during professional school 
and continued training. This may 
be attributed to some degree of re-
call bias as academic urologists by 
definition engage in more didactic 
events during the course of their 
careers. Alternatively, academic 
urologists may more readily have 
access to LGBTQ-focused continu-
ing education at their institutions.

The final section of the survey 
included both subjective and ob-
jective questions which focused on 
specific details of urological care for 
LGBTQ/MSM patients. While a 
significant percentage of physicians  
reportedly understand that the 
prostate may be a source of sexu-
al pleasure (63.6%) and that MSM 
patients may have different health 
concerns related to prostate cancer, 
fewer implement this understand-
ing during patient encounters. This 
is evidenced by lower reported 
rates of evaluating sexual satisfac-

tion after PCa treatment, a lack of 
knowledge in some specifics, and 
the tendency to avoid explicitly ac-
knowledging that the prostate may 
be stimulated when counseling pa-
tients prior to testing (Table 2). This 
may in part be due to the fact that 
“PCa treatment” is a vague term 
and encompasses a growing num-
ber of modalities including radia-
tion and focal therapy in addition 
to radical prostatectomy. It would 
have been helpful to understand 
how respondents might change 
counseling in response to the sex-
ual orientation.

The results of our study demon-
strate that urologists across sub-
groups are aware that LGBTQ 
patients may require variation of 
care from heterosexual patients. 
However, younger urologists en-
gaged in academic practice ap-
pear better equipped to imple-
ment these beliefs into everyday 
practice. They are more likely to 
inquire about sexual orientation 
both in written and verbal form, 
agree to more formal education on 
LGBTQ care, and to be listed pub-
licly as LGBTQ-friendly providers. 
Furthermore, when asked specific 
questions pertaining to LGBTQ 
patient care such as anal stimula-
tion of the prostate or assessing 
sexual function of men who engage 
in receptive anal intercourse after 
PCa treatment, younger physicians 
appear to be more familiar with 
such scenarios.

While it is reassuring that there 
is overall a strong desire from prac-
ticing urologists to be educated 
and to create a safe space for their 
LGBTQ patients, ongoing educa-
tion remains necessary. This ed-
ucation no longer needs to focus 
on the fact that differences exist 
between LGBTQ and heterosex-
ual patients but on the specifics of 
these differences and how to apply 
this knowledge in order to imple-
ment LGBTQ-friendly best prac-
tices which are effective in address-
ing the needs of a rapidly aging 
LGBTQ population. STOP

1. Jones JM. LGBTQ Identification in U.S. Ticks Up to 
7.1%. Gallup, 2022. Accessed May 8, 2022. https://
news.gallup.com/poll/389792/LGBTQ-identifica 
tion-ticks-up.aspx

2. Simoni JM, Smith L, Oost KM, Lehavot K, 
Fredriksen-Goldsen K. Disparities in physical 

Figure 2. Estimated number of hours spent on lesbian, gay, bisexual, transgender, or queer (LGBTQ) health during training (defined as professional school 
and continuing education training; A). Responses to whether there ought to be increased educational events on LGBTQ health in urology (B).

Table 2. Practice Trends of Respondents Regarding Gay/Bisexual Men and Men Who Engage in 
Receptive Anal Intercourse When Discussing Prostate Cancer Diagnosis and Treatment

Practice patterns for MSM patients

Question No. %

Do you think gay/bisexual men have different health concerns with regard to 
prostate cancer compared to straight patients? 

   

 Yes 73 47.7

 No 80 52.3

Do you think stimulation of the prostate anally is a source of sexual pleasure 
for men? 

 

 Yes 98  63.6

 No 8 5.2

 I’m not sure 48 31.2

When ordering PSA, do you routinely ask your patients to abstain from 
receptive anal intercourse or sexual activity that may simulate the prostate 
rectally for 48 h prior? 

   

 Yes 29 19

 No 60 39.2

  I ask patients to refrain from sexual activity but do not specify receptive 
anal intercourse

48 31.4

 I do not routinely order PSA in my practice 11 7.2

 I do so for gay and bisexual men only 3 2

 Other 2 1.3

If a patient who engages in receptive anal intercourse undergoes treatment 
for prostate cancer, when would you say he could resume this activity?

   

 1-2 wk 4 2.6

 2-4 wk 5 3.3

 4-6 wk 41 27.0

 6-8 wk 52 34.2

 After 8 wk 50 32.9

How important is it to assess sexual satisfaction in men who have  receptive anal 
intercourse when assessing sexual function after  treatment for  prostate cancer?

   

 Important 85 55.9

 Neutral 61 40.1

 Not important 6 3.9

Abbreviations: MSM, men who have sex with men; PSA, prostate-specific antigen.

PRACTICE PATTERNS, ATTITUDES, AND KNOWLEDGE BASE
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Randall’s plaques lie at the 
heart of calcium oxalate kidney 
stone formation, yet how these 
plaques form at the tip of the re-
nal papilla has been a century-old 
puzzle. Recent evidence suggests 
there may be parallels between 
Randall’s plaque formation and 
atherosclerosis—mineralization 
that occurs within the wall of 
blood vessels— regarding the role 
of macrophages, an omnipresent 
immune cell type with diverse 
biological functions. It has been 
hypothesized that different kinds 
of macrophages (M1 or M2 po-
larized) can interact with the pap-
illary microenvironment to either 
promote or inhibit mineralization. 
Too much of the “wrong” kind of 
macrophage might cause Randall’s 
plaques to form.

To better understand the na-
ture of these macrophages, we 
performed snRNAseq (single nu-
cleus RNA sequencing) of human 
Randall’s plaque tissue, which we 
obtained via endoscopic biopsy 
during kidney stone procedures. 
This powerful sequencing technol-
ogy is used to profile and compare 
gene expression cell by cell. In our 
study, it allowed us to identify the 
macrophage populations and de-
termine what makes those associat-
ed Randall’s plaques different from 

other macrophages in the kidney. 
We found that rather than being 
derived from circulating mono-
cytes, which would be typical for 
an inflammatory process, Randall’s 
plaque macrophages are tissue resi-
dent with an embryonic origin.

This result is highly surprising. 
For one, this adds an interesting 
twist in the debate about how in-
flammation influences Randall’s 
plaque formation. Studies of 
monocyte-derived macrophages 
in mouse models have demon-
strated that pro-inflammatory 
(M1) polarization promotes renal 
mineralization more so than anti- 

inflammatory (M2) polarization. 
Tissue resident macrophages are 
more M2-like in nature, however, 
and our snRNAseq data show that 
they express some M2-associated 
surface markers, which we con-
firmed with immunofluorescent 
staining (see Figure). Since they are 
not monocyte derived, they may 
be involved in an entirely separate 
activation pathway. Regardless, 
they do produce osteopontin, os-
teonectin, and collagen, genes that 
have been implicated in biominer-
al formation.

Another surprising aspect of our 
findings is that these macrophages 

are not normally found at the papil-
lary tip. In the landmark study that 
comprehensively mapped the im-
mune cells in the kidney from em-
bryonic development to adulthood, 
tissue resident macrophages were 
located exclusively in the cortex.1 
Understanding how these macro-
phages relocate from the cortex to 
the papilla may unlock clues about 
their physiological role and how 
this relates to Randall’s plaque for-
mation. Interestingly, our prelimi-
nary analyses suggest chemokine 
signaling from the loops of Henle 
may be responsible for attracting 
these cells to the papillary tip. One 
possible mechanism could be that 
chronic cellular stress at the loop of 
Henle recruits tissue resident mac-
rophages to promote healing, and 
Randall’s plaques are a byproduct 
of their activity in this location due 
to the high solute concentrations.

Our results call for new function-
al studies to understand how these 
macrophages influence biominer-
alization in the kidney. While our 
story generates more questions 
than answers, identifying this un-
expected culprit was a critical step 
in solving this age-old mystery. 
Ultimately, unraveling the mecha-
nism of Randall’s plaque formation 
would enhance our understanding 
of kidney stone disease and high-
light new targets for stone preven-
tion therapy. STOP

1. Stewart BJ, Ferdinand JR, Young MD, et al. Spa-
tiotemporal immune zonation of the human kid-
ney. Science. 2019;365(6460):1461-1466.

AUA2023 BEST POSTERS

Figure. Colocalization of macrophages and mineral within a Randall’s plaque. A, Alizarin red staining 
of Randall’s plaque tissue identifying areas of calcification. B, Immunofluorescent staining of same 
tissue using CD86 (M1 marker) and CD163 (M2 marker).
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Clinical Case
An 83-year-old gentleman with 

a history of intermediate-risk pros-
tate cancer that was treated with 
definitive external beam radiation 
therapy 6 years ago presented with 
hematuria and underwent a full 
workup, which was negative aside 
from a right renal cyst and an inci-
dental 1.7-cm enhancing left upper 
pole renal mass that was suspicious 
for renal cell carcinoma (RCC). 
After discussion with the patient, 
he was placed on active surveil-
lance. Interval imaging in 6 months 
showed an increase in size of the 
mass to 2.1 cm. Interval imaging 
at 12 months revealed the mass in-
creased in size to 3.1 cm in greatest 
diameter, extending to the renal si-
nus (Figure 1).

Treatment options were dis-
cussed with the patient and, given 
his age, life expectancy, and refus-
al to undergo any anesthesia, he 
elected to proceed with stereotac-
tic ablative radiation (SAbR). He 
underwent a renal mass biopsy, 
which confirmed clear cell RCC, 
International Society of Urologi-
cal Pathology nucleolar grade 2/4. 
A renal scan revealed split function 
of 53% to the left kidney. He then 
received the SAbR of 3600 cGy, 
delivered in 3 fractions of 1,200 
cGy each (Figure 2). He tolerat-
ed the procedure well with mild 
(grade 1) fatigue.

He was followed with interval ab-
dominal imaging every 6 months, 
which showed initial stability fol-
lowed by a steady decline in tumor 
size, which stabilized to 1.1-cm scar 
tissue by 3 years (Figure 3). Inter-
estingly, the mass continued to en-
hance. A repeat renal mass biopsy 
1 year post-SAbR showed hyalin-
ization, necrosis, and significantly 
decreased cellularity with rare in-

tact tumor cells that did not express 
Ki67, suggesting nonproliferation. 

The last CT scan in 5 years 
post-SAbR showed left renal scar-
ring, with central area of heteroge-

neous enhancement measuring 1.1 
cm, which is not changed from the 
CT scan done a year prior  (Figure 4). 
At last follow up 5.5 years post-SAbR 
he is doing well clinically without any 

side effects. His creatinine and glo-
merular filtration rate remain stable at 
1.1 mg/dL and 61 mL/min/1.73 m2, 
respectively.

Discussion
Radiation therapy has historical-

ly been considered ineffective for 
treating RCC, possibly due to the ra-
dio-resistance to conventional radia-
tion and limitations in radiation de-
livery. Treating kidney tumors poses 
technical challenges, including limit-
ed tolerance of the surrounding ra-
diosensitive organs at risk (ie, small 
bowel), and difficulties in precisely 
targeting a tumor that is constantly 
moving with respiration. 

SAbR is a modern treatment 
technique that delivers a highly pre-
cise and focused dose of radiation 
to the target, either in a single or 
few fractions.1 Unlike conventional 
radiation techniques, SAbR uses 
multiple technological advances 
such as intensity modulation, im-
age guidance, motion tracking or 
motion gating which compensates 
for respiratory movement and al-
lows accurate radiation delivery. 
This enables the application of 
high-dose radiation precisely to the 
tumor, effectively ablating it while 
minimizing radiation dose to the 
nearby organs and maximally pre-
serving overall renal function.2

Early studies on animals and 
small patient groups have shown 
the feasibility and safety of SAbR 
for renal tumors, with complete ne-
crosis within the targeted area and 
no damage to adjacent tissues.2,3 
A multi-institutional retrospective 
study by the International Radio-
surgery Consortium of the Kid-
ney involving 190 patients with 
primary RCC treated with SAbR 
with a median follow-up of 5 years 
showed a 5.5% local failure rate. 
The estimated 3-year, 5-year, and 
7-year cancer-specific survival were 
95.5%, 92%, and 92%,  respectively.4 
A  recent large review of 87 studies 

RADIOLOGY CORNER

Figure 1. Pre-treatment CT images demonstrating the 3.1-cm left upper pole renal mass (red arrow).

Figure 2. CT images demonstrating the stereotactic ablative radiation treatment.

Figure 3. CT images at 3 years post–stereotactic ablative radiation showing the decline of tumor to 
1.1 cm with sustained enhancement (red arrow).

Figure 4. CT images 5 years post–stereotactic ablative radiation showing the heterogenous 
 enhancement of the tumor area with scarring of the left upper pole (red arrow).
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that included 589 primary RCCs 
revealed a local control (LC) rate 
of more than 90%.5 Most of these 
studies focused on radiographic 
LC. Interestingly, as was observed 
in the above case, tumor enhance-
ment on CT post-SAbR is typi-
cally not changed, suggesting that 
the long-term effect of SAbR does 
not disrupt the vasculature or tis-
sue architecture within the tumor, 
as may be expected from other 
ablation techniques. The patho-
logic evidence of radiation effects, 
nonproliferation, and induction of 
terminal replicative arrest were re-
cently demonstrated in one of the 
first prospective phase 2 trials of 
SAbR for primary RCC that en-
rolled 16 patients and reported a 
LC of 94.5% at 3 years. One-year 
post-SAbR tumor biopsy revealed 
radiation effects of reduced cellu-
larity, hyalinization, and necrosis. 
Immunohistochemistry showed 
the rare remaining tumor cells to 

be Ki67 negative and p16 positive 
suggestive of cellular senescence. 
The study further performed spa-
tial transcriptomic analysis on pairs 
of pre- and posttreatment tumor 
tissue to demonstrate activation of 
senescence pathway in SAbR treat-
ed primary RCC.6 

Considering its precision, SAbR 
is not limited to the tumor location 
within the kidney and is therefore 
able to effectively treat endophytic 
tumors including those adjacent to 
the renal pelvis.6 In addition, retro-
spective studies have shown SAbR 
to be effective in ≥T1b renal tumors 
with LC rates >95%.5 With regards 
to the effect on renal function, a sys-
tematic review and meta-analysis 
of SAbR for primary RCC demon-
strated a mean change in estimat-
ed glomerular filtration rate before 
and after SAbR of −7.7 mL/min.7 
The majority of SAbR toxicities are 
mild, including nausea, fatigue, and 
dermatitis. The mean rate of pos-

sibly related grade 3-4 toxicities is 
1.5% including pyelonephritis and 
gastric and duodenal ulcers.5,7

Given these results, the current 
guidelines from the European So-
ciety of Medical Oncology, Eu-
ropean Association of Urology, 
and the National Comprehensive 
Cancer Network consider SAbR 
as an alternative treatment for pa-
tients with localized RCC who are 
unable to undergo surgery due to 
poor performance status or unsuit-
able clinical condition.8-10

We believe this emerging tech-
nique holds great promise, character-
ized by rapid evolution and encour-
aging outcomes. Our selected patient 
presented is currently 89 years old, 
doing well with no signs of progres-
sion up to 5 years after SAbR. STOP
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The 2023 Annual Meeting of 
the American Medical Associa-
tion (AMA) House of Delegates—
the principle policy-making body 
of the AMA—was held on June 
9-13, 2023 in Chicago, Illinois. 
Your AUA was represented by 
Delegates Hans Arora, MD, PhD 
(Chapel Hill, North Carolina) and 
Richard Pelman, MD (Bellevue, 
Washington), Alternate Delegate 
Jason Jameson, MD (Phoenix, Ar-
izona), and Resident & Fellow Sec-
tion Delegate Ruchika Talwar, MD 
(Nashville, Tennessee). For several 
weeks prior to the meeting, our 
team, including the incredible staff 
of the AUA Governance & Policy 
Division, reviewed several hun-
dred pages of reports and resolu-
tions related to health policy, med-

ical education, medical ethics, and 
public health, in anticipation of this 
biannual meeting.

One of the most significant pol-
icy points from this year’s meeting 
was the passage of a resolution in-
troduced by a national sample of 
state medical societies that estab-
lishes fixing the Medicare physi-
cian payment system as the explicit 
primary national legislative priori-
ty of the AMA. While this has long 
been an AMA priority, this new 
policy puts the issue at the organi-
zation’s very forefront. Organized 
medicine, including the AUA, has 
been challenged with lobbying 
for short-term patches that only 
temporize the problem. When ad-
justing for inflation, Medicare phy-
sician payment has declined by 
26% from 2001 to 2023. Additional 
resolutions called for the physician 
payment schedule to be appropri-
ately inflation adjusted in keeping 
with the Medicare Economic Index 

and annual reporting by the AMA 
to its membership on the progress 
of congressional legislative activity 
on these issues. As urologists, we 
are no strangers to the challenges 
associated with a broken Medi-
care payment system that is clearly 
unsustainable in the longer term. 
 Further information on this ini-
tiative can be found at https://fix-
medicarenow.org/.

There were several policies re-
lated to public health, science, and 
technology related to the prac-
tice of urology that were passed at 
this meeting as well. The AUA, in 
collaboration with the American 
Association of Clinical Urologists 
presented and successfully passed 
a resolution titled “Pharmacists 
Prescribing for Urinary Tract In-
fections,” which directed the AMA 
to take advocacy action against the 
practice of pharmacists diagnosing 
and treating urinary tract infections 
without the oversight of a physician. 
This is an issue that is currently be-
ing faced by the AUA State Advo-
cacy Committee, as there has been 
proposed legislation that would 
permit pharmacists to do this (as 
well as diagnose and treat a num-
ber of other health conditions) in 
several states, including Connecti-
cut, Mississippi, Montana, New 

STEREOTACTIC ABLATIVE RADIATION FOR PRIMARY RENAL CELL CARCINOMA
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“ As urologists, we 
are no strangers 
to the challenges 
associated with a 
broken Medicare 
payment system 
that is clearly 
unsustainable in 
the longer term.”

https://www.nccn.org/professionals/physician_gls/pdf/kidney.pdf
https://www.nccn.org/professionals/physician_gls/pdf/kidney.pdf
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Figure. Members of the urology delegation to the American Medical Association. Left to right: Willie 
Underwood III, MD, MSc, MPH, American Medical Association Board of Trustees; William Reha, MD, 
American Association of Clinical Urologists Delegate; Hans Arora, MD, PhD, AUA Delegate; Ruchika 
Talwar, MD, AUA Resident & Fellow Section Delegate and AUA H. Logan Holtgrewe Legislative Fellow; 
Richard Pelman, MD, AUA Delegate; Denise Asafu-Adjei, MD, AUA Gallagher Scholar; Jason Jameson, 
MD, AUA Alternate Delegate.

Mexico, Oklahoma, and Virginia. 
As urologists, we know very well 
how this could result in and further 
exacerbate issues of overtreatment, 
over- and underdiagnosis, and mis-
diagnosis of urinary tract infections 
without proper physician oversight.

One topic of particular interest to 
our academic colleagues was related 
to the proposed National Institutes 
of Health Public Access Plan. Cur-
rently, federally funded research is 
embargoed by scientific and medical 
journals for 12 months prior to public 
release. During this 12-month peri-
od, published articles are accessible 
to individuals with a subscription to 
a medical journal, as all AUA mem-
bers have access to The Journal of 
Urology® as a benefit of membership. 
The proposed plan would do away 
with the 12-month embargo, the 
unintended consequence of which 
would be a substantial disruption of 
the financial structure of many major 
medical journals which rely heavily 
on subscription revenue to support 
the publication and dissemination 
of high-quality scholarly activities. 
The AUA, along with many other 
national medical specialty societies, 
introduced and successfully passed 
policy asking the AMA to work with 
Congress to raise awareness of the 
potential adverse consequences of 
this plan and work to mitigate these 
issues while ensuring continued equi-

table access to clinical research.
Telemedicine and artificial intelli-

gence continue to be topics of inter-
est at the AMA, and policy was intro-
duced asking the AMA to advocate 
for the preservation of the physician 
telemedicine waiver and reimburse-
ment at parity with in-person visits 
beyond December 31, 2024, as well 
as encourage research to determine 
how telehealth can improve health 
outcomes particularly for patients 
who are underserved and seniors 
with chronic health conditions.

Gender-affirming care was an-
other topic of discussion. A resolu-
tion introduced by the Endocrine 
Society and supported by the AUA 
titled “Protecting Access to Gen-
der Affirming Care” called on the 
AMA to advocate for opposition 
at the national and state levels to 
any and all criminal and legal pen-
alties levied against physicians, in-
stitutions, patients, and their fami-
lies who provide, seek, or receive 
gender-affirming care. Our AUA 
Transgender Working Group has 
been heavily involved in tracking 
legislation state by state on restric-
tions related to the provision of 
gender-affirming care, as urologists 
are one of the major medical spe-
cialties involved in gender affirma-
tion surgeries.

Finally, several elections took 
place as part of the Annual Meet-

ing business. Jesse Ehrenfeld, 
MD, MPH, an anesthesiologist 
from Milwaukee, Wisconsin, was 
elected President of the AMA, 
and Bruce Scott, MD, an oto-
laryngologist from Louisville, 
Kentucky, was elected Presi-
dent-elect. Most excitingly for 
the field of urology, this year we 
saw the reelection of fellow urol-

ogist Willie Underwood III, MD, 
MSc, MPH (Buffalo, New York), 
to the AMA Board of Trustees. 
Dr Underwood will be serving 
as Chair of the AMA Board of 
Trustees this year and is only the 
second urologist to have served 
on the AMA Board of Trustees. 
Please join us in congratulating 
Dr Underwood! STOP

AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES  ANNUAL MEETING
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Distinguished Scholar Alumnus Award
Seth P. Lerner, MD 
Baylor College of Medicine, Dan L. Duncan Cancer 
Center, Houston, Texas

I am honored and humbled 
for the tremendous honor of re-
ceiving the 2023 Urology Care 
Foundation Distinguished Scholar 
Alumnus Award. I was an AUA 
AFUD (American Foundation for 
Urologic Disease) scholar during 
my oncology fellowship at the 
University of Southern Califor-
nia with Don  Skinner and Peter 
Jones as my clinical and research 
mentors. The AUA’s long-standing 
commitment to support young in-

vestigators with these awards and 
peer-reviewed research funding is 

critical to the success of urological 
surgeon-scientists. We all face daily 
challenges balancing the demands 
of a busy clinical practice and es-
tablishing oneself as an indepen-
dent investigator. Dr Skinner and 
other mentors encouraged me to 
be a finisher, noting that it is not 
research until it is published. Pe-
ter Jones fostered a vibrant col-
laborative lab experience where I 
honed the basics of translational 
research. He coined the term “mo-
lecular urologist,” which perhaps 
presaged my involvement 2 de-
cades later in The Cancer Genome 

Atlas Project in Bladder Cancer. 
This  experience provided me a 
 foundation to build upon, and 
when I returned to Baylor to start 
my academic career I was encour-
aged by many basic science and 
clinical faculty who shared a sim-
ilar vision of supporting young in-
vestigators in their mission to build 
a research  program.

We have been successful in build-
ing a multidisciplinary team focused 
on translational and clinical research 
focused on bladder and upper tract 

UROLOGY CARE FOUNDATION 2023 RESEARCH AWARDS OF DISTINCTION

Arrow-right Continued on page 48

“ We all face 
daily challenges 
balancing the 
demands of a busy 
clinical practice 
and establishing 
oneself as an 
inde pendent 
investigator.”
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cancers. I initiated and continue to 
lead the Partnership for Bladder 
Cancer Research program, which is 
funded in part by extraordinary phil-
anthropic support including the Beth 
and Dave Swalm Chair in Urologic 
Oncology. As Vice-chair for Faculty 
Affairs, I mentor our younger facul-

ty to help them develop and achieve 
their personal and professional mis-
sions and to integrate them into the 
department. My research interests 
include use of selective estrogen re-
ceptor modulators for treatment of 
bladder cancer, gene therapy, sur-
gical quality and outcomes, and in-
tegrated proteogenomic characteri-
zation of bladder and upper urinary 
tract cancers. I have 3 decades of ex-
perience as a clinical investigator for 
both National Cancer Institute and 
industry-funded clinical trials.

Through the support of count-
less mentors and professional col-
leagues I have been continuously 
engaged in clinical trials and hold 
leadership positions in SWOG (the 
Southwest Cancer Chemotherapy 
Study Group) where I have person-
ally led practice-changing phase III 
trials and mentored several young 
investigators leading their own 
large phase II and phase III trials 
within SWOG and across the Na-
tional Clinical Trials Network. For 
the last 10 years I have been active-

ly engaged with the FDA (Food and 
Drug Administration), collaborat-
ing with many leaders in the blad-
der cancer field to engage the FDA 
to organize and hold workshops 
to address several disease states in 
bladder cancer. We also collabo-
rated on the development of guid-
ance documents for drug develop-
ment and defining a registration 
pathway for patients with bacillus 
Calmette-Guérin– unresponsive 
nonmuscle-invasive bladder can-
cer. This led to the first new drug 
approval in 2020 for any nonmus-
cle-invasive disease state since 
1998. I was the founding cochair 
of the Bladder Cancer Task Force, 
which is a National Cancer Insti-
tute/Cancer Therapy Evaluation 
Program Committee charged with 
helping investigators in the coop-
erative groups develop clinical trial 
concepts, and review and approve 
for submission to the Genitourinary 
Steering Committee.

I have had a long-standing desire 
to bring the multidisciplinary re-

search field together to characterize 
bladder cancer at the genomic level. 
The Cancer Genome Atlas Project 
was planning to do this for blad-
der cancer, and I co-led this effort 
with a team of world-class genom-
ics and bioinformatic experts. We 
published our first marker paper in 
2014, and I kept the team together 
and published a more comprehen-
sive analysis tripling the cohort size 
in 2018. We are now building on 
these efforts to describe the bladder 
proteome focusing on patients with 
a high unmet need who do not re-
spond to standard of care neoadju-
vant chemotherapy. This will be the 
first integrated analysis at the DNA, 
RNA, and protein level interrogat-
ing prechemotherapy tumor tissue 
using fresh tissue, and we expect to 
publish these findings in the next 
few months. I am forever grate-
ful to the AUA and its leaders for 
paving the way for my career and 
supporting these programs vital to 
our specialty and our patients and 
caregivers. STOP

DISTINGUISHED SCHOLAR ALUMNUS AWARD
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“ The AUA’s 
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sup port young 
investigators with 
these awards and 
peerreviewed 
research funding 
is critical to 
the success 
of urological 
surgeon
scientists.”

“ Leadership is 
natural to the 
practice of our 
careers and all 
urol ogists possess 
this attribute.”

Piyush Agarwal, MD
Piyush K. Agarwal, MD
The University of Chicago, Illinois

I was pleasantly surprised to find 
out that I had been selected to the 
2023-2024 AUA Leadership class. 
Each year, the applicant pool re-
flects the best and the brightest ris-
ing stars of the AUA, and to be se-
lected among this cohort is truly a 
privilege. This was especially sweet 
in that I had applied in a previous 
year and was not selected. So, ei-
ther my waning period of eligibility 
or my perseverance paid off! Either 
way, I am truly thankful to my col-
leagues and advocates in the North 
Central Section and the National 
Leadership who bestowed me with 
this honor. 

Selection into the AUA Leader-
ship Program is affirmation of my 
capabilities as a leader. Throughout 

our training as urologists, we have 
had to be leaders within our vari-
ous organizations in college, med-
ical school, and residency. We are 
leaders every day in our clinic, the 
operating room, and our research 
endeavors as we direct a group of 
individuals to work cohesively as a 
team. Leadership is natural to the 
practice of our careers and all urol-
ogists possess this attribute. How-
ever, along the way, some of us 
are blessed by amazing colleagues 
and mentors who provide us with 
unique opportunities to lead on a 
greater scale beyond the scope of 
our clinical and research practices. 
For me, serving on national advi-
sory and guideline panels, journal 
editorial boards, and various hospi-
tal committees have been some of 
these opportunities. However, the 
hardest and most rewarding chal-

lenge has been to serve as the Uni-
versity of Chicago’s urologic oncol-
ogy fellowship director as I help to 
mold the future leaders of urologic 
oncology. I appreciate the AUA for 

recognizing my leadership in these 
various activities. 

As a participant in this year’s 
Leadership Class, I am grateful for 
being acknowledged for my current 
leadership skills but am looking for-

ward to developing them further. I 
am eager to interact with my peers 
to address challenges that face the 
AUA and to learn from leaders both 
within the AUA and from outside 
sectors such as industry and the 
government. This networking and 
collaboration will allow me to learn 
from the diverse experiences of oth-
ers. The AUA Leadership Program 
has a track record of success in hav-
ing trained current leaders within 
our field who I admire and emulate. 
As did my predecessors, I aspire to 
gain skills and insights into manage-
ment that will augment my person-
al growth as a leader. Ultimately, I 
hope this experience will impact my 
professional growth by allowing me 
to consider strategic health care man-
agement and leadership positions 
within my organization, the North 
Central Section, and the AUA. STOP

AUA LEADERSHIP PROGRAM
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Janet Kukreja, MD, MPH, FACS
Janet Kukreja, MD, MPH, FACS
University of Colorado, Denver

I am so honored to represent 
the South Central Section (SCS) of 
the AUA as a member of the 2023-
2024 Leadership Class. Although, 
I have only been an official SCS 
member for a few years, I was ac-
tually introduced to the SCS when 
I was a medical student doing re-
search with the University of Kan-
sas. My first abstract presentation 
was at SCS in 2008. I think it is 

safe to say without my foundation 
and support from some prominent 
SCS members I would not have 

found my residency spot. While I 
left the SCS for residency, I quickly 
returned for fellowship at MD An-
derson Cancer Center.

I am so grateful to the SCS for 
my foundation and continued de-
velopment of both myself and ca-
reer. Joining the AUA Leadership 
Class of 2023-2024 will provide 
me with the next steps in devel-
oping my skills to enable me to 
rise to the leadership roles that I 
desire. I sincerely want to shape 
and lead the future of urology.

I am particularly excited to be a 
role model and mentor to other wom-
en in the field of urology. Many wom-
en ahead of me have paved the way, 
but I feel very strongly about mentor-
ing the women around me and help-
ing them lead as well. Acceptance to 
this leadership class will help improve 
our gender diversity and advance the 
AUA as an organization.

I am so thankful for this oppor-
tunity and cannot wait to serve in 
further leadership roles of the SCS 
as well as the AUA! STOP

AUA LEADERSHIP PROGRAM

“ Acceptance to this 
leadership class will 
help improve our 
gender diversity 
and advance 
the AUA as an 
organization.”

5 Questions With Jaime Andrés Cajigas Plata, MD
Jaime Cajigas, MD
Clinica de Marly, Bogotá, Colombia  
President, Colombian Society of Urology

1. Why Did You Choose 
Urology?

I chose urology because it is a 
field that involves both clinical and 
surgery skills, and provides relief and 
cure for very common diseases. My 
father was a urologist, so I was able to 
be exposed from a very young age.

2. What Was the Best 
Advice You Received  
As a Resident/Trainee?

One of my professors once told 
me, “Never be the first one to do a 
procedure that just came out, and 
never be the last to do something 

that is not supposed to be done 
anymore.” So I understand that 
you have to be patient with new 
technologies, but you can’t let time 

pass to learn what is better for your 
patients.

3. If You Were Not a 
Urologist, What Would 
You Be?

I can’t imagine doing something 
else. Urology is a fulfilling area of 
medicine.

4. What Do You  
See as the Biggest 
Clinical Challenge in 
Urology Today? What Is 
the Biggest Opportunity?

To keep in touch with all the 
 evolution in the field, that at the 
same time is the biggest opportunity.

5. It’s the Year 2030—
What Do You Think Will 
Be the Biggest Change/
Innovation in Urology?

We are seeing right now the 
change to a decreased need for sur-
gery in most of our field of work, 
and understanding the causes of 
most of our diseases for sure will 
lead to more streamlined treatment. 
We are going to be exposed to ar-
tificial intelligence in the pathways 
to decisions in both diagnostics and 
treatments. STOP

The AUA is proud to work with partner 
societies around the world to advance 
urology. This column spotlights members 
from our International Member Commit-
tee (IMC) and showcases their unique 
perspectives on the specialty.

FIVE QUESTIONS WITH... 

“ One of my 
professors once 
told me, ‘Never 
be the first one 
to do a procedure 
that just came 
out, and never 
be the last to do 
something that  
is not supposed  
to be done 
anymore.’ ”
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Is Laparoscopy Dead in the Era of Robotic Surgery?
José Iván Robles-Torres, MD
Hospital Universitario, Universidad Autónoma de 
Nuevo León, Monterrey, México 

Fred Alain Montelongo-Rodríguez, 
MD
Hospital Universitario, Universidad Autónoma de 
Nuevo León, Monterrey, México 

José Antonio Zapata-González, MD
Hospital Universitario, Universidad Autónoma de 
Nuevo León, Monterrey, México 

Adrián Gutiérrez-González, MD, 
PhD
Hospital Universitario, Universidad Autónoma de 
Nuevo León, Monterrey, México 

Introduction of 
Laparoscopy and 
Robotics in Urology

Minimally invasive surgery, lapa-
roscopic or robotic, is the preferred 
approach for many urological pro-
cedures. The da Vinci Surgical Sys-
tem was first introduced in 1999, 
offering innovative technology in-
cluding 3D vision, EndoWrist in-
strumentation, ergonomic superior-
ity, and surgical precision; features 
that, theoretically, surmounted the 
difficulties preventing the wide-
spread adoption of laparoscopy.1

These features may specifical-
ly help in performing surgeries 
in fixed narrow cavities such as 
the pelvis, and, therefore, robot- 
assisted radical prostatectomy was 
the index case suited for robotic 
surgery due to the technical dif-
ficulties described in the laparo-
scopic approach. This technology 

combined the minimally invasive 
advantages of laparoscopic radical 
prostatectomy with improved sur-
geon ergonomics and greater tech-
nical ease of suture reconstruction 
of the vesicourethral anastomosis, 
and has now become the preferred 
minimally invasive approach when 
available.2 Surprisingly, a differ-
ence of only 3 years separates the 
first laparoscopic radical prosta-
tectomy, reported by Schuessler 
et al in 1997, from the first robot- 
assisted radical prostatectomy, per-
formed by Binder and Kramer in 
2000. Since then, simultaneously 
with the development of robotic sur-
gery, laparoscopic surgery has also 
undergone considerable develop-
ment over the years. In fact, the 2 
techniques have had a parallel devel-
opment influencing each other with 
the technological improvements in-
troduced in one or the other.3

Laparoscopy or  
Robotics: Which Is 
Better?

Despite all the technological 
advantages of robotic surgery, 
no clear superiority has been 
demonstrated compared to other 
approaches in different urological 
procedures. Several reviews com-
paring robotic, laparoscopic, and 
open radical prostatectomy have 
not shown significant differences 
in oncologic, urinary, and sexual- 
function outcomes. Therefore, no 
surgical approach can be recom-
mended over another. More rel-
evant, the outcomes after radical 
prostatectomy have been shown 
to be more related to the surgeon 
experience and hospital volume. 
We must not forget that robotic 
surgery also has important limita-
tions, including its high costs, the 
absence of haptic feedback, and 
its limited availability in many 
countries.

Another important disadvantage 
of concern of laparoscopy is the 
learning curve. As mentioned be-
fore, radical prostatectomy remains 
a complex laparoscopic procedure 
with a steep learning curve. The in-

troduction of the robotic platform 
and all its features came to simplify 
the learning of this complex proce-
dure, causing rapid adoption of the 
robotic technique worldwide. How-
ever, laparoscopic surgery is still 
routinely performed at many centers 
in Europe, Asia, and Latin America.

Laparoscopic radical and par-
tial nephrectomy is still considered 
the gold standard treatment for 
localized renal cancer. The robot-
ic platform has failed to demon-
strate any specific advantage over 
laparoscopy for these procedures 
and has not been found to be cost- 
effective. However, the laparo-
scopic approach is both mentally 
and physically challenging due to 
the stress of performing a complex 
laparoscopic procedure with intra-
corporeal suturing within a restrict-
ed time frame to avoid prolonged 
warm ischemia, while ensuring 
the quality of the nephrorrhaphy. 
The robotic approach enables 
improved dexterity for tumor ex-
cision and easier intracorporeal 
suturing. However, once again, 
there is no clear evidence of su-
periority of one technique over 
another. Even though the learning 
curve of robotic partial nephrecto-
my has been suggested to be lower 
than the laparoscopic approach, it 
remains a much more expensive 
option, which limits its widespread 

application, particularly in devel-
oping countries.

Although robotic assistance 
may help in reducing the learning 
curve of a procedure, this advan-
tage needs to be viewed in terms of 
health care economics and patient 
finances in developing countries. 
The learning curve of laparosco-
py may also be shortened if lapa-
roscopic training is structured and 
properly incorporated in residency 
and fellowship programs similar to 
robotic training programs. Import-
ant improvements in the field of 
laparoscopy, such as 4K ultrahigh 
definition, 3D vision, advanced 
sealing devices, laparoscopic robot-
ized wristed instruments, ergonom-
ic platforms with chest supports, 
armrests, and camera holders, may 
prove to be more cost-effective 
with similar results compared to 
the robotic technology.

Robotic Surgery Remains 
Technology Not Uniformly 
Available

Nowadays there are more than 
6,500 da Vinci Systems installed in 
over 67 countries and more than 
55,000 surgeons trained to use this 
system,4 about 4,139 in the Unit-
ed States, 1,199 in Europe, 1,050 
in Asia, and 342 in the rest of the 
world.5 In Latin America, a total of 
88 da Vinci systems are registered, 
Brazil having the greatest num-
ber of systems with 37, followed by  
Mexico with 10. Many resource- 
limited countries do not have a ro-
botic platform. This clearly reflects 
the lack of systems that low- income 
countries have and is a very strong 
reason why laparoscopic surgery 
cannot be discarded.

Robotic Surgery Is Not 
Exempt From Technical 
Flaws

Several studies have report-
ed technical problems of the ro-
botic platforms. A recent study 

FROM THE RESIDENTS & FELLOWS COMMITTEE

“ Despite all the 
technological 
advantages 
of robotic 
surgery, no clear 
superiority has 
been demonstrated 
compared to 
other approaches 
in different 
urological 
procedures.”

“ In an era when 
robotic surgery 
is not globally 
available and 
free from flaws, 
alternative 
options must be 
available so we 
can still offer 
the benefits of a 
minimally invasive 
procedure, and 
laparoscopy is still 
the answer.”
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 demonstrated that the incidence 
of malfunction of the console was 
very low, with only 0.4% to 3.5%, 
being only 1% of critical mal-

function. Various technical issues 
have been reported, including 
software and hardware malfunc-
tions, robotic arm joints, optical 
and power systems, and connec-
tor flaws. The most common fail-
ure component was the robotic 
arm and joint systems with 71.4% 
of all malfunctions. In this scenar-
io, having laparoscopic training 
makes surgeons confident if they 
must convert the procedure and 
still perform a minimally invasive 
procedure instead of convert to an 
open procedure.6

We personally believe that lapa-
roscopy is an important discipline 
that cannot just disappear. In an 
era when robotic surgery is not 
globally available and free from 
flaws, alternative options must be 
available so we can still offer the 
benefits of a minimally invasive 

procedure, and laparoscopy is still 
the answer.

Returning to the initial ques-
tion, our answer is: No. Currently, 
laparoscopy remains the preferred 
approach for many urologists, es-
pecially in the resource-limited 
settings of developing countries. 
Even though robot-assisted sur-
gery has been found to be feasible 
in many urological procedures, it 
is important to note that feasibility 
by itself should not be translated 
into superiority.

Since its inception in 2002, the 
Residents and Fellows Committee has 
represented the voice of trainee mem-
bers of the AUA. The Committee’s mis-
sion is to address the educational and 
professional needs of urology residents 
and fellows, 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 rescom-
mittee@AUAnet.org. STOP
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“ Although robotic 
assistance may 
help in reducing 
the learning curve 
of a procedure, 
this advantage 
needs to be viewed 
in terms of health 
care economics and 
patient finances 
in developing 
countries.”
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FROM THE AUA EDUCATION COUNCIL

Institute for Leadership and Business
Jay D. Raman, MD, FACS, 
FRCS(Glas)
Chair, AUA Office of Education

The function of leadership is to produce 
more leaders, not more followers. 
Ralph Nader

In 2022, recognizing the need 
for additional leadership oppor-
tunities and business education to 
support our membership, the AUA 
Board of Directors approved cre-
ation of the new AUA Institute for 
Leadership and Business.

One year later, the AUA now has 
a library of education available! For 
convenience, all of AUA’s leader-
ship activities and business-related 
education are housed in 1 location 
on the AUA’s website (https://www.
auanet.org/leadership-and-busi-
ness). Beyond educational content, 
this site also includes information 
on the AUA’s Leadership Program, 
which just launched its 10th Leader-
ship Class in this year-long program.

To support the Leadership Pro-
gram, a new leadership and busi-

ness education track was offered at 
AUA2023 and included a kickoff 
4-hour course titled “Leading with 
a Purpose: Perspectives in Suc-
cessful Leadership.” Moderators 
Sanford Siegel, MD, Chairman of 
United Urology Group, and Jenni-
fer Miles-Thomas, MD, President 
and CEO of Urology of Virginia 
hosted a dynamic faculty discus-
sion focusing on the varying per-
spectives of leadership including:
• Medical Leadership: Past, Present 

and Future (Kevin Loughlin, MD)
• The Essentials of Successful Cli-

nician Leadership (Larry Kaiser, 
MD)

• Leadership in a Challenging 
Medical Landscape ( J. Stephen 
Jones, MD)
In addition to the above-men-

tioned activity, AUA2023 also had 
12 additional hours of program-
ming covering a range of topics 
including:
• Work Smarter, Not Harder: Im-

proving Clinic Efficiency
• Understanding Compensation 

Models in Urologic Practice: 

Academics, Employed, and Pri-
vate Practice

• Avoiding Medical Malpractice—
What You Need to Know, What 
You Can Do

• Teleurology: Practical Guide to 
Improve Patient Access to Uro-
logic Care

• Time Efficiency and Productivi-
ty Hacks for the Busy Urologist

• Personal Finance Boot Camp 

and Financial Independence for 
the Urologist
Importantly, all of this great con-

tent is not just for those who made 
the trip to AUA2023 in Chicago. 
All 16 hours of programming for 
this leadership and business educa-
tion track is available on demand at 
AUAUniversity.

The AUA Leadership and Busi-
ness Education Committee, led by 
Kenneth Berger, MD, JD, is current-
ly reviewing the course submissions 
for AUA2024. Our intent is to offer 
a new set of courses which builds on 
the foundation provided in 2023. 

To ensure that our leadership 
and business-related offerings are 
available to everyone, the brand 
new, and free, AUA Leadership 
and Business podcast was launched 
in January 2023. It focuses on con-
tent to help residents transition into 
practice and for all urologists to be 
successful leaders and managers.

If you were not aware, the AUA 
also offers education to  support 

Arrow-right Continued on page 52

“ To ensure that 
our leadership 
and business
related offerings 
are available 
to everyone, 
the brand new, 
and free, AUA 
Leadership and 
Business podcast 
was launched in 
January 2023.”
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your practice managers and coders. 
New this year, AUA CodingPlus is 
a series of quarterly virtual cours-
es providing timely updates in the 
coding, reimbursement, insurance, 
and public policy topic space. It is 
essential that urological practices 

keep abreast of this ever-changing 
content to maintain relevant, cur-
rent coding, reimbursement, and 
billing procedures. These cours-
es conveniently deliver essential, 
timely education to practice admin-
istrators, coders, and other practice 

professionals for direct implemen-
tation into their urology practices 
to maintain, optimize, and improve 
business operations.

The Institute of Leadership and 
Business continues to expand its of-
ferings to provide the most value to 

our membership. We encourage you 
and your team to look into the new 
resources being offered by the AUA. 
If you have any questions or recom-
mendations, please email educa-
tion@auanet.org. We welcome an 
open dialogue with our members. STOP

INSTITUTE FOR LEADERSHIP AND BUSINESS
Arrow-right Continued from page 51

Scientific Research: Can the Results Be Trusted?
Steven A. Kaplan, MD 
Icahn School of Medicine at Mount Sinai,  
New York, New York

The Office of Research at the 
AUA is committed to furthering 
discovery and innovation with the 
goal of helping urological patients. 
This commitment manifests in 
many ways, including creation of 
the AUA Innovation Nexus, part-
nerships with various stakehold-
ers, and the creation of Diversity,  
Equity, and Inclusion, Indepen-
dent Practice, and International 
Research work groups.

A key part of these efforts is to 
critically and honestly evaluate our 
progress; what we are doing well, 
and more importantly, what we are 
not. However, we live in a world 
beyond urology and need to recog-
nize, adapt, and change based on 
events around us. Over the past  
5 years, and accelerated during the 
COVID-19 crisis, there has been 
a significant diminution of trust in 
scientific research. Some of this dis-
trust was driven by political agen-
das and some by fear, but it is clear 
and worrisome how often medical 
and scientific findings which are 
initially met with large fanfare are 
later found to be nonreproducible 
in other settings. This is not new!

“Much of the scientific literature, 
perhaps half, may simply be un-
true,” stated Richard Horton, edi-
tor of The Lancet, a peer-reviewed 
medical journal.1 “Afflicted by stud-
ies with small sample sizes, tiny ef-
fects, invalid exploratory analyses, 
and flagrant conflicts of interest, 
together with an obsession for pur-

suing fashionable trends of dubi-
ous importance, science has taken 
a turn towards darkness.” He also 
posits that “something has gone 
fundamentally wrong with one 
of our greatest human creations.” 
There are many plausible reasons 
why this phenomenon is occurring, 
and one would argue, accelerating. 
As Horton points out, these include 
but are not limited to (1) sculpting 
or retrofitting of data to align with a 
preferred or popular theory, (2) the 
often statistical fairy tale of scientific 
“significance,” and (3) the pressure 
of “publish or perish.” 

Given the skepticism the public 
now has for medical research, how 
should we approach our own scien-
tific work and discovery? Moreover, 
given a new era of widely available 
artificial intelligence outlets that  
can be used to write journal articles 
and perhaps even report new find-
ings, what strategies can we impart 
to the next generation of scientists 
and discoverers?

A prescient article written in 
2005 discusses the approach to de-
signing clinical trials then, and more 
so now, as fraught with landmines.2 
The author painstakingly reviews 
study designs and settings and con-
cludes it is more likely for research 
findings to be false than true. He 
almost eerily notes that for many 
scientific fields, claimed research 
findings may simply be accurate 
measures of prevailing bias. Sound 
familiar? The author posits reasons 
why research bias occurs, becomes 
accepted, and is repeated in a wash, 
rinse, repeat phenomena. These 
include: (1) the smaller the studies 

conducted in a scientific field, the 
less likely the research findings are 
to be true; (2) the smaller the effect 
sizes in a scientific field, the less 
likely the research findings are to 
be true; (3) the greater the number 
and the lesser the selection of test-
ed relationships in a scientific field, 
the less likely the research findings 
are to be true; and (4) the hotter a 

scientific field (with more scientific 
teams involved), the less likely the 
research findings are to be true. 
More explicitly, with many teams 
working within the same fields with 
massive amounts of experimental 

data, beating the competition in 
delivering findings is emphasized. 
Disseminating the most impressive 
positive results becomes the priori-
ty rather than the truth.

There is a term, the Proteus Phe-
nomenon, for situations where rapid-
ly alternating research claims occur 
with extremely opposite refutations. 
Again, this sounds like cable TV and 
social media during the COVID-19 
crisis! Ironically, this author was crit-
icized for questioning COVID-19 
mortality data with incredible sci-
entific overreaction. The author 
recommends that at minimum we 
should learn from other scientific 
experiences where biases drove the 
research field rather than actual sci-
entific truths. Horton suggests that 
“those who have the power to act 
seem to think somebody else should 
act first.” To correct a fundamental 
and structural problem, there needs 
to be wide recognition that a prob-
lem, in fact, does exist. While to 
some degree the scientific commu-
nity knows that this is a significant 
challenge, there is little motivation 
by stakeholders to create fundamen-
tal change. Money, politics, and sci-
ence make for strange bedfellows. 
I do not envy the next generation 
of discoverers and researchers who 
have access to so much information 
but need to develop the discipline 
and humility to accurately analyze 
their findings. We can only hope to 
start the process of creating a better 
and more sustainable legacy. STOP

1. Horton R. Offline: what is medicine’s 5 sigma? 
Lancet. 2015;385(9976):1380. 

2. Ioannidis JPA. Why most published research 
findings are false. PLOS Med. 2005;2(8):e124.

FROM THE AUA RESEARCH COUNCIL

“ To correct a 
fundamental 
and structural 
problem, there 
needs to be wide 
recognition that a 
problem, in fact, 
does exist. While 
to some degree 
the scientific 
community 
knows that this 
is a significant 
challenge, there is 
little motivation 
by stakeholders to 
create fundamental 
change.”
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Urology Care Foundation Board of Directors: Dynamic, 
Diverse, Dedicated, and Seeking New Members
Harris M. Nagler, MD, FACS
President, Urology Care Foundation

The Urology Care Foundation 
(UCF) is currently recruiting AUA 
members to join its Board of Direc-
tors for the open positions of Sec-
retary and Member at Large. Ap-
plications will be accepted through 
September 30, 2023. 

The Board is comprised of both 
AUA members and community 
(lay) members who represent a 
dynamic, diverse, and dedicated 
group of professionals. The Foun-
dation’s vision has expanded and 
is worldwide in scope with each 
of the Foundation’s 3 pillars— 
research, patient education, and 
humanitarianism—positioning the 
UCF to gain global recognition. 

Secretary
The Secretary provides leader-

ship and guidance for the Founda-
tion by participating in board ac-

tivities and, importantly, leading 
the fundraising activities of the 
Foundation in collaboration with 
UCF development staff. The Sec-
retary represents the Foundation 
and supports the promotional and 
branding efforts of the UCF with-
in the urology community and 
among the public. The Secretary 
builds relationships, participates 
in pursuing philanthropic support 
for the Foundation, and sets an 
example for other board mem-
bers’ networking and fundraising 
efforts.

Member at Large
The Members at Large provide 

leadership and actively advocate 
for the Foundation’s priorities and 
philanthropic efforts. They help es-
tablish and review strategies and or-
ganizational goals, and work close-
ly with fundraising staff to raise 
funds and foster relationships with 
donors. 

Board of Directors
The UCF funds research for 

medical students, residents, early 
career researchers, scientists, and 
surgeon-scientists on the cusp of 
becoming independently fund-
ed—all with the goal of ultimate-
ly improving patient care. Board 
members strengthen the urology 
research community by identify-
ing individual donors to support 
programs, utilizing their personal 
relationships with past scholars to 
pay it forward, and by attending 
 research honors events.

The UCF’s patient education 
focus is a fundamental element 
of the Foundation’s goal of im-
proving health care worldwide. 
Education helps eliminate dis-

parities in information, allowing 
patients to be better informed 
and able to participate more 
meaningfully in their health 
care choices. The Board works 
closely with the Public Educa-
tion Council to identify a strate-
gic direction and garner support 
for this work.

The leadership provided by 
the Board allowed for the formu-
lation of our humanitarian ini-
tiatives. Humanitarian programs 
focus on the needs of the under-
served and addressing dispari-
ties within special populations, 
geographical areas, or regions. 
The Board also supported the 
introduction of the new Health 
Equity Fellowship. This program 
is designed to train early career 
urologists who are passionate 
about humanitarian work with-
in the United States so that they 
may be effective in engaging with 
diverse communities, especially 
those most marginalized.

The Foundation is also embed-
ding diversity, equity, and inclu-
sion (DEI) initiatives into all of 
our education, research, and de-
velopment programs. Councils 
and committees are diversifying, 
patient education materials are 
being tailored to meet the needs 
of underrepresented patients, 
and new research programs are 
being established to support un-
derserved participants. A Diver-
sity and Inclusion subject mat-
ter expert and Special Advisor 
helps the Board identify new 
programmat ic  opportuni t ies 
and allows Board members to 
work outside of their normal net-
works to build a stronger, more 
inclusive organization. Board 
members who themselves have 
diverse backgrounds and expe-

rience are serving in key liaison 
roles with AUA’s DEI efforts, en-
hancing relationships with other 
organizations to map out new 
programs, such as the FUTURE 
in Urology program introduced 
at AUA2023 in Chicago. Board 
members are often sought after 
or otherwise volunteer to repre-
sent the Foundation at meetings 
and to forge new relationships in 
the urology community.

Research, education, and hu-
manitarian initiatives all require 
philanthropic support. The Board 
is actively engaged in identifying 
potential donors to allow the UCF 
to fulfill its mission.

If you consider yourself a cre-
ative leader and can help drive 
our philanthropic efforts, please 
consider applying to join the 
UCF Board in the role of Secre-
tary or Member at Large. Find 
more information, including the 
full job descriptions, on the UCF 
website at UrologyHealth.org/
Board-Positions. I hope you’ll 
join us. STOP

FROM THE UROLOGY CARE FOUNDATION

“ The Foundation’s 
vision has 
expanded and 
is worldwide in 
scope with each of 
the Foundation’s 
3 pillars—
research, patient 
education, and 
humanitarianism—
positioning 
the UCF to 
gain global 
recognition.”

“ If you consider 
yourself a cre
ative leader and 
can help drive 
our philanthropic 
efforts, please 
consid er applying 
to join the UCF 
Board in the 
role of Secretary 
or Member at 
Large.”
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Keeping the Momentum With Innovation Nexus
Michael T. Sheppard, CPA, CAE 
CEO, AUA

As you know, AUA Innovation 
Nexus, the urology research incu-
bator powered by the AUA, held 
its inaugural event prior to the 
AUA Annual Meeting in April. 
The 1-day event gave startups, 
entrepreneurs, venture capitalists, 
investors, and urologists the oppor-
tunity to come together to advance 
urological discovery to improve 
patient care.

We were really pleased with the 
energy at the April event (and in 
the following days). There was a 
buzz around the Innovation Nexus, 
and it served to reinforce that there 
is a need for this type of incubator 
and the connections that it can and 
will facilitate. And we’ve contin-
ued to receive feedback—both in 
terms of new ideas and areas of 
improvement as well as kudos for 
an exciting new program. In fact, 
well over half of the attendees said 
they would be back for Innovation 
Nexus 2.0 in San Antonio in 2024.

But before that, we’ll turn our 
attention to the companion event—
the AUA Innovation Nexus Boot 
Camp to be held September 22-23, 
2023, at AUA headquarters in Lin-
thicum, Maryland. In the capable 
hands of co-chairs Amarpreet S. 
Sawhney, PhD, CEO of Instylla 
(embolic therapies), Rejoni (uterine 
health), and Pramand LLC (biosur-
gery products), and Ganesh Raj, 
MD, PhD, professor of urology at 
UT Southwestern, the 2-day pro-

gram will move innovative ideas 
from concept to realization by pre-
paring and empowering attendees 
to take their designs and develop 
them into marketable products.

This intimate event will consist 
of concentrated workshops, the 
opportunity to hear from success-
ful inventors, intimate roundtable 
discussions, mentoring sessions, 
and networking with others on a 

more individual level. Day 1 will 
focus on didactic lectures and oth-
er presentations that introduce the 
concepts and foundations of tak-
ing an idea through to production.  
Day 2 will feature small group  
activities with individualized feed-
back from experienced experts.

The September timeline is in-
tentional to allow sufficient time 
for participants to continue to re-
fine their ideas and prepare for the 
next Innovation Nexus Showcase  
in 2024.

We plan for this boot camp to ap-
peal to a wide variety of attendees: 
residents, postdoctoral and clinical 
fellows, early-career urology re-
searchers, early-stage innovators, 
Office of Innovation professionals, 
urology-focused small business/
start-up professionals, independent 
practice and community urologists, 
urology department chairs, research 
scientists, and physician scientists—
there’s something for everyone. 
Whether you’re at the beginning 
or well into your urology career, 
there’s ample opportunity to transi-
tion to the world of innovation!

We hope you’ll join us later this 
month for 2 full days of sharing 
expertise, learning, ideation, and 
networking. Visit auanexus.org for 
more information and to register. STOP

FROM THE CHIEF EXECUTIVE OFFICER

Innovation Nexus panelists speaking about the importance of an AUA incubator. Left to right: John 
Flavin, MBA; Brian Friedman, JD, MBA; Jim Robinson; and Patrick Flavin, JD.

One of many networking opportunities at AUA Innovation Nexus.

Showcase presentation from Duke Herrell of Virtuoso Surgical during AUA Innovation Nexus.

“ There was a 
buzz around the 
Innovation Nexus, 
and it served to 
reinforce that 
there is a need 
for this type of 
incubator and the 
connections that 
it can and will 
facilitate.”

“ We hope you’ll 
join us later 
this month for 
2 full days of 
sharing expertise, 
learning, ideation, 
and networking.”
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Mid-Atlantic Section of the AUA Annual Meeting
Costas D. Lallas, MD, FACS
President, AUA Mid-Atlantic Section

In the Mid-Atlantic Section 
of the AUA (MAAUA), we pride 
ourselves on the urology-charged 
phrase “size doesn’t matter.” Al-
though the smallest of the 8 sec-
tions, we take advantage of our 
central location, having the AUA 
Headquarters in-section in Linthi-
cum, Maryland, and boast several 
world-class urologists, including 
many recent recipients of AUA  
honors and awards. This year, we 
have continued our trend of pio-
neering several educational out-
reach programs that we feel will 
have major impact in the world 
of urology. Included in this is the 
Pre-medicine Enrichment Pro-
gram, in which we fund undergrad-
uate underrepresented minority 
students to shadow an MAAUA 
urologist/urology program over the 
summer. We believe that this expo-
sure will help infuse much-needed 
diversity not only into medicine, 
but into urology as a specialty. We 
piloted this program last year with 
6 student recipients and have ex-
panded it to 8 this year. To high-
light our commitment to Graduate  
Medical Education, we host an 

annual Resident Day in Linthi-
cum. On Resident Day we invite 
all in-section residents to attend 
without cost a 1-day program con-
structed by in-section junior fac-
ulty members and comprised of 
topics that will be helpful to resi-
dents on the boards, in practice, 
and in life. Resident Day is stra-
tegically scheduled just prior to 
the AUA Summit in Washington, 
DC, which is also heavily attend-
ed by our members. I would be 
remiss if I did not brag about our 
residents having taken home the 
Finals Trophy for the second year 
in a row at the Residents Bowl 
during the annual AUA meeting 
in Chicago this past May. Dynas-
ty, anyone?!! Finally, for practic-
ing urologists, we also sponsor  
2 virtual Continuing Medical Edu-
cation talks per year on hot topics 
in urology. These online programs 
are called Mid-Atlantic Mondays, 
and this year we utilized in-sec-
tion talent to speak on subtopics in  

nonmuscle-invasive bladder can-
cer and management of complex 
urethral stricture disease. 

This year, the MAAUA Annu-
al Meeting will be held in historic 
Colonial Williamsburg, Virginia, 
from October 19-21. Nestled in the 
southeast corner of our section, 
this picturesque location contains 
a fully restored colonial town, re-
plete with shops, administrative 
buildings, and a full complement 
of in-costume inhabitants living 
and teaching about 18th-century 
colonial life. In a standard day, 
George and Martha Washing-
ton and Thomas Jefferson can be 
seen wandering along Duke of 
Gloucester Street, the main ave-
nue of Williamsburg. Just adjacent 
and within walking distance of the 
town is one of the oldest institutes 
of higher learning in the country, 
the College of William and Mary. 
The meeting hotel is actually sit-
uated within Colonial Williams-
burg, providing a family-friendly 

venue. Our section will take ad-
vantage of many of the available 
settings and backdrops to hold our 
social events, including a Colonial 
Theme Night, Night Golf, a 5K Fun 
Run through town, and a guided 
tour of Historic Williamsburg. Our 
educational program will be a full  
3 days, during which we’ll have 
4 invited speakers, more than 15 
panel and plenary sessions, con-
comitant poster sessions, and a 
full-day program for the advanced 
practice provider members of our 
section. Our named speakers are 
Glenn Preminger from Duke as 
our Paul Schellhammer Lecturer 
and Paul Andrews from Mayo 
Arizona as our Hugh Hampton 
Young Lecturer. In addition to 
updates on more standard clinical 
topics, including oncology, robot-
ic surgery, and endourology, our 
program committee has used sig-
nificant thought when structuring 
the 3 days, taking advantage of 
some of our in-section specialists 
who also focus on less common 
pursuits. Accordingly, we will 
have a panel on global medicine, 
a series of lectures targeted toward 
resident education, and talks on 
less-common clinical scenarios, 
such as transgender medicine and 
transitioning a pediatric patient 
into adult management. We are 
confident that it will be a won-
derful experience for all, and we 
encourage those who are coming 
to make their reservations early 
and to bring their families. Who 
knows—you may even get to meet 
one of our Founding Fathers. STOP

AUA SECTION MEETINGS

The Northeast Section 2023: Looking Forward
David A. Corral, MD, FACS
President, AUA Northeast Section

Dear Friends:
Thankfully, the brunt of the 

pandemic is behind us and it is 
truly a relief to return to in-person 

medical meetings where we can 
once again interact and exchange 
ideas with our colleagues face-to-
face. I am excited to invite you 
to make plans to attend the AUA 
Northeast Section (NSAUA) 75th 

Annual Meeting at The Westin in 
Pittsburgh, October 20 through 
22, 2023. Our program director, 
Dr Bruce Jacobs, and I have com-
piled an impressive speakers list. 
The theme of the meeting will be 

“Looking Forward,” a welcome 
change after the pandemic years, 
with emphasis on the future di-
rection of the practice of urology. 

AUA SECTION MEETINGS 

Arrow-right Continued on page 56
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We’ve broadened the subjects for 
discussion during the meeting to 
make the content appealing and 
informative for all members of 
our urologic community: private 
practitioners, employed urolo-
gists, academic urologists, nurses, 
advanced practice providers, and, 
of course, our urology residents. 
Talks, discussions, and debates will 
include biotechnology updates, fu-
ture directions of health policy, the 
challenges facing urologists who 
practice in a rural setting, the cur-
rent state and the need for reform 
of medical malpractice law, physi-
cian health, and new frontiers such 
as xenotransplantation, artificial 
intelligence, and others. Each ses-
sion will emphasize what we can 
expect going forward and how best 
to adapt, with the goal of keeping 
every talk and discussion both fun 
and informative.

One of the highlights of our 
meeting is the annual Slotkin Lec-
ture, delivered by an internation-
ally recognized member of the 
urology community who has made 
exceptional contributions to the 
advancement of our field. This 
year it will be delivered by Neal D. 
Shore, MD, FACS. Dr Shore has 
conducted more than 350 clinical 
trials and serves on the boards of 
multiple urological societies and 
publications. He will be speaking 
on both the current state-of-the-
art treatment of advanced genito-
urinary malignancies, as well as 
the incorporation of clinical trials 
into your busy practice. We look 
forward to hearing his advice on 
expanding clinical trial participa-

tion, an area in which he has had 
tremendous success.

Also, some of the other highlights 
of the itinerary include talks on 
the impact of artificial intelligence 
on urology and society in general 
by Drs Khurshid Guru and Bryan 
Wilder; developments in genital 
cancer and reconstruction by Drs 
Paul Perrotte, Mark Smaldone, and 
Paul Rusilko; urologist health and 
well-being by Drs Andrew Miller 
and Jennifer Berliner; and the lat-
est developments in surgery, radi-
ation, and surveillance for prostate 
cancer by Drs Seetharam Bhat, 
Ahmed Ghazi, Zachary Horne, 
and Melissa Huyn. The state-of-the 
art management of bladder can-
cer will be addressed by Drs Jodi  
Maranchie, Khurshid Guru, and 

Cheryl Lee. We are looking for-
ward to a free-for-all cage-match 
discussion on the state of medical 
malpractice systems in the United 
States and Canada, which will in-
clude addresses by both defense 
and plaintiff attorneys and medi-
cal experts. Four experts will also 
discuss the challenges facing rural 
urologists and the potential for 
public policy decisions to address 
these needs. Dr Stephen Emery 
will speak on current in utero man-
agement of fetal urological disor-
ders, and Drs Rajiv Choudry and 
Alexandra Rehfus will bring us up 
to date on the most recent advanc-
es in pediatric urology. Drs Chris 
Chermansky and Teresa Danforth 
will give us updates on the manage-
ment of voiding dysfunction, and 

the AUA Course of Choice Lecture 
will feature Dr Wayne Hellstrom 
speaking on current concepts and 
controversies in male hormone re-
placement therapy. Additionally, 
we look forward to spirited resident 
debates on current management of 
benign prostatic hyperplasia and 
calculi. These segments are tradi-
tionally some of the most entertain-
ing and fun portions of the meet-
ing. Fun Night at the Heinz History 
Center promises to include some 
distinctive local flavor, including a 
bluegrass band known for interact-
ing with their audience.

Please join us for what promises 
to be a great meeting. You can reg-
ister at nsaua.org.

Additionally, in order to help 
the NSAUA grow and strengthen, 
we understand the importance of 
cultivating our relationships with 
those who will be the section’s 
future leaders. The board of di-
rectors of the NSAUA is commit-
ted to increasing engagement and 
participation of our resident mem-
bers on both sides of the border. 
To accomplish this, we are mov-
ing forward with the formation of 
the NSAUA Resident Committee, 
as well as the establishment of 2 
new positions on the board of di-
rectors for urology residents from 
the United States and Canada. The 
board aims to gain greater insight 
into the needs and challenges of 
our resident members that may 
help guide and direct future policy 
decisions. Along with the commit-
tee formation and establishment 
of board of directors positions, we 
will continue to support the works 
of residents, fellows, and research-
ers from our section through schol-
arships and funding, and by show-
casing their results at our meetings. 
We hope that, by providing this ex-
posure and experience for young 
section members, we can increase 
their overall interest and participa-
tion in section activities.

Lastly, on behalf of the NSAUA 
board of directors, I would like to 
personally thank the staff of WJ 
Weiser and Associates for their 
outstanding efforts during our 
transition over the past couple of 
years. Your work has helped keep 
us on track through the pandemic 
and allowed us to continue to grow 
and thrive. STOP

“ I am excited to 
invite you to 
make plans to 
attend the AUA 
Northeast Section 
(NSAUA) 75th 
Annual Meeting 
at The Westin 
in Pittsburgh, 
October 20 
through 22, 
2023.”

THE NORTHEAST SECTION 2023: LOOKING FORWARD
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The International Neuro-Urology Society Annual  
Congress
Blayne Welk, MD, MSc
Western University, London, Canada

Glenn Werneburg, MD, PhD
Cleveland Clinic Foundation, Ohio

The International Neuro- Urology 
Society (INUS, www.neuro-uro.org)  
was established in 2015, and is a 
medical society with the aim to 
improve and promote the med-
ical care for patients suffering 
from neuro-urological disorders 
worldwide. Its current president, 
Dr Thomas Kessler, and the sci-
entific committee (Dr Jorge More-
no-Palacios and Dr Apostolos 
Apostolidis), in partnership with 
the local organizers (Dr Charalam-
pos Konstantinidis and Dr Mi-
chael Samarinas) were honored 
to host researchers and clinicians 
from around the world in Athens, 
Greece, from June 8-10, 2023.

The scientific program started 
with specialized multidisciplinary 
workshops (urodynamics, neuro-
modulation, neurosciences, transla-
tional research, and pediatrics) that 
brought together smaller groups with 
a shared interest in these focused 
and in-depth programs  (Figure 1). 
Importantly, a workshop specifically 
for urological nurses was also hosted, 
and covered topics such as teach-
ing intermittent catheterization and 
counselling people with frequent uri-
nary tract infections. The main pro-
gram included 3 keynote lectures. 
The first, given by Dr Lori Birder, 
examined the role of purine nucle-
oside phosphorylase in age-related 
changes and detrusor underactivity, 
and the results of some fascinating 
preclinical studies that demonstrated 
these changes can be prevented with 
8-aminoguanine. Second, Dr Andrei 
Krassioukov (physical medicine and 
rehabilitation specialist) explored the 
detailed impact of autonomic dysre-
flexia on people living with spinal 
cord injury, and how to best manage 
this condition when it is triggered 
by urological procedures or com-
plications. Finally, Dr Karl-Dietrich 
Sievert reviewed clinical targets and 
unmet needs for neuromodulation in 
the neurological population.

This congress also represent-
ed the first time INUS hosted the 
Society of Urodynamics, Female 
Pelvic Medicine & Urogenital Re-
construction lecture, which was 
given by Dr David Ginsberg (Fig-
ure 2); Dr Ginsberg discussed the 
significant economic burden of 

treatment and rehabilitation for 
neurogenic lower urinary tract 
dysfunction, and its associated 
bladder drainage assistance. Other 
partner societies were also invit-
ed to participate in the program, 
including the Turkish Association 
of Urology (Dr Taahra, “Which 
urodynamic parameters matter in 
the neurogenic population”), the 
International Continence Society 
(Dr Konstantinidis, “Highlights on 
neurogenic incontinence and sex-
ual dysfunction”), the Pan-Arab 
Continence Society (Dr al Mousa, 
“Bladder augmentation and re-
nal transplant in the neurogenic 
population”), the Iranian Urology 
Association (“Challenges in the 
treatment of neuro-urological sex-
ual dysfunction in women in the 
Islamic world”), the Société Inter-
nationale d’Urologie (Dr Principe,  
“Management of urethral and 
stoma complications in neuro- 
urological patients”), and, finally, 
the Urodynamic, Neurourology 
& Female Urology section of the 
Hellenic Urological Association 
lecture (Dr Apostolidis, “QoL, de-
cision-making for treatment and 

treatment adherence in patients 
with multiple sclerosis/NLUTD”). 
All of these societal partnerships 
help bring together experts from 
around the world, and contribute 
to the rich and highly specialized 
neuro-urology program.

The program also included a  
series of nonsociety lectures and 
panel discussions. For the first 
time, there was a session dedicated  
to pediatric neurogenic lower uri-
nary tract dysfunction (NLUTD). 
Dr Stacy Tanaka discussed the 
workup and management of neu-
rogenic incontinence in children 
and adolescent patients. This was 
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Figure 1. Dr Ulrich Mehnert presenting on the neural pathophysiology of overactive bladder during the 
Neurosciences Workshop of the 2023 International Neuro-Urology Society Annual Congress in Athens, 
Greece.

Figure 2. Dr David Ginsberg presenting the 
Society of Urodynamics, Female Pelvic Medicine 
&  Urogenital Reconstruction–International 
Neuro-Urology Society lecture.

“ This congress also 
represented the 
first time INUS 
hosted the Soci ety 
of Urodynamics, 
Female Pelvic 
Medicine & 
Urogenital Recon
struction lecture, 
which was given 
by Dr David 
Ginsberg  
(Figure 2);  
Dr Ginsberg 
discussed the 
signifi cant 
economic burden 
of treatment and 
rehabilitation for 
neurogenic lower 
urinary tract 
dysfunction, and 
its associated 
bladder drainage 
assistance.”
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followed by an engaging panel 
for the discussion of challenging 
cases moderated by Dr Anastasios 
Karatzaz. Joining Dr Tanaka were 
panelists Dr Stuart Bauer, Dr Carlos 
Estrada, Dr Giovanni Mosiello, 
and Dr Christian Sager. An addi-
tional session focused on sexual 
dysfunction associated with spi-
nal cord injury and other neuro-
genic pathology and a panel mod-
erated by Dr Desiree Vrijens with 
panelists Dr Nikolaus Sofikitis,  
Dr Bertil Blok, Dr Razvan Bardan,  
Dr  Cla i re  Hentzen ,  and  Dr 
Charalampos Konstantinidis. An 
additional highlight of the scien-
tific program was a lecture by Dr 
John Stoffel on the value and utility 
of the postvoid residual volume in 
individuals with NLUTD who do 
not catheterize. He discussed the 
importance of risk stratification and 
careful assessment of symptomatol-

ogy in the clinical decision-making 
of those with elevated postvoid 
residual volumes. Neurologist Dr 
Jalesh Panicker discussed recent 
research and advances in the un-
derstanding of the central control 
of micturition, and medical phys-
icist Dr Gergely David discussed 
novel MRI techniques to investi-
gate the pathophysiological mech-
anisms of spinal cord injury and 
its relationship to NLUTD. Dr 
Blayne Welk moderated a Balloon 
Debate: “Clinical Conundrums 
in Neuro-Urology.” The premise 
of the debate is that each panelist 
presents and supports his or her 
response to a clinical case question 
regarding workup or management. 
The audience then votes for the 
favorite response, and the panel-
ist with the fewest votes leaves the 
balloon. The process continues 
until the balloon only contains the 

winner. There was robust audi-
ence engagement in the session, 
and multiple votes for all panelists:  
Drs Emmanuel Braschi, Giulio 
Del Popolo, Michael Samarinas, 
and John Stoffel.

Forty-five posters were pre-
sented during the Congress. The 
poster sessions provided a venue 
for selected abstract submitters to 
present their latest work. The work 
ranged from basic science, includ-
ing a study of a novel reporter-bac-
teriophage bioluminescent assay 
to detect bacterial urinary tract in-
fections as presented by Dr Lorenz 
Leitner, to clinical studies such as 
the validation of the irritable bow-
el syndrome quality of life ques-
tionnaire in the spinal cord injury 
population, presented by Dr David 
Ginsberg. 

On the final day of the Con-
gress, the Swiss Continence Foun-
dation selected its 2023 awardee. 
The Swiss Continence Foundation 
seeks to support and advance the 
research and education within the 
field of neuro-urology and func-
tional urology to improve the qual-
ity of care and quality of life with 
those afflicted with neuro-urolog-
ical conditions. Its award, which 

totals 10,000 Swiss francs (approx-
imately $11,200 USD), is awarded 
annually to the best contribution by 
a young neuro- urology talent. To 
select the winner, the Swiss Conti-
nence Foundation assembled an 
independent jury consisting of Drs 
Martina Liechti, Andrea Sartori, 
John Stoffel, Jalesh Panicker, and 
Glenn Werneburg. The jury was 
moderated by Dr Ulrich  Mehnert. 
The awardee was selected based 
on the curriculum vitae and a 
submitted abstract, as well as a  
research presentation and respons-
es to inquiries of the jury and the 
general audience. The winner of 
the 2023 Swiss Continence Foun-
dation Award was Dr Claire Hent-
zen for her work on the utility of 
pelvic neurophysiology in the as-
sessment of Tarlov cysts and their 
relationship with pelvic symptoms 
(Figure 3). 

Finally, the next INUS Annual 
Congress location was announced. 
For its 10th anniversary, the INUS 
Annual Congress will take place 
back at the location where it was es-
tablished: Switzerland. The INUS 
Board (Figure 4) welcomes all those 
with neuro-urological interest to  
attend in the winter of 2025. STOP

Figure 4. The International Neuro-Urology Society Board. Left to right: Drs Glenn Werneburg (United 
States), Emmanuel Braschi (Argentina), Mehri Mehrad (Iran), Jalesh Panicker (United Kingdom), Helmut 
Madersbacher (Austria), Thomas Kessler (Switzerland), Stefania Musco (Italy), Márcio Averbeck (Brazil), 
Kadir Önem (Turkey), Jorge Moreno-Palacios (Mexico), Blayne Welk (Canada).

Figure 3. Dr Claire Hentzen was the recipient of the 2023 Swiss Continence Foundation for her work 
on the utility of pelvic neurophysiology in the assessment of Tarlov cysts and their relationship with 
pelvic symptoms. Left to right: Prof Dr Thomas M. Kessler, International Neuro-Urology Society President 
and Chairman of the Swiss Continence Foundation Board; Dr Claire Hentzen; Dr Ulrich Mehnert, 
Vice-Chairman of the Swiss Continence Foundation Board.

THE INTERNATIONAL NEURO-UROLOGY SOCIETY ANNUAL CONGRESS
Arrow-right Continued from page 57
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Leveraging Allied Health Professionals
Jessica Nelson, MPAS, PA-C
University of Texas Southwestern Medical Center, 
Dallas

Heidi Turpen, MPAS, PA-C
University of Texas Southwestern Medical Center, 
Dallas

For years, we have been battling 
a workforce shortage in medicine. 
The Association of American Med-
ical Colleges projects a national 
shortage of up to 124,000 physi-
cians by 2033.1 According to the 
AUA, 28.5% of urologists are over 
the age of 65, nearing retirement, 
and the median age is 55. One 

way to help address it is by lever-
aging advanced practice providers 
(APPs) into urology practices. An 
APP is a health care profession-
al who is not a physician but has 
advanced education, training, and 
certification to provide medical 
and/or surgical care. APPs include 
nurse practitioners, physician as-
sistants, and nurse anesthetists. Ac-
cording to the AUA Census 2022, 
81.5% of urologists already utilize 
at least 1 APP in their practice, and 
patients demonstrate a growing ac-
ceptance of APPs in urology. Cur-
rently, APPs are utilized more in 
metropolitan areas and academic 
centers (96.4%) than private prac-
tice (64.7%). Overall, 75.9% of 

urologists feel APPs help improve 
wait times for patients.

Incorporating APPs into practice 
can decrease wait times for patients 
but can also increase the patient 
volume seen by the practice, thus 
increasing surgical cases and reve-
nue. APPs can bill independently 
utilizing their own provider ID, or 
bill as “incident to” services, which 
are billed at 100% of the physician 
fee schedule. In the latter scenario, 
the patient is seen by the APP and 
the physician.

Regarding Centers for Medi-
care & Medicaid Services reim-
bursement, the APP who bills in-
dependently will bill 85% of the 
physician fee schedule. However, 
this is not the case with third-party  
payers. Third-party payer reim-
bursement depends on contract 
negotiations with those payers. 
Example of reimbursement is pro-
vided in the Table. This shows the 
average collections for APP vs MD 
at University of Texas Southwest-
ern Medical Center in Dallas from 
September 1, 2021, to September 1,  
2022, for the listed Current Proce-
dural Terminology (CPT) codes. 
On average, the APP billed 90% 
of the MD for a new level 4 vis-
it. In the case of cystoscopy (CPT 
code 52000), this was 100%. One 
potential explanation for this sur-
prising finding is that APPs may 
have performed cystoscopies on 
more patients with third-party 
insurance and higher negotiated 
reimbursement rates for this CPT 
code compared to their MD col-
leagues.

At University of Texas South-
western Medical Center, urology 
APPs bill independently and do 
not routinely bill “incident to.” For 
the 2022 fiscal year, collections 
were $4 million for 8.95 full-time 
equivalents. 

One of the most frequently asked 
questions is how to find and train 
an APP in urology. One opportuni-
ty would be to reach out to a nurse 

practitioner or physician assistant 
program in your area and serve as 
a preceptor. This would give you 
an opportunity to educate APPs 
in urology and look for potential 
job applicants. Another option is 
hiring a urology fellowship trained 
APP. This may be harder to come 
by as there are only approximately 
7 APP urology fellowships nation-
wide (at time of publishing). How-
ever, these fellowships provide a 
tremendous amount of education 
in all aspects of clinical urology, 
including procedure and operating 
room training. 

There are several urology associ-
ations targeted for urological APPs 
as well. These include AUA with 
their APP track, the Society of Uro-
logic Nurses and Associates, and 
the Urological Association of Physi-
cian Assistants. These organizations 
provide membership and annual 

conferences to advance urological 
knowledge and skill. By encourag-
ing the APPs to actively participate 
with these organizations and attend 
conferences, their urological knowl-
edge and expertise will continue 
to expand. Typically, these confer-
ences will have hands-on training, 
such as workshops in cystoscopy, 
posterior  tibial nerve stimulation, 
percutaneous nerve evaluation, 
and ultrasound. Additionally, AUA 
University provides an APP Core 
Curriculum, an online community, 
webcasts, and podcasts which are 
great resources for education and 
networking.

In conclusion, leveraging APPs 
provides one means of tackling the 
growing workforce shortages in urol-
ogy. Many urologists work with at 
least 1 APP and feel that APPs are 
an asset to their practice by shorten-
ing wait times and increasing patient 
volumes. Finding an APP who is in-
terested and trained in urology can 
be a challenging task. However, hav-
ing an APP on the clinical team can 
help expand our reach to the urolog-
ical patient population. As with any 
clinical practitioner, it is important to 
support continued learning through 
training opportunities, conference 
attendance, and workshops. This 
will help not only train but increase 
APPs’ urological fund of knowledge 
to better serve our patients. STOP

1. American Heart Association. Fact Sheet: Strength-
ening the Health Care Workforce. 2021. https://
www.aha.org/fact-sheets/2021-05-26-fact-sheet-
strengthening-health-care-workforce

2. American Urological Association. Census Re-
sults: AUA Section Comparisons. 2023. https://
www.auanet.org/research-and-data/aua-census/
census-results
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Table. Average Collections at University of Texas Southwestern Medical Center in Dallas, FY2022

CPT code Average APP reimbursement Average MD reimbursement

99204 $202.58 $224.57

99214 $129.48 $150.95

52000 $254.08 $253.58

Abbreviations: APP, advanced practice provider; CPT, Current Procedural Terminology; FY, fiscal year; 
MD, Doctor of Medicine.

“ According to 
the AUA Census 
2022, 81.5% 
of urologists 
already utilize 
at least 1 APP 
in their practice, 
and patients 
demonstrate 
a growing 
acceptance of 
APPs in urology.”

“ Incorporating 
APPs into practice 
can decrease 
wait times for 
patients but can 
also increase 
the patient 
volume seen by 
the practice, 
thus increasing 
surgical cases and 
revenue.”
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2023 USMART Mentee: Hong Truong, MD, MS
Hong Truong, MD, MS
Penn State Health Milton S. Hershey Medical Center, 
Hershey, Pennsylvania

I am a urologic oncology sur-
geon and a research investigator at 
Penn State Health Milton S. Her-
shey Medical Center. My goal is to 
become an independently funded 
surgeon-scientist with a strong fo-
cus on translational research in the 
field of cancer genomics. By inves-
tigating the inherited genetic varia-
tions, the somatic mutational land-
scape, and the interplay between 
germline and somatic alterations 
in cancer development, my aim is 
to methodically unravel the genetic 
underpinnings of urological can-
cers. This knowledge will direct-
ly translate into tangible benefits 
for patients, such as implement-
ing high-risk screening protocols 
for early detection of cancer and 
developing innovative genotype- 
directed treatment strategies.

My current research focuses 
on the inherited genetics of pa-
tients with upper tract and blad-
der urothelial cancer. Urothelial 
cancer has a substantial hereditary 
component, with an estimated 
heritability of 30%,1 but the ge-
netic mechanisms underlying fa-
milial aggregations and urothelial 
cancer development remain un-
known. Recent large cohort stud-
ies demonstrated the likelihood of 
finding pathogenic germline vari-

ant in a cancer susceptibility gene 
in patients with urothelial cancer 
is high, ranging from 11% to 24% 
across the full spectrum of the dis-
ease.2-4 The causal effect of germ-
line variant in DNA mismatch re-
pair genes and the development of 
upper tract urothelial carcinoma is 
well known. Despite being a rare 
cancer, upper tract urothelial car-
cinoma is the third most common 
Lynch syndrome—associated can-
cer after colorectal and endometri-
al cancer.5 However, patients with 
upper tract urothelial carcinoma 
are infrequently referred for genet-
ic evaluation. A hallmark of tumors 
in patients with Lynch syndrome is 
mismatch repair protein deficien-
cy and microsatellite instability, 
which are important biomarkers of 
response to immunotherapy in var-
ious tumor types.6 Exploiting the 
therapeutic vulnerability of mis-
match repair deficient/microsat-
ellite unstable tumors in the man-
agement of upper tract urothelial 
carcinoma remains an untapped 
opportunity.

Over the next 3 to 5 years, 
my overarching goal is to build a 
comprehensive urological cancer 
genomics program at Penn State. 
This program will serve 2 critical 
purposes: (1) to decipher the genet-
ic mechanisms of urothelial cancer 
and (2) to translate cutting-edge 
research into rational personalized 
care of patients with urological 

cancers. To achieve this, I plan to 
conduct pilot projects that provide 
genetic services including counsel-
ing, germline testing, and longitu-
dinal follow-ups for patients who 
live outside of urban centers. Ad-
ditionally, I aim to engage patient 
advocates and clinical stakeholders 
through focus groups to refine and 
improve research questions with 
the goal of incorporating genetic 
evaluation in the clinical care of pa-
tients with bladder and upper tract 
urothelial cancer.

The career path of a surgeon- 
scientist is both highly rewarding 
and persistently challenging. To 
excel in this field, I recognize the 
importance of maintaining surgi-
cal competency while pursuing 
cutting-edge research. I must learn 
to navigate patient care, secure re-
search funding, lead a multidisci-
plinary research team, teach train-
ees, and balance ever-increasing  
administrative duties. I understand 
that I cannot embark on this jour-
ney alone. Just like an athlete, suc-
cess cannot be achieved solely by 
understanding the process and em-
ulating other surgeon-scientists. In 
order to thrive, I need the guidance 
of a coach and mentor who can im-
part the art and methodology of 
science and academia, helping me 
set realistic and attainable scientific 
and career goals.

Therefore, I consider myself 
incredibly fortunate to be a part 

of the AUA USMART (Urology 
Scientific Mentoring and Research 
Training) Academy. Through this 
program, I have been paired with 
Dr Ashish Kamat, an engaged and 
supportive mentor who possesses a 
wealth of knowledge and accom-
plishments as a physician-scientist. 
Dr Kamat has provided invaluable 
career support and guidance, assist-
ing me in navigating the complex-
ities of an academic career. More-
over, the USMART Academy 
fosters a vibrant community among 
early-career investigators through 
creative networking events. These 
occasions not only allow us to cel-
ebrate research achievements, but 
also provide a platform to share 
setbacks and challenges as we em-
bark on our respective academic 
journeys. STOP

1. Mucci LA, Hjelmborg JB, Harris JR, et al. Famil-
ial risk and heritability of cancer among twins in 
Nordic countries. JAMA. 2016;315(1):68-76. 

2. Carlo MI, Ravichandran V, Srinavasan P, et 
al. Cancer susceptibility mutations in patients 
with urothelial malignancies. J Clin Oncol. 
2020;38(5):406-414.

3. Nassar AH, Abou Alaiwi S, AlDubayan SH, et al.  
Prevalence of pathogenic germline cancer risk 
variants in high-risk urothelial carcinoma. Genet 
Med. 2020;22(4):709-718.

4. Pietzak EJ, Whiting K, Srinivasan P, et al. Inher-
ited germline cancer susceptibility gene variants 
in individuals with non-muscle-invasive bladder 
cancer. Clin Cancer Res. 2022;28(19):4267-4277. 

5. Koornstra JJ, Mourits MJ, Sijmons RH, Leliveld 
AM, Hollema H, Kleibeuker JH. Management 
of extracolonic tumours in patients with Lynch 
syndrome. Lancet Oncol. 2009;10(4):400-408.

6. Le DT, Durham JN, Smith KN, et al. Mismatch re-
pair deficiency predicts response of solid tumors to 
PD-1 blockade. Science. 2017;357(6349):409-413. 

Taking the Plunge: My First AUA Annual Meeting
Sasha Vereecken, BScN, RN
Saint James School of Medicine, Anguilla

With encouragement from my 
mentor, I decided this year to take 
the plunge and attend AUA2023. 
As an international medical gradu-
ate from a small Caribbean school, 
getting onto a plane, traveling 
across the country, and walking 

into a massive room where you 
don’t know anyone can be daunt-
ing. However, attending AUA2023 
was one of the best decisions I have 
made in my journey to becoming 
a future urologist. From attending 
enlightening poster presentations 
to interacting with professionals in 
the field of urology, the AUA An-
nual Meeting felt like attending the 

Super Bowl of Urology. Personally, 
I was able to confirm my love for 
the field, gain a deeper sense of the 
role of a urologist, and expand my 
current base of knowledge.

Upon arriving at the main Sci-
ence & Technology Hall, I was 
immediately impressed by the 
sheer size of the event. I started 
by attending a poster presentation 

on Diversity, Equity & Inclusion, 
during which I gained a profound 
understanding of how these princi-
ples play in patient health care to-
day. I was most astounded to learn 
the robust amount of research pre-
sented demonstrating how race and 
socioeconomic status continue to 

MEDICAL STUDENT COLUMN
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negatively impact mortality rates in 
patients with prostate cancer. With 
this knowledge, I hope that within 
my career, we can adjust these rates 
to meet the norm through increased 
patient advocacy, accessibility, and 
continued research on these topics. 
Additionally, learning about the im-
plications of removing the race fac-
tor on estimated glomerular filtra-
tion rate equations gave me a sense 
of hope for the future. It is amazing 
to see health care being rewritten 
by the bright minds around me.

By attending the various poster 
presentations, I was able to gain an 
idea of the expectations for a great 
poster. As a medical student, I was 
initially apprehensive about pre-
senting; however, after seeing the 
other posters on display, I began to 
feel more confident about my ongo-
ing projects back in my clerkships. 
As I walked around the exhibition 
hall, I was struck by the creativity 
and originality of the posters. Over-
all, attending the poster presentation 
sessions at the AUA Annual Meet-
ing helped demystify any doubts 
I had about presenting urological 
topics. One of the highlights of the 
conference for me was attending a 
talk on patient perspectives on Sat-
urday afternoon. As a future health 
care provider, it is crucial to under-
stand the experiences and needs of 
our patients. Incorporating patient 
perspectives into our clinical prac-
tice can help us provide more per-
sonalized care and improve patient 
outcomes. By attending this session, 
I was pleasantly reminded of where 
my passion for urology lives.

To cap it off, on Sunday, I was 
able to meet with other medical 
students and gain further insights 
at the Medical Student Forum. The 
forum provided an excellent op-
portunity to learn more about the 
field of urology, network with other 
students and health care profession-
als, and gain valuable insights into 
successfully matching into residen-
cy. The importance of one’s perfor-
mance on subinternships, knowing 
the AUA Guidelines, and the value 
of teamwork were all held in regard 
by the panelists. During the forum, I 
learned how to appropriately obtain 
active and ongoing feedback from 
my advisors to grow as a profession-
al during my rotations. I believe that 
attending the medical student forum 

has been an invaluable experience 
for me and has helped me devel-
op the skills and knowledge neces-
sary to become a successful match 
applicant. From there, I was able 

to connect with other students and 
establish a new network of friends 
who share the same passion for the 
field of urology and deep-dish pizza 
(Figures 1 and 2). The student fo-

rum was paramount in helping me 
establish connections for future re-
search opportunities, electives, and 
urology mentors.

During AUA2023, the AUA 
Diversity & Inclusion Committee 
launched the highly anticipated 
FUTURE in Urology Program, and 
its inaugural weekend surpassed all 
expectations. The medical students 
who participated in the  FUTURE 
in Urology Program were paired 
with experienced mentors on Fri-
day morning, granting them in-
valuable guidance, and were pro-
vided with numerous networking 
opportunities throughout the entire 
weekend. Adding to the memora-
ble experience, the R. Frank Jones 
Urological Society hosted a beau-
tiful evening reception at the City-
Point Loft, providing an opportuni-
ty for continued networking among 
medical students and esteemed 
urologists.

For medical students interested in 
attending the upcoming AUA2024 
in San Antonio and seeking guid-
ance on how to get started, I high-
ly recommend becoming an AUA 
member. By enrolling for free, you 
will receive email notifications re-
garding future annual meetings and 
essential dates for abstract submis-
sions. To plan for travel expenses, 
you can directly contact your aca-
demic institution, as many schools 
provide funding to support stu-
dents’ attendance at conferences. In 
my personal experience, I reached 

TAKING THE PLUNGE: MY FIRST AUA ANNUAL MEETING
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Figure 1. Reconnecting with old classmates in the area and introducing them to the world of Urology.

Figure 2. Connecting with other medical students interested in urology, Douvae Miller, Saint 
George’s University (middle) and Jacqueline Maya-Silva, USC Keck School of Medicine (right) over 
some deep dish pizza.

Figure 3. Students and residents all flocked to 
get some time on the da Vinci Robotic Trainers.

Arrow-right Continued on page 62
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out to alumni and secured accom-
modation at their apartment for the 
duration of the weekend. However, 
if funding continues to pose a chal-
lenge, numerous assistance pro-
grams are available to offer  support. 
Notably, Urology Unbound demon-
strated its commitment to support-
ing medical students this year by 
awarding 3 Medical Student Travel 
Awards for attendance at the AUA 
Annual Meeting.

To make the most of next year’s 
visit, you can begin by working on 

the abstract for your poster presenta-
tion as early as possible. As a valuable 
starting point, I recommend reading 
a past AUA Medical Student Column 
titled “A Guide for Medical Students 
Without Home Residency Programs 
or Strong Research Opportunities.” 
This comprehensive guide offers a 
wide range of ideas for medical stu-
dents to actively immerse themselves 
in research. My biggest takeaway 
from attending the AUA Annual 
Meeting is to put away your fear. Sub-
mit that abstract. Volunteer to give a 

talk at a journal club. Write for the 
AUA Medical Student Column. Take 
the initiative to reach out and con-
nect with others in your field. While 
it is possible that you may not always 
receive the result you hoped for, it 
is also possible (with thoughtfulness, 
passion, and persistence) that you 
could connect with the right mentor 
or fellow student who will provide 
invaluable guidance and support 
throughout your entire career.

Overall, attending the AUA2023 
as a medical student was an incred-

ible and unforgettable experience. 
The conference provided me with 
the opportunity to learn about the 
latest developments in urology, 
connect with professionals in the 
field, and gain a deeper understand-
ing of the challenges facing patients 
with urological conditions. I left the 
conference feeling inspired and en-
ergized about the future of urolo-
gy, and I look forward to continu-
ally attending future AUA Annual 
Meetings as my career progresses 
(Figure 3). 

TAKING THE PLUNGE: MY FIRST AUA ANNUAL MEETING
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Beware! ChatGPT Makes Up References!
James C. Williams Jr, PhD
Indiana University School of Medicine, Indianapolis

The AUANews article in the 
May 2023 issue, “ChatGPT: A 
Time-saving Companion for Phy-
sicians,” by Gabrielson et al, is ex-
cellent and gives a good introduc-
tion to this emerging technology. 
The authors are completely correct 
about how using these new artifi-
cial intelligence (AI) tools can ben-
efit physicians and researchers.

However, readers need to be 
aware that one of the limitations of 
the present ChatGPT system is that 
it does not give accurate citations of 
scholarly articles. No, correct that: 
It often lies, and it produces fake 
references that are scarily good.

To be fair, if you ask ChatGPT 
directly: “Give me scholarly arti-
cles,” it will respond by saying, “I 
apologize, but as an AI language 
model, I don’t have direct access 
to specific scholarly articles or the 
ability to browse the Internet. I 
can provide general information 
and answer questions based on my 
training up until September 2021.” 
Very polite, and very accurate.

But ChatGPT is not always care-
ful in following its own stated lim-
itations. When I asked ChatGPT to 
provide me with some older articles 
on healing in the renal papilla, it gave 
me a list (see Figure). The paper titles 
provided look great! But 2 of these 
citations are completely fake, and the 
other 2 citations have odd errors.

If you go to Physiological Reviews 
and pull up volume 72 in 1992, 
the page numbers 693-732 overlap 

with existing papers. In PubMed, it 
is easy to find out that Drs Jacobson  
and Fogo have never actually pub-
lished together, but they both work 
in the areas of renal biology and 
pathology, so their names are not 
randomly assigned to this fictitious 
paper. For the second citation, 
checking in the American Journal of 
Physiology-Renal Physiology shows 
that, again, the page numbers 
overlap with existing papers, but 
ChatGPT appropriately cites page 
numbers beginning with the letter 
F, as they always do in that jour-
nal. In checking the author names 
on this citation, there are too many 
published authors named Z Xu to 
be certain of that name, but Drs 
Ong and Moldovan are real bio-
medical researchers who also have 
never published together.

The third citation is not fake: The 
Dagher et al paper is in Journal of the 
American Society of Nephrology, but the 
ChatGPT citation gives the wrong 
issue number and leaves off the final 
author name. The fourth citation is 
also a real paper, but the ChatGPT 
citation is correct only with the first 
author, while the other author names 
are people who have published with 
the first author, but who are not ac-
tually listed on this paper.

So, the citations given to me by 
ChatGPT were not entirely fake, 
but even the partially correct ones 
make me uneasy. What is true is that 
the citations invented by ChatGPT 
look really good. In my experience 
on this I have found the following:
• The paper citations from ChatGPT 

always have real author names 
from the field, often even grouped 
as you might expect (German 
names in one paper, Chinese in 
another)

• The titles of the papers are very 
believable (and just what I am 
looking for!)

• The journals are real
• The volume numbers given 

match the year of the citation 
properly

•  But many of the papers are fake. 
The page numbers given overlap 
existing papers in the given vol-
ume. Searches of the titles of the 
papers (on Google or PubMed) 
show that they do not exist
Frankly, I find all of this to be 

disturbing. When I am reviewing a 
paper or grant proposal now, do I 

need to check all the references  
to ensure that they are real? 
Maybe so.

But, for readers of AUANews, 
the important thing to note is that 
for all the value of ChatGPT in 
its present form, no references 
should be trusted. Indeed, in its 
present form, probably any facts 
it trots out should be verified. Of 
course, ChatGPT is free, so what 
should I expect? Well, I expect 
that it would at least not make 
things up. Surely the program-
mers can force AI bots to cite only 
real publications, and at least one 
can hope that this will be fixed in 
future versions.

But one thing you can say truth-
fully about ChatGPT as it is now: It 
is always very polite! STOP

Figure. List of papers provided by ChatGPT when prompted to provide older articles on healing in 
the renal papilla (ChatGPT, personal communication, June 7, 2023).
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The Fifty-cent Marketing Idea
Neil H. Baum, MD
Tulane University School of Medicine, New Orleans, 
Louisiana

I’ve often heard that marketing 
is expensive and places urologists 
out of their comfort zones. I want 
to share an idea that is inexpensive 
and has a positive impact on my 
practice.

Upon completing a vasectomy, 
I would bring the partner or sig-
nificant other into the procedure 
room and tell the patient the dos 
and don’ts for the next 2 to 3 days. 
This included lying down with 
an ice pack to the small opening 

(no-needle, no-scalpel procedure) 
for several hours when he got 
home. I would then provide him a 
small brass bell, which cost about 
$0.50. He was instructed that when 
he needed any assistance for the 
few days following the procedure, 
he would ring the little bell, and 
help would soon be forthcoming. 
The bell contained my business 
card, which was attached by a rub-
ber band to the bell. On the back 
of the business card was a message: 
“With one ring, you’ll get every-
thing!” (see Figure).

This bell always generated 
laughter and levity, mostly from 
the patient. The responses from the 
patient and the partner were also 
quite humorous. Humorous exam-
ples from partners included, “He 
don’t need no (sic) bell!” or “He’ll 
need a proctologist to retrieve that 
bell if ever he rings it!” 

There was a positive buzz in the 
community. The word was that Dr 
Baum’s vasectomy included a lit-
tle fun, some humor, and a small 
bell…and yes, a male contracep-
tion option that required no more 

contraception on the part of the fe-
male partner and an effective way 
to reduce school tuition! After pro-
viding the bell after the procedure 
for several years and as word about 
the bell became well-known in the 
community, men would frequently 
ask, “Where’s my bell?” Future pa-
tients would often ask, “If I agree 

to the procedure, will I receive a 
little bell?”

My take-home message is that 
marketing and practice promo-
tion is not necessarily expensive.  
Small gifts and gestures can signifi-
cantly impact and promote positive 
word-of-mouth about you and your 
practice. 

PRACTICE TIPS & TRICKS 

Figure. Brass bell attached to business card.
“ Small gifts and 
gestures can 
significantly 
impact and 
promote positive 
wordofmouth 
about you and 
your practice.”

What Is the Optimal Stenting Duration After  
Ureteroscopy and Stone Intervention?
Khurshid R. Ghani, MBChB, MS, 
FRCS(Urol)*
University of Michigan, Ann Arbor

Oluyemi O. Olumolade* 
University of Michigan, Ann Arbor

Stephanie Daignault-Newton, MS
University of Michigan, Ann Arbor

Adam Cole, MD
Smith Institute for Urology, Northwell Health,  
New Hyde Park, New York

Patrick Yang, DO
Michigan State University College of Human  
Medicine; Michigan Health Care Professionals, 
Farmington Hills

Susan Linsell, MHSA
University of Michigan, Ann Arbor

Brian Seifman, MD
Michigan Institute of Urology, Beaumont Hospital, 
Royal Oak

Dave Wenzler, MD
Michigan State University College of Human  
Medicine; Michigan Health Care Professionals, 
Farmington Hills

Casey Dauw, MD
University of Michigan, Ann Arbor

For the Michigan Urological Surgery  
Improvement Collaborative
*Co-first authors.

Ghani KR, Olumolade OO, 
Daignault-Newton S, et al. What 

is the optimal stenting duration 
after ureteroscopy and stone 
intervention? Impact of dwell 
time on postoperative emer-
gency department visits. J Urol. 
2023;210(3):472-480.

Study Need and 
Importance

The AUA stone management 
guidelines recommend minimiz-
ing the duration of stenting after 
ureteroscopy to reduce morbid-
ity, and stents with extraction 
strings may be used for this pur-

pose. However, there are limited 
data on stenting dwell time and 
its impact on outcomes such as 
unplanned health care encoun-
ters. Using real-world practice 
data from the Michigan Urolog-
ical Surgery Improvement Col-
laborative, we investigated the 
association between dwell time 
and string status on postopera-
tive emergency department (ED) 
visits on the day of or day after 
stent removal. 

JU INSIGHT
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What We Found
We analyzed 4,437 unilateral ure-

teroscopy and stenting procedures 
in nonpre-stented patients; 38.1% 
had an extraction string placed, 
and there was significant surgeon 
variation in the use of this method. 
Patients with extraction strings had 
shorter dwell times. Dwell time of 
0-4 days was significantly associated 

with an increased risk of ED visit 
occurring around the time of stent 
removal. There was no statistically 

significant increase in risk of ED vis-
its in patients with a string if dwell 
times were ≥5 days (see Figure).

Limitations
Data on the stent composi-

tion, size, and how the extraction 
string was managed were not 
available. Reasons why provid-
ers chose stents with strings were 
not captured, and it is possible 
that higher-risk patients or those 
with a history of stent intoler-
ance were more likely to receive 
such stents. We are also unaware 
if the instruction to have a short 
dwell time is surgeon or patient 
driven, or because of stent-relat-
ed symptoms. 

Interpretation for 
Patient Care

In Michigan, ureteral stent dwell 
time of 4 days or less is associat-
ed with an increase in postopera-
tive ED visits around the time of 
stent removal. In nonpre-stented 
patients undergoing ureteroscopy 
and stone intervention, we recom-
mend a minimum dwell time of at 
least 5 days. 

Figure. Predicted probability of a postoperative emergency department (ED) visit on the day of or day 
after stent removal, by stent dwell days and stent string use. Adjusted for age, sex, Charlson  
Comorbidity Index, stone location, and stone size with random effect for practice and urologist.

“ Patients with 
extraction strings 
had shorter dwell 
times. Dwell 
time of 04 days 
was significantly 
associated with an 
increased risk of 
ED visit occurring 
around the time of 
stent removal.”

GRADE Reporting in Systematic Reviews Published  
in the Urological Literature (2009-2021)
Brett Norling, BS
University of Minnesota School of Medicine,  
Minneapolis

Jae Hung Jung, MD, PhD
Yonsei University Wonju College of Medicine, 
 Republic of Korea 
Center of Evidence Based Medicine, Institute of 
 Convergence Science, Yonsei University, Seoul, 
Republic of Korea

Eu Chang Hwang, MD, PhD
Chonnam National University Medical School, 
Hwasun, Republic of Korea

Mi Ah Han, MD, PhD
College of Medicine, Chosun University, Gwangju, 
Republic of Korea

Sari Khaleel, MD
Memorial Sloan Kettering Cancer Center, New York, 
New York

Holger J. Schünemann, MD, PhD
McMaster University, Ontario, Canada 
Humanitas University, Milan, Italy 
Michael G. DeGroote Cochrane Canada  
Centre & McMaster GRADE Centre,  
Hamilton, Ontario

Philipp Dahm, MD, MHSc
Minneapolis VA Healthcare System, Minnesota 
University of Minnesota School of Medicine, 
 Minneapolis

Norling B, Jung JH, Hwang 
EC, et al. GRADE reporting in 
systematic reviews published 
in the urological literature 
(2009-2021). J Urol. 2023;210(3): 
529-536.

Study Need and 
Importance

The Grading of Recommen-
dations Assessment, Develop-
ment and Evaluation (GRADE) 
approach is a methodologically 
rigorous, transparent, and practi-
cal approach to rate the certainty 
of evidence provided by a body of 

JU INSIGHT

Figure. Total number of systematic reviews and the proportion of systematic reviews that have used 
the Grading of Recommendations Assessment, Development and Evaluation (GRADE) approach since 
1998. Percentages are presented on a per-group basis. During the first 3 time periods (1998-2000, 
2001-2003, and 2004-2006) no systematic review reported the use of GRADE.
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WHAT IS THE OPTIMAL STENTING DURATION AFTER URETEROSCOPY AND STONE INTERVENTION?
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evidence summarized in system-
atic reviews (SRs) and developing 
guidelines. The growing uptake of 
GRADE suggests a movement to-
ward the use of a unified system 
of evidence reporting, increasing 
accessibility of high-quality data 
assessment for clinicians and pol-
icymakers. Increasing usage of 
GRADE is a positive develop-
ment, though little work has been 
done to evaluate the rigor that us-
ers of GRADE apply to their evi-
dence assessments.

What We Found
We found that GRADE was first 

used in urology SRs in 2009. Since 
then, its use has increased to approx-
imately 1 in 4 SRs. Only half of SRs 
reported GRADE use in the abstract, 
and less than half qualified their results 
in the abstract with a certainty of ev-
idence rating. Four in 10 SRs lacked 
a summary of findings table or an 
evidence profile, and only 1 in 3 SRs 
referenced the certainty of evidence in 
their results. GRADE reporting did 
not improve over time (see Figure).

Limitations
We recognize that many import-

ant SRs that inform the practice of 
urology are published outside urology 
specialty journals and were therefore 
not included in the present study. It 
was beyond the scope of this study 
to determine whether GRADE had 
been applied appropriately; instead, 
we determined whether all critical 
aspects of the GRADE approach 
were reported transparently so that 
the users of these SRs could replicate 
the findings if they wanted to do so.

Interpretation for 
Patient Care

Failure to report critical ele-
ments of methodology for evidence  
assessment undermines the con-
fidence we can place in the find-
ings of SRs. These reviews lay the 
groundwork for clinical guide-
lines that influence patient care. 
Our findings suggest a need for 
improved evidence assessment 
training and improved reporting 
guidance. 

GRADE REPORTING IN SYSTEMATIC REVIEWS PUBLISHED IN THE UROLOGICAL LITERATURE (2009-2021)
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Biopsy Assessment of Oncologic Control 3 Years After 
Primary Partial Gland Cryoablation in Prostate Cancer
James S. Wysock, MD
NYU Grossman School of Medicine, New York, 
New York

Eli Rapoport, MD
NYU Grossman School of Medicine, New York, 
New York

Hunter Hernandez, BS
NYU Grossman School of Medicine, New York, 
New York

Rozalba Gogaj, MD, MPH
NYU Grossman School of Medicine, New York, 
New York

Herbert Lepor, MD
NYU Grossman School of Medicine, New York, 
New York

Wysock JS, Rapoport E, Her-
nandez H, Gogaj R, Lepor H. 
Biopsy assessment of oncologic 
control 3 years following prima-
ry partial gland cryoablation: a 
prospective cohort study of men 
with intermediate-risk pros-
tate cancer. J Urol. 2023;210(3): 
454-464. 

Study Need and 
Importance

There is increasing adoption 
of focal therapy (FT) for manag-
ing select cases of prostate cancer. 
We have a 10-year experience us-
ing a multitude of ablative energy 
sources and prefer cryoablation 

JU INSIGHT 

Figure 1. Nonparametric maximum likelihood estimators for freedom from in-field recurrence (A), freedom from out-of-field recurrence (B), freedom from any 
recurrence (C), and freedom from failure of treatment (D). Recurrence was defined as Gleason grade group ≥2 cancer on biopsy, and failure of treatment was 
defined as whole-gland salvage treatment, metastatic prostate cancer, or prostate cancer mortality. Solid lines indicate nonparametric maximum likelihood 
estimators. Gray rectangles represent regions of nonunique nonparametric maximum likelihood estimators. Dashed lines represent 95% confidence intervals.

Arrow-right Continued on page 66
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due to superior delivery of con-
fluent cytotoxic energy to a pre-
defined treatment zone. There is 
a paucity of FT studies perform-
ing protocol biopsies at prede-
termined intervals beyond the 
first year of treatment. The ul-
timate role of FT awaits com-
pelling evidence demonstrating 
 intermediate- and long-term onco-
logic disease control. The present 
study reports disease recurrence 
following primary partial gland 
cryoablation for men with inter-
mediate-risk disease enrolled 
in an institutional review board- 
approved prospective outcomes 
registry undergoing protocol bi-

opsies during the third year after  
treatment.

What We Found
Our oncologic assessment stip-

ulated protocol biopsy of the pre-
treatment MRI lesion, any new 
MRI lesion, and 12-core random 
systematic biopsy in all subjects 
during the third year of follow-up. 
At 36 months, model-estimated 
rates of freedom from recurrence 
of in-field, out-of-field, and overall 
clinically significant cancer were 
97% (95% CI: 92-100), 87% (95% 
CI: 80-94), and 86% (95% CI: 78-
93), respectively (see Figure). The 

model- estimated proportion with 
freedom from  failure at 36 months 
was 97% (95% CI: 93-100).

Limitations
Noncompliance with protocol 

biopsy may introduce unmea-
surable reporting bias. These 
very encouraging observations 
may not be generalizable to pa-
tient populations at other medi-
cal centers and less experienced 
surgeons. Additionally, there are 
limitations inherent in the statis-
tical analyses, particularly as they 
pertain to our multiparametric 
MRI test characteristics and the 

structure of our survival models/ 
analyses.

Interpretation for  
Patient Care

The very low in-field cancer 
detection rate at 3 years indicates 
 successful ablation of localized can-
cers. Conversely, our observed out-
of-field detection rate highlights the 
need for continued surveillance fol-
lowing primary partial gland cryoab-
lation. The overwhelming majority 
of clinically significant recurrences 
were low volume and managed with 
active surveillance or salvage partial 
gland cryoablation. STOP

BIOPSY ASSESSMENT OF ONCOLOGIC CONTROL 3 YEARS AFTER PRIMARY PARTIAL GLAND CRYOABLATION IN PROSTATE CANCER
Arrow-right Continued from page 65

Food Insecurity and Urge Urinary Incontinence: 2005-
2010 National Health and Nutrition Examination Survey
Chihiro Okada, BA
Albert Einstein College of Medicine, Bronx, New York

Joseph I. Kim, BA
Albert Einstein College of Medicine, Bronx, New York

Nicole Roselli, MD
Montefiore Medical Center, Bronx, New York

Priyanka Kadam Halani, MD 
Montefiore Medical Center, Bronx, New York

Michal L. Melamed, MD
Montefiore Medical Center, Bronx, New York 
Albert Einstein College of Medicine, Bronx,  
New York

Nitya Abraham, MD
Montefiore Medical Center, Bronx, New York

Okada C, Kim JI, Roselli N, 
Halani PK, Melamed ML, 
Abraham N. Food insecurity is 
associated with urge urinary in-
continence: an analysis of the 
2005-2010 National Health and 
Nutrition Examination Survey.  
J Urol. 2023;210(3):481-491.

Study Need and 
Importance

Although numerous biological 
risk factors for urge urinary in-
continence (UUI) have been pre-
viously characterized, the effect of 
social determinants of health is in-

completely understood. Food in-
security is a social determinant of 
health that we studied for 2 reasons. 
First, food insecurity influences di-
etary behavior. Specifically, food- 
insecure individuals tend to con-
sume less costly, more calorically 
dense foods. Second, dietary be-
havior can influence UUI. In par-
ticular, caffeinated and carbon-
ated drinks are bladder irritants 
thought to potentially worsen 
UUI symptoms. Taken together, 
we examined the association be-
tween UUI and food insecurity, as 
well as the potential role of diet 
on UUI. 

What We Found
Our analysis found that adults 

reporting food insecurity were sig-
nificantly more likely to experi-
ence UUI than those who did not 
(see Figure). Consumption of blad-
der irritants (caffeine and alcohol) 
was significantly lower in food- 
insecure vs -secure participants. 
When stratified by food insecurity 
status (yes vs no), caffeine consump-
tion did not differ by UUI status 
and alcohol consumption was lower 

among participants with vs without 
UUI. These data indicate that diet 
alone does not drive the association 
between UUI and food insecurity. 
Rather, food insecurity may be a 
proxy for social inequity, perhaps 
the greatest driver of disease.

Limitations
The National Health and Nutri-

tion Examination Survey reflects 
participants’ diet from a 24-hour 
snapshot, which may not fully rep-
resent dietary behavior. Our results 
comparing diets of various popula-
tions found statistically significant 

differences which may not be clini-
cally relevant. Further, residents of 
elderly care or nursing homes are 
not included in National Health 
and Nutrition Examination Sur-
veys, which excluded a meaningful 
portion of UUI patients. 

Interpretation for  
Patient Care

The relationship between social 
inequity, like food insecurity, and 
UUI can inform public health pol-
icy changes that may ultimately be 
more beneficial in improving patient 
outcomes on a population level. STOP

JU INSIGHT 

Figure. Association between urge urinary incontinence and food insecurity in 14,847 participants 
of National Health and Nutrition Examination Survey 2005-2010. Logistic regression analysis was 
adjusted for age, gender, race, education, health insurance coverage, poverty income ratio,  
smoking history, alcohol use, body mass index (BMI), diabetes, stroke, and number of comorbidities. 
CI indicates confidence interval.
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Mpox Genital Lesions: A Large Single-center Experience 
With Intermediate Follow-up
Justin Lee, MD
Columbia University Irving Medical Center,  
New York, New York

Jacob McLean, MD
Columbia University Irving Medical Center,  
New York, New York

Jason Zucker, MD
Columbia University Irving Medical Center,  
New York, New York

Steven Brandes, MD
Columbia University Irving Medical Center,  
New York, New York

Gregory Joice, MD
Columbia University Irving Medical Center,  
New York, New York

Lee J, McLean J, Zucker J, 
Brandes S, Joice G. Mpox geni-
tal lesions: a large single-center 
experience with intermediate 
follow-up. J Urol. 2023;210(3): 
510-516.

Study Need 
and Importance

Since the Mpox (formerly 
known as Monkeypox virus) glob-

al outbreak in 2022, there have 
been limited reports on the clinical 
course and management of genital 
lesions related to Mpox infections. 
Urologists play an important role 
in the diagnosis and management 
of these genital lesions. Thus, there 
is a need for better understanding 
of the outcomes of these lesions. 

What We Found 
In our cohort of 68 subjects, the 

mean age was 34.9 years, all par-
ticipants were assigned male sex at 
birth, and mean follow-up period 
was 20.3 days. Management includ-
ed supportive care, antibiotic treat-
ment for bacterial superinfection, 
and medical debridement with col-
lagenase for severe lesions. Urolog-
ical consultation was obtained in 5 
(7.4%) cases. Sixteen (23.5%) patients 
had significant penile skin changes 
at final follow-up, which was sig-
nificantly associated with lesion size  
(P = .001). An example of genital skin 

changes can be seen in the Figure. 
Importantly, no subjects in this co-
hort required surgical interventions. 

Limitations
There are several important 

limitations to mention for our 

study. One is that all patients were 
treated with tecovirimat with no 
control group available to direct-
ly compare to. Thus, our findings 
cannot be generalized to those 
not undergoing treatment with 
tecovirimat. Additionally, the fol-
low-up period was 20.3 days, so 
long-term outcomes of these le-
sions and penile skin changes be-
yond this time period are not well 
understood.  

Interpretation for 
Patient Care

Our study demonstrates that 
patients undergoing treatment 
with tecovirimat with genital le-
sions can be managed without 
need for surgical therapy. Urolo-
gists can consider debridement of 
severe genital lesions with topical 
collagenase. Finally, urologists 
can utilize these findings to guide 
management of Mpox lesions in 
the future. 

JU INSIGHT

Figure. Genital skin change after 20 days.

The PINNACLE Study: Optilume BPH Catheter System 
for Lower Urinary Tract Symptoms 
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Kaplan SA, Moss J, Freedman S,  
et al. The PINNACLE study: 
a double-blind, randomized, 
sham-controlled study evaluat-

ing the Optilume BPH cathe-
ter system for the treatment of 
lower urinary tract symptoms 
secondary to benign prostatic 
hyperplasia. J Urol. 2023;210(3): 
500-509. 

Study Need and 
Importance

The percentage of men who suffer 
annually from urinary tract symp-
toms secondary to benign prostatic 
hyperplasia (BPH) remains high 
(70% of men >70 years); however, 

JU INSIGHT 

Arrow-right Continued on page 68



SEPTEMBER EXTRA 2023   AUANEWS68

less than 3% of drug therapy or 
watchful waiting patients move to 
surgical intervention, likely due to 
unwanted side effects and dimin-
ished sexual function. Minimally 
invasive BPH therapies have done 
well minimizing these effects, but 
they have failed to achieve their goal 
of replacing maximum urinary flow 
rates (Qmax) associated with trans-
urethral prostatectomy—until now. 

What We Found 
We randomized 148 men (100 

active, 48 sham) at 18 centers in 
North America. Subjects receiving 
Optilume BPH saw a mean±SD 
reduction in International Prostate 
Symptom Score of 11.5±7.8 points 
at 1 year, as compared to a reduc-
tion of 8.0±8.3 points at 3 months 
in the sham arm. Qmax improved 
dramatically after treatment with 
Optilume BPH, with an improve-
ment of +10.3 mL/s from baseline 
to 1 year (+125%; see Figure). Treat-
ment with Optilume BPH provides 
immediate and sustained improve-

ments in obstructive symptoms and 
flow rate while preserving erectile 
and ejaculatory function. Treatment 
is well tolerated and can be done in 
an office or ambulatory setting.

Limitations
Eligibility criteria for this study 

limited enrollment to those men 
with prostates below 80 g and with 
moderate or severe symptoms and 
restricted flow; results may not be 

generalizable to all men with lower 
urinary tract symptoms secondary 
to BPH.

Interpretation for  
Patient Care

Treatment of lower urinary tract 
symptoms secondary to obstructive 
BPH with Optilume BPH results 
in significant and clinically mean-
ingful improvements immediately 
postprocedure, which are sustained 

through 1 year of follow-up. The 
improvement seen for Qmax and 
postvoid residual through 1 year 
represents the largest seen for this 
product class. This minimally in-
vasive treatment represents an at-
tractive option to patients looking 
to maintain sexual function while 
achieving durable symptom relief 
and improved flow. STOP

Figure. Peak urinary flow rate (Qmax) after treatment with Optilume BPH (as observed).
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“ Treatment 
with Optilume 
BPH provides 
immediate 
and sustained 
improvements 
in obstructive 
symptoms and 
flow rate while 
preserving erectile 
and ejaculatory 
function.”

Impact of Medicare Low-income Subsidy on Treatment 
Access, Choice, and Outcomes in Prostate Cancer
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Joyce DD, Qin X, Sharma V, 
et al. The impact of Medicare 

low-income subsidy on access 
to treatment, treatment choice, 
and oncologic outcomes in pa-
tients with metastatic prostate 
cancer. J Urol. 2023;210(3):447-
453. 

Study Need and 
Importance

The number of treatment op-
tions for men with advanced 
prostate cancer has grown signifi-
cantly over the past 20 years. As 
oral hormonal therapy use has in-
creased, so have the costs of these 
drugs for patients and health plans. 
The low-income subsidy (LIS) for 
Medicare prescription drug cov-
erage program provides oral can-
cer drug cost-sharing support for 

low-income beneficiaries. Whether 
receipt of LIS is associated with 
greater uptake of more expensive 
oral hormonal therapy for men 

with advanced prostate cancer is 
unknown. 

JU INSIGHT

Table. Characteristics Associated With Oral Over IV First Treatment Choice (Other Than Androgen 
Deprivation Therapy) Among Patients With Metastatic Prostate Cancer Receiving Nonandrogen 
Supplementary Systemic Therapies for Metastatic Prostate Cancer (Linear Probability and Logistic 
Regression Model Results)

 

Receipt of oral nonandrogen  
supplementary systemic therapy 

(linear probability model)

Receipt of oral nonandrogen  
supplementary systemic therapy 

(logistic regression model)

% Probability 
difference 95% CI P value

Odds 
ratio 95% CI P value

No low-income 
subsidy

Ref     Ref

Low-income 
subsidy

17 (12, 22) < .001 2.47 (1.86, 3.28) < .001

Abbreviations: CI, confidence interval; Ref, reference.

Arrow-right Continued on page 69
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What We Found
Of the 5,929 patients with ad-

vanced prostate cancer identified 
in the Surveillance, Epidemiolo-
gy, and End Results–Medicare 
linked data set, 1,766 (30%) had 
LIS. On multivariable analysis, 
those with LIS were more likely 
to receive oral as opposed to IV 
treatments compared to patients 
without LIS (see Table). Howev-
er, patients with LIS were less 
likely to initiate any nonandro-
gen deprivation therapy supple-
mentary systemic therapy (oral 
or IV) compared to those with-
out LIS. Additionally, patients 
with LIS experienced worse 

overall survival than those with-
out LIS. 

Limitations
Our study is limited by the in-

ability to account for prostate can-
cer disease burden, patient and 
physician treatment preferences, 
and patient-specific contraindi-
cations that may have influenced 
treatment decision-making. Our 
findings should be interpreted in 
the context of a historical study 
period. Additionally, we were 
unable to assess the utilization of 
other drug assistance programs 
that may have influenced a pa-

tient’s ability to receive higher- 
cost treatments.

Interpretation for Patient 
Care

These findings highlight the need 
for continued efforts to overcome 
obstacles to health care access and 
treatment diffusion in low-income 
patients. Policy changes that re-
duce and cap out-of- pocket costs 
for orally administered anticancer 
treatments covered under Medi-
care Part D could reduce financial 
toxicity and improve uptake of 
these treatments among individuals 
not eligible for current  subsidies. STOP

Early vs Delayed Transurethral Surgery in Acute  
Urinary Retention: Does Timing Make a Difference?
Daniel M. Frendl, MD, PhD* 
Massachusetts General Hospital, Harvard Medical 
School, Boston 
Mayo Clinic, Phoenix, Arizona

Wesley H. Chou, MD* 
Massachusetts General Hospital, Harvard Medical 
School, Boston

Ya-Wen Chen, MD, MPH
Codman Center, Massachusetts General Hospital, 
Harvard Medical School, Boston

David C. Chang, PhD
Codman Center, Massachusetts General Hospital, 
Harvard Medical School, Boston

Michelle M. Kim, MD, PhD
Massachusetts General Hospital, Harvard Medical 
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*Co-first authors.

Frendl DM, Chou WH, Chen 
YW, Chang DC, Kim MM. Ear-
ly vs delayed transurethral sur-
gery in acute urinary retention: 
does timing make a difference?. 
J Urol. 2023;210(3):492-499. 

Study Need and 
Importance 

Acute urinary retention is one of 
the most common diseases among 
older men. Management ranges 

from pharmacological treatment 
to prostate debulking surgery. We 
were interested in whether long-
term outcomes differed among 
men who underwent early prostate 
debulking surgery after an event 
of urinary retention compared to 
men who had a delayed surgical 
intervention.

What We Found 
We examined 17,474 men who 

underwent prostate debulking 
surgery and found that men who 
had surgery more than 6 months 
after their initial urinary retention 
episode had a higher risk of sub-
sequent reoperation and recathe-
terization at 10 years compared to 
men who had not been catheterized. 
Those who had a higher number of 
preoperative catheterizations had 
higher rates of failure. 

Limitations 
Our study was conducted using 

claims data, which may not cap-
ture important clinical factors such 
as preoperative prostate size, du-
ration of catheterization, pharma-

cological utilization, and clinical 
assessments of bladder function 
that affect surgical decision-mak-
ing. Additionally, we did not have 
ambulatory claims, which may 
miss outpatient catheterization ep-
isodes. There is also a potential for 
misclassification of catheterization 
events in terms of the indication 
for acute retention vs other caus-
es, although we only considered 
catheterization events associated 
with a benign prostatic hyperpla-
sia (BPH) diagnosis. Furthermore, 
although we attempted to exclude 
any patients with underlying neu-
rological conditions contributing 
to bladder dysfunction, without 
robust clinical data we cannot be 
certain that patients’ retention ep-
isodes could entirely be attributed 
to progressive bladder outlet ob-
struction from BPH. 

Interpretation for Patient 
Care 

Our work suggests that prompt 
referral to urology should be con-
sidered for patients with acute re-
tention to more closely evaluate 
for bladder outlet obstruction and 

evaluate whether they may be 
candidates for surgery. Addition-
ally, it may be beneficial for men 
with lower urinary tract symptoms 
to consider BPH surgery before 
progressing to retention, thereby 
avoiding the progression to acute 
urinary retention and prolonged 
catheterization. STOP

JU INSIGHT 

“ Our work 
suggests that 
prompt referral 
to urology should 
be considered for 
patients with acute 
retention to more 
closely evaluate 
for bladder outlet 
obstruction and 
evaluate whether 
they may be 
candidates for 
surgery.”

IMPACT OF MEDICARE LOW-INCOME SUBSIDY ON TREATMENT
Arrow-right Continued from page 68

“ These findings 
highlight 
the need for 
continued efforts 
to overcome 
obstacles to 
health care access 
and treatment 
diffusion in low
income patients.”
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Rague JT, Hirsch J, Meyer T, 
et al. “I just haven’t done any 
of that”: applicability of the 
international index of erec-
tile function in young men 
with spina bifida. J Urol. 2023; 
210(3):538-547.

Study Need and 
Importance

Young adults with spina bifi-
da (SB) face sexual health chal-
lenges related to their underlying 
neurological condition. Current 
understanding of how SB alters 

male sexual health is limited by 
small studies with heterogeneous 
populations and poor objective 
assessments of sexual health. Of-
ten, non-SB-specific sexual health 
measures are used, such as the In-
ternational Index of Erectile Func-
tion (IIEF), which is designed for 
able-bodied males. For men with 

SB, the IIEF appears to be limit-
ed in applicability, developmental 
appropriateness, and domain cov-
erage to capture SB-specific sexual 
health experiences. However, the 
perceived applicability of the IIEF 
among men with SB is unknown. 
To improve clinical assessment and 
guide future disease-specific mea-
sure development, understanding 
the perspectives and sexual experi-
ences of men with SB is imperative. 

What We Found
Qualitative interviews with 

young men with SB elicited partici-
pant perspectives on the applicabil-
ity of the IIEF. While several par-
ticipants perceived the IIEF to be 
applicable, others reported it was 
not based on their self-definition of 
“sexually active.” Several aspects 
of the sexual health experience not 
well captured by the IIEF were 
identified (see Figure). Discordance 
was seen between IIEF responses 

and discussions with individual 
participants regarding their sex-
ual experiences, suggesting poor 
understanding of the IIEF. Par-
ticipants provided suggestions for 
how a measure could be improved 
and made more applicable for men 
with SB (see Figure).

Limitations
Our findings may not be trans-

ferable to the broader population 
of individuals with SB outside of 
our study population. 

Interpretation for Patient 
Care

The IIEF is inadequate to cap-
ture the sexual health experienc-
es of men with SB. Thus, clinical 
assessment of sexual health relies 
predominantly on clinical commu-
nication. A disease-specific mea-
sure that better captures patient 
experience would be helpful to en-
hance communication and the ob-
jective assessment of sexual health 
in men with SB. STOP

JU INSIGHT

Figure. Participant perceptions of the International Index of Erectile Function (IIEF) including spina bi-
fida-specific sexual health factors that are poorly captured by the IIEF and suggestions for how a new 
sexual health measure could better capture the sexual experiences of men with spina bifida.

“ A disease-specific 
measure that 
better captures 
patient experience 
would be helpful 
to enhance 
communication 
and the objective 
assessment of 
sexual health in 
men with SB.”

“ To improve clinical 
assessment 
and guide 
future disease
specific mea sure 
development, 
understanding the 
perspectives and 
sexual experi ences 
of men with SB is 
imperative.”
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Figure. Change in pain score from pre- to postoperative for those receiving placebo (A) and pregabalin (B). Dashed line represents the median change in 
each group.

Randomized Controlled Trial of Single-dose Perioperative 
Pregabalin in Ureteroscopy
Geoffrey H. Rosen, MD
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Rosen GH, Hargis PA, Kahveci 
A, et al. Randomized controlled 
trial of single-dose perioperative 
pregabalin in ureteroscopy. J 
Urol. 2023;210(3):517-528.

Study Need and 
Importance

Ureteroscopy is among the most 
commonly performed procedures 
in urology. Postprocedural pain 
is frequently difficult to control. 
Many different strategies have 
been tried, with varying success. In 
other arenas, single-dose perioper-
ative pregabalin has been a useful 
adjunct in preventing/controlling 
postprocedural pain. We evaluated 
whether this was helpful in uret-
eroscopy. 

What We Found
We enrolled 118 patients with nor-

mal renal function and no regular use 
of opioids or pregabalin undergoing 
ureteroscopy for any reason. In a 
1:1 ratio, we randomized patients to 
receive a single dose of 300 mg pre-
gabalin or identical placebo 1 hour 
before ureteroscopy. We measured 
pain after the procedure on a 0-10 
scale. We also evaluated any cogni-
tive issues. Postprocedural pain was 
higher in the group that received 
pregabalin (placebo median [IQR]: 
2.0 [0.6,4.2], pregabalin: 3.7 [1.5,6.3], 
mean difference [95% CI] 1.4  
[0.5-2.4]; P = .004; see Figure). The 
group that received pregabalin was 
younger on average than the place-

bo group (a factor known to impact 
postureteroscopy pain). Controlling 
for age and preoperative pain, AN-
COVA demonstrated statistically 
significantly higher pain among 
those who received pregabalin (ad-
justed P = .02). There was no differ-
ence in our proxy measure of cogni-
tion between the groups. 

Limitations
This was a single-center prag-

matic study, which may limit ap-
plicability at other facilities using 
specific anesthetic regimens. The 
groups were unbalanced in terms 
of age, which we attempted to cor-
rect for using ANCOVA. None-

theless, this analysis is unable to 
control for all variables (measured 
and unmeasured) fully. Therefore, 
we believe the best interpretation 
of our results is that there was no 
improvement in pain attributable 
to perioperative pregabalin. 

Interpretation for Patient 
Care

In this trial evaluating the effica-
cy of single-dose perioperative pre-
gabalin in ureteroscopy, pregabalin 
did not decrease postoperative pain 
when compared to placebo. Urolo-
gists should not routinely use this ad-
junctive medication in ureteroscopy, 
as it is unlikely to provide benefit. 

Role of Technetium-99m-Sestamibi Imaging in Differentiating 
Oncocytic Tumors vs Renal Cell Carcinoma
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KB, et al. Clinical performance 
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438-445.

Study Need and 
Importance

Benign oncocytomas and hybrid 
oncocytic/chromophobe tumors 

(HOCTs) often undergo resection 
due to the inability to identify these 
low-risk lesions with convention-
al imaging. Initial reports suggest 
(99mTc)-sestamibi could improve 
the ability to accurately identify 
HOCTs. Prior studies defined test-
ing characteristics of (99mTc)-ses-
tamibi, but little is known about its 
utility and accuracy when integrated 
into real world clinical practice. 

What We Found
We present the first series of the 

integration of (99mTc)-sestamibi into 

clinical practice in a high-volume 
tertiary referral urologic oncology  
practice.  Sixty patients were found 
to have “cold” masses concerning  
for renal cell carcinoma with bi-
opsy or surgical pathology avail-
able for 45 masses. Pathologic  
concordance with imaging for cold 
masses was 80%, which is well be-
low our institution’s historical benign 
resection rate. Eleven patients had 
“hot” masses (consistent with benign 
oncocytoma or HOCTs) with an 
85.7% pathologic concordance rate 
demonstrated in the 7 masses with 
pathology (see Table).

Limitations
Our data capture the integra-

tion of (99mTc)-sestamibi into 
 real-world clinical practice, and 
its generalizability is limited by 
our institutional case mix and 
nonstandardized management 
strategy, including the decision to 
obtain (99mTc)-sestamibi imag-
ing and decision for intervention. 
Yet, our study provides insight into 
the strengths and limitations of 
(99mTc)-sestamibi in clinical prac-
tice. Not all patients in our series 
underwent pathologic sampling, 
thus the accuracy of (99mTc)-ses-
tamibi imaging could not be de-
fined from our data. 

Interpretation for  
Patient Care

Our institutional series report-
ing pathologic concordance rates 
and patient management strategies 
after the integration of (99mTc)- 
sestamibi imaging into clinical 
practice indicates the utility of this 
imaging entity in real-world prac-
tice remains poorly defined. Our 
findings of 80% pathologic con-
cordance for cold masses indicate 
(99mTc)-sestamibi is not ready to 
replace renal mass biopsy in clini-
cal practice. STOP

Table. Relationship Between “Hot” and “Cold” Masses and the Concordance/Discordance Rates at 
Pathological Assessment (Biopsy or Surgery)

Hot mass Cold mass 

All interventions, No./total 
No. (%)

 

Concordant 6/7 (86) 36/45 (80)

Discordant 1/7 (14) 9/45 (20)

Surgical pathology, No./total 
No. (%)

Concordant 4/4 (100) 35/40 (88)

Discordant 0/4 (0) 5/40 (12)

Biopsy pathology, No./total 
No. (%)

Concordant 2/3 (67) 1/5 (20)

Discordant 1/3 (33) 4/5 (80)

ROLE OF TECHNETIUM-99M SESTAMIBI IMAGING 
Arrow-right Continued from page 71
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Houston M, Dias N, Peng Y,  
et al. Gamma-band intermus-
cular connectivity is associated 
with increased neural drive to 
pelvic floor muscles in women 
with interstitial cystitis/blad-

der pain syndrome J Urol. 2023; 
210(3):465-471.

Study Need and 
Importance

Patients suffering from chronic 
pelvic pain conditions such as in-
terstitial cystitis/bladder pain syn-
drome (IC/BPS) can exhibit pelvic 
floor muscle (PFM) dysfunction 
including elevated activity at rest. 

While an abnormally elevated neu-
ral drive has previously been iden-
tified in IC/BPS patients, further 
efforts to characterize this phenom-
enon have not directly assessed 
common shared neural input to the 
PFM, but rather cortical correlates 
via functional neuroimaging. In-
termuscular connectivity (IMC) 
of the PFM is one way to quantify 

JU INSIGHT
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and assess impaired neural drive in 
a more direct fashion.

What We Found
The gamma-band IMC between 

the left and right sides of the PFMs 
was found to be significantly differ-
ent for healthy controls when con-
trasting the resting and contraction 
conditions, but no such difference 
was identified in IC/BPS patients 
(see Figure). This phenomenon 
was accompanied by an expect-
edly higher than normal resting 
root mean squared amplitude in 
patients. Other typical frequency 
bands (alpha and beta frequen-
cy-bands) associated with senso-
rimotor paradigms were unremark-
able. 

Limitations
Study limitations include limited 

sample size (N=15) and data length 
for connectivity analysis, although 
statistical significance was still iden-
tified across groups. Further studies 
are needed to evaluate the negative 

consequences of lower urinary tract 
symptoms in general on IMC. Ad-
ditionally, the functional interac-
tions between the PFM and other 
synergistically coactive muscles in 
the abdomen and other supporting 
muscles should be explored.

Interpretations for Patient 
Care

IMC is an easily calculable and 
readily deployable myoelectric 
biomarker for clinical use. Physi-
cians can benefit from the method-
ology and results of this study by 
using IMC to determine whether 
a patient’s case of chronic pelvic 
pain involves neurogenic PFM 
dysfunction or not, which in turn 
may influence the decision-making 
process of differential diagnoses 
and ultimately treatment plans. For 
example, patients with abnormal 
PFM IMC may benefit more from 
myofascial therapy targeting PFM 
myofascial pain, whereas those 
patients with normal IMC may re-
spond better to movement pattern 
training. STOP

Figure. Visual summary. A, Vaginal probe and high-density surface electromyography (HD-sEMG) grid 
with 2D mapping of resting pelvic floor muscle amplitude used to identify peak activation on the left 
and right sides of the pelvic floor musculature. B, Signals from areas previously determined for inter-
muscular connectivity analysis. C, Comparison of average gamma-band intermuscular connectivity 
across rest and contraction conditions for both groups. Dashed horizontal line indicates zero.

GAMMA-BAND INTERMUSCULAR CONNECTIVITY IN WOMEN WITH INTERSTITIAL CYSTITIS/BLADDER PAIN SYNDROME
Arrow-right Continued from page 72

Implantable Penile Prosthesis for Erectile Dysfunction: 
Insurance Coverage in the United States
Mohit Khera, MD, MBA, MPH
Baylor College of Medicine, Houston, Texas

Joshua P. Langston, MD
Urology of Virginia/Eastern Virginia Medical School, 
Virginia Beach

Matthew E. Pollard, MD
Posterity Fertility, PC, Denver, Colorado

Denise Asafu-Adjei, MD, MPH
Loyola University Chicago Stritch School of Medicine, 
Maywood, Illinois

Natalie C. Edwards, MSc
Health Services Consulting Corporation, Boxborough, 
Massachusetts

Krista D. Nitschelm, COC, PAHM
Health Economics & Market Access, Pelvic Floor & 
Prosthetic Urology, Boston Scientific Corporation, 
Marlborough, Massachusetts

Mital Patel, MD
Global Value & Outcomes, Boston Scientific 
 Corporation, Marlborough, Massachusetts

Samir K. Bhattacharyya, PhD
Health Economics & Market Access, Boston Scientific 
Corporation, Marlborough, Massachusetts

Khera M, Langston JP, Pollard 
ME, et al. Implantable penile 
prosthesis for erectile dys-
function: insurance coverage 
in the United States. Urol Pract. 
2023;10(5):501-510.

Study Need and 
Importance

The extent of insurance cov-
erage for implantable penile 
prostheses (IPPs) for erectile dys-
function (ED) has not yet been 
adequately ascertained; hence, it 
is unclear whether this is a barrier 
to access for IPP treatment. This 
study utilized a manufacturer’s 
benefit verification databases to 
ascertain insurance coverage for 
IPP for ED. 

What We Found
IPP insurance coverage was most 

extensive for government-based in-
surance (Medicare 98.7%, Medicare 
Advantage 97.1%, Tricare 100%, and 
Veterans Affairs 80.0%) but was also 
favorable for commercial insurance 
(75.0%; see Figure). The most com-
mon reason for lack of coverage was 
employer exclusion; the proportion 
of patients with no coverage due to 
exclusion increased from 13.5% in 
2019 to 17.5% in 2021. Analyses of 
the employer-sponsored health plan 
database (n=3,083 patients) showed 
that 63.1% of patients were approved 
or verified for coverage and 34.2% 
did not have coverage due to health 
plan exclusions.

UPJ INSIGHT

“ IPP insurance 
coverage was 
most extensive 
for govern ment
based insurance 
(Medi care 
98.7%, Medicare 
Advantage 97.1%, 
Tricare 100%, 
and Veterans 
Affairs 80.0%) 
but was also favor-
able for commercial 
insurance (75.0%; 
see Figure).”
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Limitations
The data represent the cases that 

providers submitted to the manu-
facturer benefit verification system 
and may not be generalizable to all 
patients seeking IPP for ED. Also, 
retrospective databases may have 
clerical inaccuracies, coding errors, 
or missing data.

Interpretation for Patient 
Care

Approximately 80% of patients 
have IPP insurance coverage. Em-
ployer exclusion is the most com-
mon reason for lagging coverage, 
with rates of exclusion increasing 
29.3% from 2019 to 2021. There 
may be a misnomer that plans will 
likely not cover IPP placement and 
a lack of awareness of available 
support in seeking coverage from 
benefit verification services. 

Figure. Implantable penile prosthesis approval status for the all-payer cohort by type of insurance status. Case status meanings: Verified: medical benefits 
were verified, and the procedure is covered. Approved: the health plan approved a prior authorization for the procedure. No Coverage- Exclusion: the 
employer’s health plan excludes medical benefits through the employer-sponsored health plan for a penile prosthesis. Cancelled: A request was sent by the 
physician’s office to cancel the verification of benefits. Denied-Not Medically Necessary: the request for the procedure was denied for not being medically 
necessary. Material Not Provided: the insurance benefit verification process was unable to be continued as the medical  documentation requested was not 
received from the provider’s office. No Coverage-Medicaid: the state Medicaid excludes coverage for penile prosthesis. EPO  indicates exclusive provider or-
ganization; HMO, health maintenance organization; OAP, open access plus; POS, point-of-service; PPO, preferred provider  organization; VA, Veterans Affairs.
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Malik R. TikTok and YouTube 
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exhibit poor quality and di-
versity. Urol Pract. 2023;10(5): 
493-500.

Study Need and Importance
Social media is commonly used to 

acquire health care information, and 

is being increasingly used by health 
care professionals, including urolo-
gists, to inform patients about medical 
conditions and treatment. Overactive 
bladder (OAB) is a common condi-
tion in the United States that impacts 
quality of life, presenting with urgen-
cy, frequency, or nocturia, with or 
without incontinence. There is little 
research on the quality, actionability, 
and understandability of information 
on social media regarding OAB. 

What We Found
Eighty-eight percent of TikTok 

videos and 60% of YouTube videos 
on OAB had a PEMAT (Patient Ed-
ucation Materials Assessment Tool) 
actionability score below 75%, sug-
gesting poor ability for consumers to 
use information presented in videos. 
Both TikTok and YouTube videos 
scored poorly on PEMAT under-
standability, defined as consumers 
with diverse backgrounds and health 
literacy being able to explain con-

cepts in materials. Further, 98% of 
TikTok videos and 65% of YouTube 
videos were poor quality based on 
the validated DISCERN criteria for 
quality of consumer health informa-
tion. The Table shows the wide reach 
of poor scoring content about OAB.

Limitations
Our study was limited in that it 

only sampled a small portion of the 
wide array of content on TikTok 
and YouTube and did not include 
videos in other languages. 

Interpretation for Patient 
Care

Social media is an important 
tool for patients to gather health 
information and to create com-
munity; however, much of the 
existing content about OAB falls 
short based on validated criteria 
for consumer health information. 
It is important that health care 
providers direct patients to evi-
dence-based and understandable 
online content. STOP
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Table. Total Views of TikTok and YouTube Videos With Poor Scores on Validated Instruments for 
Consumer Health Information

TikTok,  
% (No. views)

YouTube,  
% (No. views)

Low PEMAT actionability (<75%) 87.5 (12,929) 60 (17,971)

Low PEMAT understandability (<75%) 38.2 (14,399) 26.7 (11,688)

Poor quality (DISCERN score <3) 97.8 (16,969) 65.3 (52,655)

High misinformation (score ≥3) 22.8 (34,751) 10.6 (34,777)

Commercial bias 9.6 (40,019) 18.6 (23,284)

Abbreviations: PEMAT, Patient Education Materials Assessment Tool.
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2023;10(5):459-466.

Study Need and 
Importance

Cancer survivorship in the Unit-
ed States is associated with high 
rates of financial toxicity. Prostate 
cancer is the most common noncu-

taneous malignancy in American 
men, but the burden of financial 
toxicity in prostate cancer survivors 
has not been well characterized. 

In this study we sought to as-
sess the prevalence of subjective 
and objective measures of financial 
toxicity among prostate cancer sur-
vivors using the Medical Expen-
diture Panel Survey Cancer Self- 
administered Questionnaire. We 
also aimed to identify the predic-
tors of financial toxicity in this co-
hort to identify those most at risk. 

What We Found
Among 412 respondents with a 

history of prostate cancer, repre-
sentative of 2,349,532 men after 
application of survey weights, there 
were high rates of both subjective 
and objective measures of financial 
toxicity (see Table). Of respondents, 
13.5% reported catastrophic health 
care expenditures or out-of-pocket 
health care costs greater than 10% 
of annual income. On multivari-
able logistic regression analysis, sig-
nificant predictors of catastrophic 
health care expenditures included 

private insurance (OR 4.62, 95% CI 
1.29-16.49) and medical comorbid-
ities (OR 1.38, 95% CI 1.05-1.82), 
while high income was protective 
(>400% vs <100% federal poverty 
level, OR 0.06, 95% CI 0.02-0.19). 
Each year of older age was associ-
ated with decreased odds of subjec-
tive worry about medical bills. Only 
12% of men reported their doctor 
discussed the costs of care in detail.

Limitations
Limitations of this study include 

the use of survey data, which are 
subject to recall bias. Additionally, 
robust clinical data on treatment 
modality and disease severity are 
not available in the Medical Ex-
penditure Panel Survey data set. 

Interpretation for Patient 
Care

This study demonstrates the 
rates of subjective and objective 

measures of financial toxicity in a 
nationally representative prostate 
cancer population. These data 
may inform counseling to ensure 
patients are well informed about 
cost implications of prostate can-
cer and may guide interventions 
such as financial counseling for 
those most at risk, particular-
ly young, privately insured men 
with low income. STOP
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Table. Measures of Financial Toxicity in the Study Cohort

No. %

Worry about paying medical bills 400 15.9

Using food stamps 405 3.5

Unable to cover medical bills 400 6.6

Early retirement 205 12.0

Borrow money or in debt 398 2.5

Change in work due to cancer 412 15.3

Delay or forgo cancer treatment due to cost 72 6.8

Delay or forgo prescriptions due to cost 72 14.3

Delay or forgo specialist visit due to cost 72 13.7

Worry about income instability 240 13.0

Cut spending on basic needs (eg, food and clothing) 103 12.5

Catastrophic health expenditures 412 13.5

“ Prostate cancer is 
the most common 
noncu taneous 
malignancy in 
American men, 
but the burden of 
financial toxicity 
in prostate cancer 
survivors has 
not been well 
characterized.”

“ Of respondents, 
13.5% reported 
catastrophic 
health care 
expenditures or 
outofpocket 
health care costs 
greater than 10% 
of annual income.”
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484-492. 

Study Need and 
Importance

Guidelines for PSA screening, 
especially for men with increased 
risk factors for prostate cancer 
(PCa) such as a family history of 
PCa, have been lacking and in-
consistent. This study sought to 
analyze temporal trends in PSA 
screening for men with a family 
history of PCa and Black men with 
a family history of PCa and iden-

tify determinants associated with 
undergoing PSA screening. 

What We Found
For men with a family history 

of PCa, PSA screening increased 
from 2000 to 2005 with stable 
rates for the following years (see 
Figure). Black men with family 
history of PCa showed no signif-
icant change in PSA screening 
rates during this longitudinal time 
period. Controlling for sociode-
mographics and access to health 
care provider, younger age (40-
54) and later survey years (2013-
2018) were associated with a low-
er likelihood of PSA screening 
overall and for Black men, but not 
for those with positive family his-
tory of PCa.

Limitations
Estimates of PSA screening are 

subject to recall and nonresponse 
bias since this study was based 

on self-reported survey data. Un-
measured confounding variables 

may have affected PSA screening 
rates due to the retrospective na-
ture of the study. Misattribution 
biases could exist due to errors 
in self-reporting PSA screening. 
PSA screening recommendations 
through U.S. Preventive Services 
Task Force changed at the end of 
our study period in 2018, and our 
study only monitored about a half 
of a year of data after this change.

Interpretation for Patient 
Care

Our longitudinal study can pro-
vide clinicians with a better under-
standing of PSA screening trends 
in higher-risk patient populations 
and the social determinants that 
correlate with higher and lower 
screening rates. This comprehen-
sive study that focuses on import-
ant PCa risk factors can help guide 
both provider’s discussions with 
patients regarding their decision to 
undergo PSA screening and future 
recommendations. STOP

UPJ INSIGHT

Figure. Temporal trends for PSA screenings for men with a family history of prostate cancer (A) and Black men with a family history of prostate cancer for 
National Health Interview Survey (NHIS; B) 2000-2018. 

“ For men with a 
family history 
of PCa, PSA 
screening 
increased from 
2000 to 2005 
with stable rates 
for the following 
years (see Figure). 
Black men with 
family history of 
PCa showed no 
signifi cant change 
in PSA screening 
rates during this 
longitudinal time 
period.”
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Study Need and 
Importance

Oral androgen inhibitors for ad-
vanced prostate cancer, such as en-
zalutamide or abiraterone, are be-
coming increasingly prescribed by 
urologists for earlier stages of treat-

ment and for longer durations of 
time. Patients insured by Medicare 
can select Part D drug plans that 
vary in cost-sharing models and 
coverage, resulting in highly vari-
able out-of-pocket (OOP) costs. We 
examine the range of OOP costs 
associated with Part D plans for 
patients prescribed enzalutamide 
or abiraterone, and highlight an 
opportunity for patients to poten-
tially reduce the financial toxicity 
of treatment.

What We Found
Patients have multiple Part D 

plans available for comparison, 
ranging from 19 (New York, New 
York) to 28 (Phoenix, Arizona). 
OOP costs substantially vary 
between Part D plans for both 
abiraterone and enzalutamide. 
Among all 12 cities included in this 
study, the median range of OOP 
costs for abiraterone between the 
most and least expensive Part D 
plan was $9,321 (see Figure). The 
median range of OOP costs for 
enzalutamide was $1,839. The 
online Part D plan comparison 
tool could save patients thousands 
of dollars on OOP prescription 
spending for both abiraterone and 
enzalutamide.

Limitations
This analysis is limited by only 

2 advanced prostate cancer medi-
cations, and findings only apply for 
patients insured by Medicare. The 
study was performed during the 

2022 open enrollment season. Plan 
availability and OOP estimates may 
vary in upcoming years.

Interpretation for Patient 
Care

The online Medicare Part D 
Plan Finder is a simple and free 
tool to help mitigate financial tox-
icity of cancer care in the United 
States. Open enrollment season for  
plan selection occurs annually 
from October 15 to December 7. 
Physicians should reach out to their 
patient panel during these weeks, 
emphasize that OOP drug costs 
can substantially vary between 
Part D plans, disseminate the link 
to www.medicare.gov/plan-com-
pare, and encourage their patients 
to compare costs before selecting a 
new drug plan. STOP
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Figure. Out-of-pocket costs for abiraterone among a sample of Part D plans (range $1,379 to 
$13,274). Patients have the right to select the cheapest plan available (lowest dot on the graph)  
every year during open enrollment season.

“ The online Part D 
plan comparison 
tool could save 
patients thousands 
of dollars on 
OOP prescription 
spending for both 
abiraterone and 
enzalutamide.”

“ The online 
Medicare Part 
D Plan Finder 
is a simple and 
free tool to help 
mitigate financial 
toxicity of cancer 
care in the United 
States.”
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S, et al. Pulse-modulated holmi-
um:YAG laser vs the thulium fi-
ber laser for renal and ureteral 
stones: a single-center prospec-
tive randomized clinical trial. 
J Urol. 2023;209(2):374-383.

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

Urologists always welcome new 
technologies, especially if they 
improve patient outcomes and 
efficiency in the operating room. 
Laser technology revolutionized 
stone disease treatment. How 
does the new thulium laser com-
pare to the holmium:YAG laser? 
In this randomized controlled 
trial of a bit over 100 patients, 
the authors sought to answer this 
question.

The primary outcome studied 
was the ureteroscopic time required 
to adequately fragment stones to  
1 mm or less. Secondary outcomes 
included stone-free rate, compli-
cations, laser performance, patient 
quality of life, and laser efficiency. 
Ureteroscope time was not signifi-
cantly different between the 2 laser 
modalities, with the pulse-modulated  
holmium:YAG laser and the thuli-
um laser fiber both requiring close 
to a mean of 20 minutes. There 
were no significant differences in 
stone-free rate and complications 
between the 2 lasers.

It would seem from this study 
that there is no clear clinical advan-
tage of one laser technology over 
the other for ureteroscopic stone 
management. The pulse-modulat-
ed holmium:YAG laser has been 
the gold standard for lithotripsy, 
while the thulium fiber laser offers 
certain technical advances such as 

higher absorption coefficient and 
smaller fiber diameter. Ultimately, 
the choice of which laser technolo-
gy to employ is up to the urologist 
and their health care system. What 
this study supports is either choice 
will lead to equivalent excellent 
results.

Dutta R, Mithal P, Klein I, 
Patel M, Gutierrez-Aceves J. 
Outcomes and costs following 
mini-percutaneous nephrolitho-
tomy or flexible ureteroscop-
ic lithotripsy for 1-2–cm renal 
stones: data from a prospective, 
randomized clinical trial. J Urol. 
2023;209(6):1151-1158.

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

Flexible ureteroscopy is the stan-
dard treatment for renal stones 
less than 2 cm, but is this the best 
treatment for midsized stones 1 to 
2 cm in size? For these stones, flex-
ible ureteroscopy can be extreme-
ly time-consuming and with lower 
stone-free rates. These authors con-
ducted a prospective randomized tri-
al comparing the efficacy and costs of 
flexible ureteroscopy and mini-per-
cutaneous nephrolithotomy (mini-
PCNL), a percutaneous approach 
employing a 16F access sheath half 
the diameter of a  traditional nephro-
lithotomy access sheath.

This group evaluated the sur-
gical and cost outcomes of just 
over 100 patients, half undergoing 
mini-PCNL and the other half ure-
teroscopy. The results were very 
persuasive. Mini-PCNL offered a 
significantly higher stone-free rate 
than ureteroscopy for midsized 
renal stones. This benefit came 
with no increase in surgical time 
or complications. As for econom-
ics from a urological perspective, 
while the direct cost of the surgery 
was higher, mini-PCNL resulted in 
higher revenue.

As medicine further tailors 
treatments to patients, mini-
PCNL promises an increasing 
role in renal stone treatment. At 
this time, flexible ureteroscopy 
remains the standard for small to 
midsized renal stones, and adding 
mini-PCNL to our armamentari-
um increases our ability to adapt 
and offer patient-centered stone 
management.

Lenfant L, Pinar U, Roupret 
M, Mozer P, Chartier-Kastler 
E, Seisen T. Role of antimusca-
rinics combined with a-blockers 
in the management of urinary 
storage symptoms in patients 
with benign prostatic hyper-
plasia: an updated systemat-
ic review and meta-analysis.  
J Urol. 2023;209(2):314-324.
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 Illinois at Chicago.

Antimuscarinics are frequently 
used in conjunction with a blockers  
in the management of urinary 
storage symptoms associated with 
benign prostate enlargement and 
related obstruction. This me-
ta-analysis challenged this well- 
established practice and aimed to 
reevaluate the safety and efficacy 
of combining antimuscarinics with 

a blockers in patients with benign 
prostate enlargement.

The inclusion criteria were 
strict: out of almost 500 random-
ized controlled trials only 12 
studies met them. Over 4,500 pa-
tients were included and divided 
into 2 well-balanced groups of a 
blocker with placebo vs a block-
er with antimuscarinics. There 
was a small but statistically sig-
nificant reduction in frequency, 
but there was no statistically sig-
nificant improvement in urgen-
cy with the addition of antimus-
carinics. As for safety, the risks 
of acute urinary retention, dry 
mouth, and constipation were sig-
nificantly higher in patients who 
received antimuscarinics as ad-
junctive therapy, which translated 
into worse compliance.

Considering the marginal symp-
tomatic improvement at the expense 
of side effects leading to discontin-
uation, we should revisit the idea 
of combining antimuscarinics with 
a blockers in the management of 
urinary storage symptoms from 
benign prostate enlargement and 
counsel our patients accordingly. 
How to identify the subset of pa-
tients who will benefit from adding 
antimuscarinic agents remains an 
open question. STOP

“ As medicine 
further tailors 
treat ments to 
patients, mini
PCNL promises 
an increasing role 
in re nal stone 
treatment.”

“ It would seem 
from this study 
that there is no 
clear clinical 
advan tage of  
one laser 
technology over 
the other for 
ureteroscopic stone 
management.”


