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INDICATION
NUBEQA® (darolutamide) is an androgen receptor inhibitor indicated for the 
treatment of patients with non-metastatic castration-resistant prostate cancer.

IMPORTANT SAFETY INFORMATION
Embryo-Fetal Toxicity: Safety and efficacy of NUBEQA have not been 
established in females. NUBEQA can cause fetal harm and loss of pregnancy. 
Advise males with female partners of reproductive potential to use effective 
contraception during treatment with NUBEQA and for 1 week after the last dose. 

Adverse Reactions
Serious adverse reactions occurred in 25% of patients receiving NUBEQA 
and in 20% of patients receiving placebo. Serious adverse reactions in ≥1% 
of patients who received NUBEQA were urinary retention, pneumonia, and 
hematuria. Overall, 3.9% of patients receiving NUBEQA and 3.2% of patients 
receiving placebo died from adverse reactions, which included death (0.4%), 
cardiac failure (0.3%), cardiac arrest (0.2%), general physical health 
deterioration (0.2%), and pulmonary embolism (0.2%) for NUBEQA.

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

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

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

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

Effects of NUBEQA on Other Drugs – NUBEQA inhibits breast cancer 
resistance protein (BCRP) transporter. Concomitant use increases exposure 

(AUC) and maximal concentration of BCRP substrates, which may increase 
the risk of BCRP substrate-related toxicities. Avoid concomitant use where 
possible. If used together, monitor more frequently for adverse reactions, and 
consider dose reduction of the BCRP substrate.
NUBEQA inhibits OATP1B1 and OATP1B3 transporters. Concomitant use may 
increase plasma concentrations of OATP1B1 or OATP1B3 substrates. Monitor more 
frequently for adverse reactions and consider dose reduction of these substrates.
Review the prescribing information of drugs that are BCRP, OATP1B1, and 
OATP1B3 substrates when used concomitantly with NUBEQA.

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

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

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

ADT=androgen deprivation therapy; HR=hazard ratio; CI=confi dence interval; BPI-SF=Brief Pain 
Inventory Short Form; PSA=prostate-specifi c antigen; BICR=blinded independent central review; 
CT=computed tomography; MRI=magnetic resonance imaging.

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

For your patient with non-metastatic 
castration-resistant prostate cancer (nmCRPC)

HELP HIM LIVE FOR WHAT HE LOVES

PROVIDED THE RELIEF OF AN EXTRA 
15 MONTHS WITHOUT PAIN PROGRESSION1,3*

40.3 months vs 25.4 months
for ADT alone

Secondary endpoint:
HR: 0.65; 95% CI: 0.53-0.79; P<0.0001.

MEN LIVED 2X LONGER 
WITHOUT CANCER SPREADING1,2

40.4 months vs 18.4 months 
for ADT alone

HR: 0.41; 95% CI: 0.34-0.50; 
P<0.0001 (intent-to-treat).

REDUCED RISK OF DEATH 
BY NEARLY A THIRD1,3

31% reduction in the risk 
of death vs ADT alone

Secondary endpoint: HR: 0.69; 95% CI: 
0.53-0.88; P=0.003. Medians not estimable.

CHOOSE NUBEQA® 1st FOR EXTENDED SURVIVAL.1-3  NUBEQAHCP.COM

References: 1. NUBEQA (darolutamide) [prescribing information]. Whippany, NJ: Bayer HealthCare Pharmaceuticals, Inc.; January 2021. 2. Fizazi K, Shore N, Tammela TL, et al. Darolutamide in 
nonmetastatic, castration-resistant prostate cancer. N Engl J Med. 2019;380(13):1235-1246. 3. Fizazi K, Shore N, Tammela TL, et al. Nonmetastatic, castration-resistant prostate cancer and survival 
with darolutamide. N Engl J Med. 2020;383(11):1040-1049.
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The Ongoing Celebration of Diversity at the AUA
John D. Denstedt, MD, FRCSC, 
FACS, FCAHS
Editor, AUANews  
Western University, London, Ontario, Canada

Tracy M. Downs, MD, FACS
Chair, AUA Diversity and Inclusion Task Force 
UVA Health, Charlottesville, Virginia

As Secretary of the AUA and 
Editor-in-Chief of AUANews, it is 
my privilege to introduce the sec-
ond focus issue, “Celebrating Di-
versity with the AUA,” on which 
I collaborated closely with Tracy 
M. Downs, MD, who chaired the 
AUA’s Diversity & Inclusion (D&I) 
Task Force. We are thrilled to share 
with you this vitally important con-
tent, which we know will enrich the 
future of our urological community.

We are intentionally using our 
primary means of membership com-
munication to connect our reader-
ship to the most important topics in 
diversity, equity and inclusion (DEI) 
in urology and beyond. It is our 
earnest hope that you will read this 
issue from cover to cover and have 
conversations and enact change with-
in your own spheres of influence. 

Looking Back on 2021
In 2021, Dr. Downs and I recog-

nized the need for a forum to show-
case issues related to DEI in urolo-
gy. We hoped for a modest response 
to our inquiries for content, but we 
were gratified with the outpouring 
of passionate, heartfelt submissions 
we received. All 2021 content is 
available ahead of the paywall here: 
https://www. auanet.org/education/
auauniversity/for-medical-students/
medical- students-curriculum/aua-
news-diversity- issue. Our pledge 
is to continue to publish this focus 
issue every year, mindfully adding 
to our library of “Celebrating Di-
versity” content while understand-
ing the library will never be com-
plete. We must continue to grow 
our understanding and knowledge, 
on a global level, of our communi-
ty members, our patients, and how 
we can be increasingly more inclu-
sive and accessible. 

We encourage you to reflect on 
last year’s articles to absorb their 
impact. In 2021, Dr. Arthur L. 

Burnett, MD, MBA addressed in-
equities in research opportunities.1 
Porten et al wrote about promotion 
equity for women in urology.2 To-
mas L. Griebling, MD, MPH ad-
dressed ageism, sexual identity and 
his personal reflection on D&I.3 
Vince et al shared their poignant 
perspectives in “Hidden Voic-
es: Firsthand Stories from Black 
Trainees about Systemic Racism in 
Urology.”4 Linda L. McIntire, MD 
explored structural racism in urol-
ogy and beyond.5 These articles, 
and so many more, resonated with 
our community. However, we re-
alized there are still infinite stories 
left to tell. We need to extend this 
platform for honest discussion, and 
we need to continue to build on 
our library of freely accessible con-
tent related to DEI. We knew the 
focus issue could not be a one-time 
occurrence; it was imperative that 
it became an annual event. AUA-
News also highlights DEI news in 
all issues as we receive it. We en-
courage you, our members, to con-
tribute your DEI news, innovations 
and strategies for consideration for 
publication.

The Second Annual 
“Celebrating Diversity 
with the AUA” Focus 
Issue

This year, we knew it was im-
portant to extend our platform 
globally. As we discussed topics to 
cover in this issue, it was clear to us 
that we needed to broaden our per-
spective on North American DEI 
improvement to include a global 
view of our colleagues across the 
world and how their individualities 
affect their daily lives as physicians.

It is our honor to showcase ar-
ticles from female urologists in 
Bahrain, Brazil, Canada, Senegal, 
Central America and India. These 
urologists give honest transparency 
into what it looks like to be a prac-
ticing female urologist. In some 
cases, these women are among 
only a handful of females in their 
profession in their county. An ex-
cerpt from one of these articles by 

Reem Albareeq, MD, AFRSCI, 
CABU and Batool M. Turki, MD 
provides insight into the ground-
breaking work they are doing as fe-
male urologists in the Middle East:

“Breaking the barriers to 
change a male-dominated de-
partment is difficult in Arab 
countries. There are several ob-
stacles to overcome. I draw from 
my own experience, where I had 
several opposing peers and train-
ing faculty who continually tried 
to change my mind about my ca-
reer choice. And still to this day, 
I tackle being undermined for 
the mere fact that I am female al-
though I am a senior consultant 
in my respected field of Endou-
rology & Urogynecology.

However, even with these 
obstacles women, such as my-
self, have overcome these is-
sues and entered into this spe-
cialty. Although there may be 
unsupportive colleagues, there 
are those who encourage the 
expansion of female urologists, 
such as my mentor Professor 
Durazi, andrology consultant. 
With his guidance, I achieved 
my urology board qualification 
and became the first female 
urologist in Bahrain and the 
Arabian Gulf.”
The bravery and perseverance 

of urologists such as these are sig-
nificant, but we cannot expect 
these trailblazers to succeed alone. 
We must support the efforts of 
these pioneering individuals with 
mentorship, leadership opportuni-
ties and anything they need to have 
long-lasting and rewarding careers. 
We celebrate these strong profes-
sionals but know we have so much 
further to go.

Other articles in this issue ex-
amine the gender gap in urology, 
health care disparities in DEI, social 
media as a platform for DEI, and 
transgender education and training. 
We are pleased with the breadth of 
content but again must say there 
are not enough pages in the world 
to print the voices that should be 
heard. We commit to providing this 
member newsletter as an ongoing 
outlet for DEI efforts.

The AUA’s Board of 
Directors and Our 
Commitment to D&I

This focus issue is only a small 
part of the efforts we at the AUA are 
making to advance DEI efforts in 
the long term. The AUA announced 
the formation of the D&I Task Force 
in December 2020. This group was 
charged with developing actionable 
recommendations for the Board 
by February 2022. The Task Force 
included Tracy M. Downs, MD, 
Chair; Simone Thavaseelan, MD, 
Vice-Chair; Arthur (Bud) Burnett, 
MD; Sam Chang, MD; Benjamin 
Davies, MD; Geolani Dy, MD; Efe 
(Chantal) Ghanney Simons, MD; 
Kirsten Greene, MD; Tomas L. 
Griebling, MD, MPH; Brian Mc-
Neil, MD; Linda McIntire, MD; 
Yahir Santiago- Lastra, MD; Vijay 
Vemulakonda, MD; and Hadley 
Wood, MD (see figure).

The Task Force surveyed all 
AUA Sections and numerous 
stakeholder groups. Based on 
their feedback, the D&I Task 
Force presented recommenda-
tions to the Board in 5 focus ar-
eas: Just and Inclusive Environ-
ment; Diversity in the Workplace; 
Structural Competence; Advoca-
cy; and Research.

A key outcome of the Task 
Force’s recommendations is the es-
tablishment, by AUA Bylaws, of a 
formal AUA D&I Committee. This 
Committee will advise the Board 
and AUA leadership on DEI issues 
and initiatives. The physician chair 
of the D&I Committee will hold 
the position of AUA Chief Diver-
sity  Officer. 

Other outcomes of the Task 
Force’s recommendations include:
• Establishing a DEI award to rec-

ognize members’ achievements 
in this area;

• Enhancing the AUA’s collection 
of voluntary demographic infor-
mation;

• Creating mentorship opportuni-
ties for underrepresented-in-med-
icine individuals; 

FROM THE SECRETARY

Arrow-right Continued on page 6

https://www.auanet.org/education/auauniversity/for-medical-students/medical-students-curriculum/aua-news-diversity-issue
https://www.auanet.org/education/auauniversity/for-medical-students/medical-students-curriculum/aua-news-diversity-issue
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• Establishing a DEI abstract catego-
ry for the AUA Annual Meeting;

• Incorporating DEI and health 
disparities in AUA educational 
programming; and

• Increasing diversity among re-
searchers at every stage of the 
career journey.
The AUA has adopted a new di-

versity statement, which reaffirms 
the commitment of the AUA and 
UCF to intentional actions aimed 
at being fully inclusive, deliberately 
diverse and equitable organizations 
that respect and value our member-
ship, our staff and the communities 
we serve worldwide.6 The Board 
deferred action on the Task Force’s 
recommendation to establish the 
Chief Diversity Officer as a voting 

representative of the AUA Board, 
planning to address first the critical 
issue of Board diversity with the 
AUA Sections and others in the 
urological community.

The Conversation Must 
Continue

Our hard work around DEI can-
not stop here. This focus issue and 
the D&I Task Force’s recommen-
dations are important steps toward 
improving our community. It is 
imperative that we do not consid-
er our work in this area ever truly 
complete. We must do better, and 
with our entire community com-
mitted to the vision of inclusivity, 
we can accomplish so much. We 

look forward to seeing what our 
new D&I Committee will do under 
the leadership of our new physi-
cian Chief Diversity Officer. With 
the support of our membership 
and the partnership of our Board, 
we will work together to advance 
DEI in tangible, measurable ways.

What Can You Do to 
Help?

The first step is to read this is-
sue cover to cover. Learn from the 
thoughtful articles of your peers, cov-
ering many aspects of DEI. Reach 
out to these authors to continue the 
conversation.

Check out our DEI program-
ming at AUA2022. We have con-

tent that will make you think more 
about your role in DEI and what 
you can do to support one another 
to improve DEI in urology.

Support your Board and the new 
D&I Committee. Better yet, get in-
volved in these efforts. Explore op-
portunities in your Section. Learn 
more about the organizations shar-
ing their advancements of DEI 
in this issue. We need as many of 
you as possible to spread the word 
across the world that we want to 
make urology more accessible to 
anyone who chooses this field as 
their specialty.

Read our publications and check 
out all of our content—not only 
 AUANews. Our peer-reviewed 
journals, educational program-
ming and the Urology Care Foun-
dation all provide perspective on 
this important subject.

And lastly, tell us how we can be 
better. Do you have an idea for im-
provement? Do you have concerns? 
Questions? Share them with us. We 
are all in this together and will con-
tinue to be better  together. STOP

1. Burnett AL: The AUA addresses inequities in 
research opportunities. AUANews 2021; 26: 10; 
April.

2. Porten SP, Breyer BN and Anger JT: Promotion 
equity for women in urology: a path forward. 
AUANews 2021; 26: 18; April.
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inclusion. AUANews 2021; 26: 7; April.

4. Vince RA Jr, Scarpato KR and Klausner AP: 
Hidden voices: firsthand stories from black 
trainees about systemic racism in urology. AU-
ANews 2021; 26: 3; April.

5. McIntire LL: Structural racism. AUANews 
2021; 26: 13; April.

6. American Urological Association: American 
Urological Association and Urology Care Foun-
dation Condemn Racism in All Forms and Call 
for End to Racial Inequalities. 2021. Available at 
https://www.auanet.org/guidelines/guidelines/
aua-and-urology-care-foundation-condemn-rac-
ism-in-all-forms-and-call-for-end-to-racial-in-
equalities. 

Figure. AUA D&I Task Force members.

African, Black and Female Urologists: A Quite  
Rewarding Journey
Medina Ndoye, MD, MSc
Hôpital Général de Grand Yoff, Dakar, Senegal 
Cheikh Anta Diop University Dakar 

Biyouma Marcella Derboise 
Christelle, MD
Faculty of Médecine and Biomedicale Sciences, 
Yaounde, Cameroon

There is undoubtedly an in-
creasing trend in the feminization 
of the medical profession global-
ly. Sub-Saharan Africa is not left 
behind in this revolution, mainly 
in “female attractive” specialties 

like pediatrics, dermatology and 
gynecology, but surprisingly in 
surgery as well. From the first Af-
rican female physician (Senega-
lese Dr. Marie Therese Senghor 
Basse graduated from the Faculty 

of Medicine of Paris in 1957) to 
the first to graduate in surgery 
(Dr. Josephine Nambooze in 1967 
from Uganda), African women 

THE ONGOING CELEBRATION OF DIVERSITY AT THE AUA
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are putting their marks on a tra-
ditionally male-dominated field 
of surgery: the urology domain. 
At first sight, one could think that 
the local environment, culture 
and traditional heritage might be 
incompatible with this evolution. 
But despite the odds, barriers 
and limits fixed by society,  some 
incredible women are proving 
that gender-based bias should be 
banned in urology.

Urology as a specialty recently 
started to develop in Africa, and 
as a consequence most sub-Saha-
ran African countries have access 
to only a handful of urologists. 
The most populous country in Af-
rica, Nigeria, had 1 urologist per 
3.2 million people in 2006, and in 
Ethiopia the first urology residen-
cy program started only in 2010. 
Considering African female urol-
ogists, the gap is even worse, with 
urology having one of the largest 
gender disparities in surgery. Over-
all, around 30 female urologists 
fully trained and practicing are 
in the sub-Saharan Africa region 
(Maghreb and South Africa ex-
cluded). The median number of 
female urologists in most African 
countries is 1, except in Nigeria 
(5), Senegal (4) and the Ivory Coast  
(3; fig. 1). 

The Senegalese School of Urol-
ogy at Cheikh Anta Diop Univer-
sity played a key role in urology 
training in sub-Saharan Africa. 
The first female urologist to grad-
uate from there was Aissatou Amy 
Diame, who started her residency 
program in 1997 and then became 
the first female urologist from the 
subregion (fig. 2). Ten years later, 
I became the second in the field 
and the first to embrace an aca-
demic career. Rosemary Nassan-
ga from Uganda became the first 
female urologist in East Africa. In 
2003, Dr. Moshokoa qualified as 
the first Black female urologist in 
South Africa and became head of 
a urology department in 2006, a 
great achievement in this apart-
heid context that she celebrates: 
“I don’t doubt that I am a role 
model; there’s no female who 
has headed any urology depart-
ment in this country, let alone in 
Africa.” In October 2013, Abim-
bola Abolarinwa became the 
first female certified urologist at 

the West African College of Sur-
geons. She holds a  position at the 
Lagos State University College of 
Medicine as a lecturer and is an 
 honorary consultant to the Lagos 
State University Teaching Hospi-
tal, Ikeja. 

The number of female urolo-
gists is clearly growing, but they 
still represent a small portion of 
the field, and much of this situa-
tion is due to a misconception by 
most laypeople that urology treats 
only male problems like prostate 
cancer and erectile dysfunction. 
As in other political, scientific and 
technical fields that are historical-
ly male dominated, the idea of 
women as urologists often con-
jures a multitude of discriminato-
ry questions.

Women in urology face chal-
lenges in the field, which include 
more limited mentorship oppor-
tunities, lack of further training in 
urology subspecialties, low pres-
ence at international meetings and 
lack of career incentives. I realize 
how lucky I am for being men-
tored in pediatric urology by Fran-
cis Schneck through IVUMed, for 
winning the SIU (Société Inter-
nationale d’Urologie) fellowship 

Figure 1. Current state of African female urologists. IP, in practice. IT, in training. Some data are missing for some countries.

AFRICAN, BLACK AND FEMALE UROLOGISTS
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award and being trained by Ben 
Breyer at the University of Cali-
fornia–San Francisco, but also for 
being introduced to international 
governance as an SIU academy 
subcommittee member thanks 
to Kurt Macammon and also Su-
zette Sutherland, who gave me the 
chance to deliver a conference at 
the Society of Women in Urology 
meeting. I’m genuinely grateful 
to Serigne Gueye, my mentor in 
urology but above all my model 
and inspiration as a person, thanks 
to his generosity, leadership and 
hard work. African urology owes 
him his letters of nobility. They 
all participated to raise the stan-
dard of urology care in Africa, but 
still, a large part of the developing 
world continues to lack access to 
urological surgical care, the least 
represented surgical subspecialty 
in global health. 

Previous studies have found 
that urological diseases are re-
sponsible for over 25 million dis-
ability-adjusted life-years world-
wide, with the highest overall 
rates in sub- Saharan Africa. The 
rising number of female urolo-
gists (at least 20 of them in train-
ing) can be a substantive asset 
in closing the gap, particular-
ly in African pediatric urology, 
which suffers from a dearth of 
local practitioners. While the in-
creased representation of women 
in urology is an ongoing process, 
few women serve in leadership 
positions in urology at the local 
or international level. Promoting 
international collaboration and 
institutional support, as well as 
facilitating access to grants for 
research opportunities, would sig-
nificantly contribute to the shin-
ing of female urology in Africa. 
A formal organization of the Af-
rican female urology communi-
ty through the WUA (Women in 
Urology Africa) is to be encour-
aged and promoted. STOP

Figure 2. Tribute to the pioneer “first ladies” in urology.

Dr. Rosemary Nassanga 
First Ugandan female urologist
Training at Kilimanjaro Christian Medical University
College Moshi (BSc) Urology Residency Program
and Brighton & Sussex University Hospitals NHS
Trust January 2001–December 2001.

Dr. Aissatou Amy Diame 
First Senegalese female urologist
“Female delicacy, patience and empathy are
strong assets for women to be excellent in
subspecialties like pediatric urology—
we must support them!”

Dr. Evelyne Moshokoa
First Black South African female urologist
In Washington, Moshokoa knew after
encountering female urologists at a medical
conference that it would be her pursuit.

Dr. Abimbola Abolarinwa
First Nigerian female urologist
“My choice? Urology is very practical: it cuts
across being a surgeon and a physician at
the same time, and there was a need for
the specialty.” 

Dr. Hoby Rambel
First Malagasy female urologist
“For laypeople it’s not a job for
women; for patients after first approach
there is a reluctance, but then all the taboo
and misconceptions vanish.”

Dr. Mariama Sow
First female urologist to be trained in Cameroon
Born from a Senegalese woman and a father
from Guinea, she is actually practicing in Senegal. 

Dr. Florence Umurangwa
First Rwandan female urologist
“For colleagues, I had to work harder to prove
that I’m capable. Now they know that in some
areas I’m better than any one of them!” 

Dr. Mumba Chalwe
First Zambian female urologist
“I’ve noticed that my gender and my presumed
‘youth’ have been the biggest source of
questions.”

Dr. Melat Solomon 
First Ethiopian female urologist
By 2001, there were only 5 qualified urologists
in the country, all trained abroad.

20012000 2004

20142013 2015

20172016 2019
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Society of Women in Urology Initiatives
Jannah H. Thompson, MD, FPMRS
President, Society of Women in Urology, Inc.,  
Grand Rapids, Michigan  
Urologic Consultants, PC, Grand Rapids, Michigan  
Michigan State University Urology Residency at 
University of Michigan Health-West, Grand Rapids

The mission of the Society of 
Women in Urology (SWIU) is to 
support the professional develop-
ment and career advancement of 
women urologists and urological 
researchers through education, ad-
vocacy and mentorship. SWIU, for-
merly known as “Women in Urol-
ogy,” began informally at the 1980 
AUA meeting in San Francisco with 
5 women urologists and continued 
informally until 1992, when the 
group created an executive board 
and bylaws. SWIU now has more 
than 1,200 members, including 
approximately 300 board-certified 
female urologists, female research-
ers, urology residents and fellows, 
and postresidency, pre-board-certi-
fied women (fig. 1). SWIU also has 
female members who are non-urol-
ogy MDs and PhDs.

SWIU has numerous ongoing 
initiatives.

SWIU created a speaker data-
base to support the professional 
advancement of our members and 
encourage diversity of speakers. 
Members can highlight individual 
areas of expertise, both clinical and 
nonclinical. When looking for ex-
perts to be invited speakers, mod-
erators and panelists for your orga-
nization, a copy of the searchable 
Excel spreadsheet can be request-
ed. Please send an email and brief 
description of speaking opportuni-

ty to info@swiu.org. The database 
serves as a resource to sponsor and 
advance women—an opportunity 
to disseminate their expertise and 
amplify their clinical and academic 
work. 

We continue our advocacy. 
SWIU Advocacy Chair Dr. Pri-
ya Padmanabhan attended the 
2021 Annual Urology Advocacy 
Summit and spoke on behalf of 
SWIU. She presented on the lack 
of female urological researchers, 
including barriers to participation 
and the need for more researchers. 
She highlighted the potential for 
improving the presence of female 
urological researchers and aiding 
their progress. Dr. Padmanabhan 
educated those involved to obtain 
federal funding on Capitol Hill for 
urological research while show-
casing SWIU’s mission. Dr. Pad-
manabhan will attend the 2022 
AUA Summit on behalf of SWIU. 

SWIU Board of Directors elect-
ed to charge 4 task forces (TFs) to 
sponsor women to national ap-
pointments. The TFs amplify our 
mission and advance equity with-
in our specialty in 2021 and 2022.  
Dr. Simone Thavaseelan designed 
these professional development op-
portunities as short-term, goal-ori-

ented working groups that simul-
taneously fostered peer mentoring 
and community building. The TFs 
are outlined in figure 2.
1. Achieving Equity & Focusing 

on Personal Action: Salary Pay 
Disparities TF. The group au-
thored a review article summa-
rizing available research identi-
fying disparities and salary gaps 
among women urologists.  The 
manuscript is being submitted 
for publication, and the findings 
illustrate how much work needs 
to be done to remedy this large 
salary inequity. The group also 
created a SWIU-endorsed pa-
rental leave policy focusing on 
the best evidence to support the 
well-being of parents and their 
baby. This policy is available 
on our website at https://swiu.
org/docs/resources/swiu-sam-
ple-parental-leave-policy.aspx 
for women to advocate at their 
local levels.  Ideally, this poli-
cy will be adopted by urology 
departments nationally. Finally, 
there is an open survey to wom-
en urologists to identify current 
data in compensation equity.

2. SWIU Census TF developed 
an inaugural census. The goal 
is to gain an accurate descrip-
tion of the population of women 
in urology to identify specific, 
relevant issues to our member-
ship. This evidence will help to 

bridge knowledge gaps and ad-
dress gender equity, underrepre-
sentation in academia, work-life 
balance, barriers in family deci-
sion making and provide guid-
ance for mentoring future fe-
male urologists. The census has 
been distributed to members, 
with collection and collation to 
be completed in early summer 
2022. 

3. The Role of Women Urologist in 
Advancing DEI in Urology Res-
idency Recruitment TF provid-
ed directed mentorship to wom-
en applicants through personal 
statement review. A resource for 
incorporating antiracist and an-
tisexist practices into the recruit-
ment process was developed for 
dissemination. This guide is to 
encourage bias reduction in the 
application review and inter-
view process. A Modern Guide 
of Reviewing Urology Resi-
dency Applications is available 
at https://swiu.org/resources/ 
resident-application-review.
aspx. 

4. The Engagement of Women 
Urologists with Industry TF. 
A “how-to” manual is being 
constructed as a 101 curricu-
lum/leadership development 
 program for SWIU members in-
terested in working with  industry. 

Arrow-right Continued on page 10
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Figure 1. SWIU membership. Senior, Affiliate and Honorary percentages are too small to be visually 
represented in the chart.

Diana Londoño, MD 
(Chair) 

Anne Cameron, MD 
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Rivera, MD (Chair) 
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Melissa Kaufman, 
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Siohban Hartigan, 
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Figure 2. 2021–2022 SWIU task forces. BOD, board of directors.
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The objective of the curriculum 
is to instruct members on how to 
create mutually valuable oppor-
tunities with industry. 
SWIU continues to prioritize 

mentorship. A speed mentorship 
experience at our Annual Win-
ter Conference provides medical 
students, residents, fellows and 
junior faculty an opportunity to 
meet established female urologists 
from across the country for brief 
introductory discussions. These 
introductions can serve as conver-
sation starters for potential future 
interactions. In addition, target-

ed mentor/mentee dyads were 
paired at our annual conference 
based on interests for a longer 
series of interactions. SWIU has 
partnered with Intuitive to create 
the first of 2 mentoring/network-
ing webinars. The first will be on 
“Courageous Leadership: From 
the Inside Out,” with Natalie 
Johnson, MS. 

SWIU has a number of research 
and leadership awards to recog-
nize achievement and excellence. 
The Elizabeth Pickett Research 
Award awards a female urological 
researcher a research grant. There 

is also the Intuitive Scholarship to 
advance robotic research. In addi-
tion, the SWIU-Intuitive Research 
Award supports the development 
of an outstanding woman research 
scientist in the area of robotics re-
search. A SWIU-Intuitive Leader-
ship and Innovation Award is giv-
en to 6 SWIU members who are 
early- to midcareer specializing 
in robotics. The award provides 
monetary support in developing 
a high-quality video of the award-
ee’s robotic technique for pre-
sentation. In addition, awardees 
participate in/lead ongoing vir-

tual education opportunities sup-
ported by Intuitive. Furthermore, 
support for travel and profession-
al activity to attend opportunities 
related to robotics is given. 

Finally, we are excited to partner 
with the AUA. SWIU was asked to 
develop AUA courses with content 
relevant to our members and the 
global urological community.  We 
look forward to welcoming AUA 
members to “Advancing Gender 
Equity in Urology: Allyship for 
Men and Advocacy for Women” at 
AUA2022. STOP

SOCIETY OF WOMEN IN UROLOGY INITIATIVES
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Risk Stratification in Kidney Cancer: Who Is at the 
Highest Risk?
Manuel Ozambela, Jr., MD
University of Texas, MD Anderson Cancer Center, 
Houston

Jose A. Karam, MD
University of Texas, MD Anderson Cancer Center, 
Houston

An estimated 79,000 new cases 
of renal cancers will be diagnosed 
in the United States this year.1 Most 
of these patients present with non-
metastatic disease, and many will 
undergo surgery. While patholog-
ical staging is closely associated 
with the risk of cancer progression 
and death following surgery, it can 
often paint an incomplete picture 
of a patient’s true individual risk 
when used in isolation. Several oth-
er clinicopathological factors have 
been consistently shown to be as-
sociated with oncologic outcomes, 
including tumor size, histology, 
grade, tumor necrosis, nodal in-
volvement, rhabdoid or sarcoma-
toid features and symptoms at time 
of diagnosis, among others. 

A variety of cancer nomograms 
and statistical models have been 
developed and utilized over the 
years to aid in predicting oncolog-
ic outcomes of patients following 
surgery for renal cell carcinoma 
(RCC). These have largely been 
based on, and validated using, ret-
rospective clinical data collected 
prior to the current era of systemic 

therapy options. In 2019, Correa 
et al published a study testing the 
performance of 8 commonly used 
RCC risk models (UISS, SSIGN, 
Leibovich, Kattan, MSKCC, Yay-
cioglu, Karakiewicz and Cindolo) 
using data from the ASSURE pro-
spective adjuvant phase III clinical 
trial (ECOG-ACRIN E2805). The 
authors observed that in this pop-
ulation all these models tended to 
underperform in terms of their pre-
dictive ability compared to their 
originally reported retrospective 
validations, with c-index ranging 
from 0.556 for UISS to 0.688 for 
SSIGN.2 

Given these limitations, the 
same authors subsequently used 
the data from the ASSURE tri-
al to develop a new prognostic 
model for disease-free survival 
(DFS), overall survival (OS) and 
early disease progression. They 

grouped patients into low-, inter-
mediate- or high-risk categories 
based on a scoring system. The 
variables included were histolo-
gy, tumor size, grade, necrosis and 
nodal involvement. Their global 
c-indices for DFS, OS and early 
disease progression were 0.680, 
0.686 and 0.694, respectively. The 
patients at highest risk were those 
patients with clear cell, papillary 
type II or variant histology. In ad-
dition, patients with vascular inva-
sion, tumor size >10 cm, Fuhrman 
grade 4, necrosis and positive re-
gional lymph nodes were also at 
very high risk. Patients in the high-
est risk group had 33.1% DFS at 5 
years and 49% OS at 5 years.3  

Khene et al attempted to exter-
nally validate the new ASSURE 
prognostic model in a “real life” 
setting outside of a clinical trial in 
a study that included 1,372 patients 

from 10 centers and concluded that 
this model had moderate c-index 
(0.65 for DFS and 0.63 for OS) and 
performed similarly to existing no-
mograms in this setting.4 

A recently published systematic 
review compared the performance 
of many of these prognostic mod-
els to each other and concluded 
that while some models may per-
form better for certain outcomes 
(recurrence-free survival, OS or 
cancer specific survival), there is 
no single best model.  Utility and 
practicality in daily clinical prac-
tice may be based on what clini-
cal and pathological data the in-
dividual clinicians have available 
to them.5 European kidney cancer 
guidelines from the European Soci-
ety for Medical Oncology and Eu-
ropean Association of Urology are 

Table. Postoperative risk stratification for patients with renal cell carcinoma following surgical resection, adapted from AUA Guideline6

AUA Risk Category AUA Risk Criteria (2021) 5-Yr Cancer Recurrence Rate*

Low risk pT1 and grade 1/2 6.4%–15.4%

Intermediate risk pT1 and grade 3/4, or pT2 any grade 20%–32%

High risk pT3 any grade 49%

Very high risk pT4 or pN1, or sarcomatoid/rhabdoid dedifferentiation,  
or macroscopic positive margin

64.7%–72%

If final microscopic surgical margins are positive for cancer, the risk category should be considered at least 1 level higher.6 
*Estimated 5-yr cancer recurrence rates based on clear cell histology.6,8,9

Arrow-right Continued on page 11
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 consistent with these findings and, 
while recommending the use of 
prognostic models, do not specify 
which one is best used.  

In 2021, the AUA published up-
dated guidelines on the  evaluation, 
management and followup of pa-
tients with localized renal cancer.6 
The guidelines recommend that 
clinicians stratify patients into one 
of 4 newly developed risk catego-
ries following surgery based on 
pathological stage, grade and mar-
gin status to help guide the surveil-
lance schedule following partial 
and radical nephrectomy. These 
categories were meant to be both 
parsimonious and simple to use in 
daily clinical practice, while pro-
viding enough risk discrimination 
to be clinically relevant. The guide-
lines cite data listing approximate 
rates of disease recurrence by risk 
category.6 The table summarizes 
the  findings. 

These new risk categories were 
subsequently validated by  Zganjar 
et al using data from Mayo Clinic’s 
prospective nephrectomy regis-
try. The authors limited the analysis 
to clear cell and papillary histolo-
gy. The new AUA risk stratification 
system performed well and demon-
strated a robust c-index for pro-
gression-free survival (PFS; 0.775–
0.780) and cancer specific survival 
(0.811–0.830) among patients with 
clear cell RCC and papillary RCC 
after surgery (see figure). Patients 
in the very high risk category had 
a 5-year PFS of 19%–40%.7 The 
authors also compared the per-
formance of their institutional risk 
model (Leibovich score) to the 
AUA risk stratification system and 
observed that among patients with 
clear cell RCC, the 2018 Mayo 
model performed better (although 
additional variables are needed for 
the Leibovich score). 

As the list of systemic therapy 
options for patients with RCC con-
tinues to grow and the multidis-
ciplinary approach for managing 
these patients becomes increasingly 
individualized, accurate risk strat-
ification is paramount for patient 
counseling, recommendations for 
adjuvant therapies and inclusion 
in clinical trials. Identifying those 
patients at highest risk of progres-
sion and death helps us decide the 
most appropriate candidate to con-

sider for adjuvant therapy. Accu-
rately defining which patients are 
at highest risk will help us design 
the next generation of clinical trials 
that maximize potential benefit to 
these patients while avoiding ad-
verse events for patients who have 
low risk of recurrence. 

There are common themes that 
unite most of these nomograms 
and push patients into the lowest 
risk categories such as low stage, 
low grade and negative margins, 
and into the highest risk catego-
ries such as high stage, sarcoma-
toid features, positive nodes and 
positive margins. While there are 
many risk stratification tools to 
predict outcomes for our patients 
with kidney cancer, using ones 
similar to the AUA risk groups 
that are both accurate and simple 
enough to use in a busy clinical 
practice is paramount. STOP
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Figure. Validation data on PFS by AUA risk category. Figure used with permission of the Society of Urologic Oncology.7
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When and for Whom Is Partial Cystectomy the Correct 
Treatment Choice?
Daniel A. Igel, MD
University of Kansas Medical Center, Kansas City

Danica May, MD
University of Kansas Medical Center, Kansas City

Eugene K. Lee, MD
University of Kansas Medical Center, Kansas City

Partial cystectomy as a blad-
der-sparing option for the treat-
ment of muscle-invasive bladder 
cancer can be very appealing to 
many urologists, as relative to 
radical cystectomy with urinary 
diversion it has less morbidity, is 
less technically demanding and is 
amenable to minimally invasive 
approaches (figs. 1 and 2). This 
procedure, however, must be used 
very cautiously in carefully select-
ed and surveilled patients, as it 
leaves patients at risk of intraves-
ical recurrence and progression.1 
Furthermore, many have raised 
concerns about inappropriate use 
of partial cystectomy at centers that 
are unable or unwilling to perform 
radical cystectomy with urinary di-
version. Overutilization of this pro-
cedure has been seen among vul-
nerable populations such as those 
living in rural areas and African 
American patients, potentially dis-
proportionately negatively impact-
ing their oncologic outcomes.2 

While the AUA Non-Metastatic 
Muscle Invasive Bladder Cancer 
Guideline recommends against 
the routine use of partial cystecto-
my in patients who are medically 
fit and willing to undergo radical 
cystectomy, in the appropriately 
selected patient it can represent a 
treatment option.3 Data from Me-
morial Sloan Kettering and MD 
Anderson, which have been incor-
porated into the AUA guidelines, 
identified the ideal candidate for 
partial cystectomy as a patient with 
a solitary tumor, ideally less than 
3 cm, that is in an amenable loca-
tion to complete resection with a 
healthy margin, such as the dome 
and anterior bladder. Patients with 
hydronephrosis or other features 
concerning for T3 or T4 disease are 
poor candidates for partial cystecto-
my, and it should not be performed 
in those patients.  Critically, carci-
noma in situ must be excluded with 
modalities such as random biopsies 

with or without blue light cystosco-
py, as the presence of carcinoma in 
situ has been shown to drastically 
increase the risk of advanced re-
currence and progression.1,4 It is 
also important that these patients 
are evaluated preoperatively for 
adequate bladder function, as inad-
equate preoperative bladder capac-
ity could lead to quality of life im-
pairments after partial cystectomy 
that would necessitate completion 
radical cystectomy. Indications and 
contraindications for partial cystec-

tomy are summarized in the table.
In patients with solitary, less than 

3 cm, technically resectable tumors 
without concomitant carcinoma in 
situ or features concerning for T3 
or T4 disease, long-term oncologic 
outcomes between partial and rad-
ical cystectomy, including distant 
recurrence-free survival and cancer 
specific survival, have been shown 
to be relatively similar.5 Despite rel-
atively similar survival in appropri-
ately selected patients, the 5-year 
risk of recurrence after partial cys-

tectomy has been shown to be as 
high as 61%, with 16% ultimately 
undergoing completion radical cys-
tectomy, underscoring the need for 
close long-term cystoscopic surveil-
lance in these patients.4  

Given the risk of intravesical re-
currence and need for long-term 
surveillance, before committing a 
patient to partial cystectomy, sur-
gically or medically complex pa-
tients thought to be poor surgical 
candidates should be referred to a 
high-volume center and carefully 
evaluated for candidacy for radical 
cystectomy. Healthier patients who 
are hesitant to undergo radical cys-
tectomy should be counseled on and 
offered orthotopic and continent 
cutaneous reconstruction as well as 
nerve-sparing surgery when appro-
priate. Another option would be 
trimodality therapy with maximal 
transurethral resection of bladder 
tumor followed by external beam 
radiation therapy and radiation sen-
sitizing chemotherapy, which is an 
alternative bladder preserving op-
tion with similar eligibility criteria, 
and can also be used in patients with 
multifocal tumors and tumors in lo-
cations inaccessible to partial cystec-
tomy, as long as they are completely 
resectable transurethrally. While 
a recent study of the Surveillance, 
Epidemiology, and End Results 
program database found improved 
overall survival with partial cystec-
tomy relative to trimodality therapy, 
with a hazard ratio of 0.72,6 there is a 
paucity of high-level evidence com-
paring these treatment options, and 
currently the AUA guidelines rec-
ommend trimodality therapy as the 
preferred bladder preserving thera-
py option.3  

Bilateral pelvic lymphadenec-
tomy at the time of partial cystec-
tomy for invasive bladder cancer 
has been shown to improve can-
cer-specific mortality and should 
be performed in all patients under-
going this procedure.7 Despite this, 
concomitant pelvic lymphadenec-
tomy is performed in only 50% of 
partial cystectomies, highlighting a 
particular area of need for educa-
tion and improvement.7 Cisplatin 

Figure 1. Intraoperative photo of minimally invasive partial cystectomy prior to excision.

Figure 2. Intraoperative photo of minimally invasive partial cystectomy after excision.

Arrow-right Continued on page 13
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based neoadjuvant chemother-
apy should also be administered 
when medically feasible, as it has 
been shown to improve advanced 
 recurrence-free survival with a haz-
ard ratio of 0.18 (p=0.03), although 
an impact on overall survival was 
not seen.4 

The use of partial cystectomy for 
urachal adenocarcinoma is much 
less controversial, with partial cys-
tectomy representing the first line 
treatment option for urachal ade-
nocarcinoma in patients where a 
complete resection is feasible, with 
equivalent long-term oncologic 
outcomes to radical cystectomy.8 
The use of partial cystectomy for 
other non-urothelial bladder ma-
lignancies including non-urachal 

adenocarcinoma, squamous cell 
carcinoma and neuroendocrine 
carcinoma has been associated 
with higher cancer-specific mortal-
ity relative to patients undergoing 
partial cystectomy for urothelial 
carcinoma, with a hazard ratio of 
1.4.9 While this is likely more at-
tributable to the aggressiveness of 
these disease processes than the 
surgical approach, given the poor 
prognosis associated with variant 
histologies, the use of partial cys-
tectomy or other bladder sparing 
treatment modalities should be 
avoided whenever possible in these 
patients.  

Overall, partial cystectomy is an 
option for select patients with inva-
sive bladder cancer who are poor 

candidates for or are unwilling to 
undergo radical cystectomy and 
have a less than a 3 cm, solitary tu-
mor in a resectable location with-
out carcinoma in situ or features 
concerning for T3 or T4 disease 
and who have appropriate bladder 
function. It is important to note, 
however, that despite only 6%–
10% of patients with invasive blad-
der cancer meeting these qualifica-
tions, it has been demonstrated that 
up to 18%–20% of patients needing 
extirpative surgery for bladder 
cancer undergo partial cystecto-
my,2 indicating that many of these 
patients are likely poor candidates 
for partial cystectomy and at risk 
for adverse oncologic outcomes. 
It is critical that urologists under-

stand when and for whom partial 
cystectomy is the correct treatment 
choice. STOP
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Table. Indications and contraindications for partial cystectomy

Indications for Partial Cystectomy Contraindications to Partial Cystectomy

Poor surgical candidate/unwilling to undergo cystectomy Medically fit/willing to undergo cystectomy 

Solitary tumor Multifocal disease

Tumor <3 cm Large tumor >3 cm

Resectable location Carcinoma in situ

Urachal adenocarcinoma Poor bladder capacity/function

Hydronephrosis 

T3/T4 disease

Tumor in location inaccessible to resection

Variant histology other than urachal adenocarcinoma 

WHEN AND FOR WHOM IS PARTIAL CYSTECTOMY THE CORRECT TREATMENT CHOICE?
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Closing the Gender Gap in Urology
Megan Prunty, MD
Case Western Reserve University School of Medicine, 
Cleveland, Ohio  
Urology Institute, University Hospitals Cleveland 
Medical Center, Ohio

Laura Bukavina, MD, MPH
Case Western Reserve University School of Medicine, 
Cleveland, Ohio  
Urology Institute, University Hospitals Cleveland 
Medical Center, Ohio  
Fox Chase Cancer Center, Philadelphia, Pennsylvania

The proportion of female med-
ical students in the United States 
is increasing, and for the last 2 
years women have comprised the 
majority of all medical students.1 
Coinciding with the increase in 
female medical students, the pro-
portion of female urology trainees 

has also steadily increased. Despite 
this, women remain a minority of 
urology trainees and staff.2 At our 
current pace, it will take 56 years 
to close the gender gap in urology.3 
This begs the question, what can 
we do to close the gender gap in 
our field? 

The earliest first point of in-
tervention will be to correct the 
mistaken rhetoric that urologists 
primarily treat men and that men 
should primarily be treated by 
men. On a personal level, this was 
a platitude that we heard repeated-
ly as medical students, said not by 
urologists but by physicians of oth-
er specialties. Our initiatives must 

begin with a wide range of edu-
cation practices aimed at medical 
students to help them understand 
the breadth and depth of our field. 
By promoting inclusivity of female 
medical students, we can expedite 
growth. It is not enough to passive-
ly await parity in our field as we 
wait for the increased number of 
female medical students to mature 
into practicing urologists and even 
longer for them to become leaders 
in our field. 

Although women make up a mi-
nority of urologists (currently 9.9% 
of practicing urologists), this dis-
parity is even greater in academic 
urology.2 Barriers to success in aca-

demic practice occur at every step 
of the promotional ladder. For ex-
ample, a critical metric of academic 
success is publication in academic 
journals. Even though women have 
steadily increased their presence in 
academic writing, they are trailing 
behind their male counterparts in 
senior/last author roles, which sug-
gests a failure to progress to lead-
ership roles.4 Similarly, women 
are less likely to serve on journal 
editorial boards, which leads to a 
less equitable peer review process.5 
A double-blinded peer review 
process (with blinded editors and 

Arrow-right Continued on page 14
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 reviewers) would potentially lessen 
this disparity. 

Institutional policies aimed at 
recruitment, promotion and reten-
tion of women are lacking in 40% 
of academic institutions.6 Given 
that women’s advancement in ac-
ademic medicine has historically 
occurred more slowly than men’s, 
programs aimed to help advance 
the careers of women through re-
cruitment, retention and promotion 
are essential, and can be aimed at 
5 levels based on social ecological 
models: individual, interpersonal, 
institutional, academic communi-
ty and policy (fig. 1).7 Initiatives 
that promote sponsorship of other 
women in academics are known 
to speed the process of career ad-
vancement for women, and these 
initiatives can start at the level of 
the medical student and continue 
throughout the academic career.8 

Writing about the gender gap 
in urology can often have grim 
undertones. However, thought 
leaders in the field of urology are 

taking gender diversity serious-
ly. In the past year alone, there 
have been important steps toward 
gender equity that are worthy of 
recognition. We have seen the 
promotion of several highly qual-
ified surgeons to the title of Chair 
of Urology. Dr.  Larissa  Rodríguez 
and Dr.  Kathleen Kobashi have 
joined the elite few female Chairs 
and have certainly proven them-

selves to be exemplary leaders, 
paving the way for others. In July 
2021, the American Board of 
Urology implemented new paren-
tal leave policies, to guarantee a 
minimum 6-week parental leave. 
Providing nongendered leave is 
a huge step toward gender parity 
among trainees, while holding all 
training programs accountable for 
these policies. This year, we also 
saw the phenomenal success of 
the Women in Urologic Oncology 
meeting and the inaugural Women 
in Pediatric Urology meeting, em-
bedded within the respective sub-
specialty meetings (fig. 2). Final-
ly, the editors of European Urology 
committed to maintaining gender 
equity among panels and provid-
ed guidelines for other urologists 
to do the same.9 These institution-
alized moves normalize the goal 
of gender equity and are greatly 
appreciated by women in urology.

This year has seen incredi-
ble growth and potential for the 
 development of women as future 
thought leaders in urology. While 
there is still work to be done, com-
mitting to actionable changes could 
further our efforts for gender equity 
even more. As such, we challenge 
all of our colleagues and friends in 
the field to sponsor women at all 
stages and promote gender-diverse 
authorship, even if that requires 
reaching outside of your circle of 
colleagues. STOP
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“ Providing 
nongendered 
leave is a huge 
step toward 
gender parity 
among trainees, 
while holding all 
training programs 
accountable for 
these policies.”

Figure 1. Social ecological model for recruitment, promotion and retention.

CLOSING THE GENDER GAP IN UROLOGY
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Figure 2. Women in Urologic Oncology meeting at the Society of Urologic Oncology in 2015 (left) and 2022 (right).
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The Legacy of the R. Frank Jones Urological Society
Linda L. McIntire, MD
Ann Arbor, Michigan

In Rev. Dr. Martin Luther King, 
Jr.’s sermon, “The Death of Evil 
upon the Seashore” given at the 
Cathedral of St. John the Divine in 
New York City on May 17, 1956, 
Dr. King stated, “Change does not 
roll in on the wheels of inevitabili-
ty, but comes through continuous 
struggle.”1 It is with this sentiment 
that Richard Francis (R. Frank) 
Jones, MD worked tirelessly to 
increase the numbers of African 
American urologists (fig. 1). 

In an article written by Dr. Jones, 
he chronicles the life of the first Af-
rican American urologist, whose 
name was Dr. Milton Augustus 
Francis. Dr. Francis was an assis-
tant to Dr. Harry Atwood Fowler 
(a trainee of Dr. Hugh Hampton 
Young at Johns Hopkins Univer-
sity). Dr. Francis had served as an 
assistant to Dr. Fowler from 1908 to 
1917. From 1917 to 1922, when Dr. 
Fowler left to serve in World War I, 
Dr. Francis was the acting chief of 
the Genitourinary Service at Freed-
man’s Hospital in Washington, D.C. 
In 1922, Dr. Fowler named a new 
urology graduate, Dr. T. C. Thomp-
son (from George Washington Uni-
versity School of Medicine), as chief 
of the Urology Service. Dr. Francis 
remained in a clinical role at Freed-
man’s Hospital. Dr. Jones was an in-
tern for and later an assistant to Dr. 
Francis and learned the art of prac-
ticing urology from Dr. Francis at 
Freedman’s Hospital between 1922 
and 1929. In 1933, an opportunity 
arose for Dr. Francis to become a 
urology instructor and Chief of the 
Division of Urology. Dr. Francis de-
clined and promptly gave the posi-
tion to Dr. Jones. In 1959, Dr. Fran-
cis instructed Dr. Jones to give his 
savings of $96,400 to the Howard 
University College of Medicine for 
student loans and scholarships.2

In 1936, Dr. Jones became the 
first African American to become 
board certified in the specialty of 
urology. Later in 1947, the Urolog-
ic Training Program at Freedman’s 
Hospital was officially approved 
with Dr. Jones as the Director. 
Before his retirement in 1970, Dr. 
Jones’s crowning achievement 
was training 26 African American 

urological surgeons.3 The Afri-
can American urological society, 
known as the R. Frank Jones Uro-
logical Society (RFJUS), is aptly 
named in his honor (fig. 2).

As time passes, the struggle to 
train more African Americans in 
urology continues. In the 2020 
AUA Census, only 2.1% of practic-
ing urologists identified as African 
American (fig. 3). The 3-year mov-
ing average of African American 
urologists has been consistently 
low (fig. 4). As Ghanney-Simons et 
al illustrate in their article, “Trends 
in the Racial and Ethnic Diversity 
in the US Urology Workforce,” at 
each stage of the educational pipe-
line from high school to urology fac-
ulty, there is a dwindling number of 
African American candidates.4 In 
opposition to the declining num-
bers of African American urolo-
gy candidates, there is a projected 
increasing number of the United 
States population who identify as 
African American. Currently, Af-
rican Americans represent roughly 
13% of the U.S. population, but with 
every successive decade there is a 
0.6% to 0.9% increase of Americans 
who identify as  African American 
(fig. 5). The statistics represent a 
widening of health care disparities 

for African Americans by several 
mechanisms. First and foremost, 
URiM (Underrepresented in Med-
icine) physicians tend to practice in 
underserved communities and take 
an active role in combating health 
care disparity. Second, URiM phy-
sicians potentially have increased 
cultural competence which can 
translate into increased patient 
compliance, thus tending toward 
better health outcomes.5 Third, a 
diverse health care team is more 
likely to make better decisions re-
sulting in better outcomes.6

One of our major objectives as a 
society to help decrease health care 
disparity is to provide mentorship 
and support for African American 
students who desire to become 
urologists. We accomplish this goal 
via our SAMC (Social Action Me-
dia Committee) and our alliances 
with organizations that provide 
mentorship for African American 

students, such as the R. Frank Jones 
Interest Group. In the SAMC, stu-
dents (high school to urology resi-
dents) are paired with existing Afri-
can American urology faculty. The 
students interview the faculty and 
then post their interviews on our 
social media platforms. Our goal 
is for the students to develop rela-
tionships with urology faculty that 
can be impactful and productive. 
RFJUS also hosts an annual resi-
dency research forum that allows 
African American medical students 
and urology residents to present 
their research projects.

RFJUS advocates for aggressive 
directives, policies and  programs 
to address the lack of diversity in 
urology. In addition to establishing 
and supporting urology training 
programs at historically Black med-
ical colleges, RFJUS  encourages 

Figure 1. Richard Francis (R. Frank) Jones, MD. 
Photo courtesy of the William P. Didusch Center 
for Urologic History.

Figure 2. RFJUS logo.

Figure 3. Percentage of African American urologists. MOE, margin of error.

Figure 4. Percentage of African American urologists from 2015 to 2020.

Arrow-right Continued on page 16



APRIL 2022   AUANEWS16

the AUA to endorse an AUA sec-
tion-led program that identifies 
URiM medical students interest-
ed in urology. Each AUA section 
would align with medical schools 
within their geographic areas and 
offer free membership to AUA so-
cieties, thus providing an introduc-
tion to urology. As each AUA sec-
tion builds a repository of URiM 
students interested in urology, 
URiM students could be provided 
with opportunities for structured 
mentorship, research and financial 
support for summer fellowships. 

The power of mentorship is 
clearly illustrated in the relation-
ship between Dr. Francis and Dr. 
Jones. The impact of creativity, 
persistence and dedication to med-
ical education compelled Dr. Jones 
to create a much-needed urology 
residency program, thus providing 
essential urology services to many 
deserving African American pa-

tients. In that vein, the dedicated 
efforts of RFJUS embody our con-
tinuous struggle for change. STOP
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Finding the Work-Life Balance as a  
Dual-Physician Family
Jeffrey Campbell, MD, MPH, FRCSC
Western University, London, Ontario, Canada

When planning a career in aca-
demic urology one of my mentors 
told me I needed to choose between 
being a researcher, a good clinician 
and an attentive contributor to my 
family. I was told, “You can only be 
great at 2 of the 3 because there just 
isn’t enough time in a day.” After 
really mulling over this concept, I 
realized that is totally inaccurate. 
In fact, the only way to be success-
ful in any one of those roles is to be 
equally great at all three!

I choose to look at the above 
roles as a collaboration as opposed 
to independent silos (see figure). 
All of these responsibilities inter-
connect, and the only way one can 
be good at each individual role is 
to be passionate for the others as 
well. You can be a great physician 
by exploring novel strategies to im-
prove patient care, advancing sci-
entific concepts through research 
and applying experiences as a part-
ner/parent to build rapport with 

patients.  You can be a great aca-
demic because you find time to lis-
ten, delegate and collaborate with 
peers, partners and colleagues, and 
develop new ideas based on patient 
and personal experiences. Finally, 
you can be a great parent/partner 
by loving your job as a urologist, 
however that may look, but also al-
locating time dedicated to personal 
and family interests. The common 
link to being successful is finding 
time for self-care. Although a rel-

atively small portion of each day, 
the center of this diagram is the 
most important. Find moments to 
relax, reflect and rejuvenate. I start 
my mornings with daily gratitude. I 
try to think of 3 things I’m grateful 
for that day: 1 from home, 1 from 
work and a bonus. The bonus is 
usually coffee. 

My wife and I are both busy 
physicians. We have 3 kids, limit-
ed family support and what feels 
like infinitesimal time while being 
pulled in a million different direc-
tions. We have molded our lives 
and schedules and found a balance 
that works. It might not work for 
everyone, but it works for us. Our 
type A personalities mean that this 
involves scheduling, lists and a 
plan for who is doing what, where 
and when. Importantly, our prior-
ities are each other first, our kids 
and then everything else. We share 
responsibilities, school pickups/
dropoffs, cooking meals and choos-
ing takeout for date night. Neither 
of our jobs is more important than 
the other. I’ve postponed surgical 

cases (or gotten them covered by 
colleagues) and clinic days to look 
after a sick child so that she can 
continue her day, and she’s done 
the same. 

I’m privileged in my position at 
Western University to have been 
given the opportunity to merge 
my roles. I’ve delved into qualita-
tive trans health care research after 
intriguing conversations with my 
sister-in-law and have collaborated 
with my wife exploring mindful-
ness-based therapy for sexual dys-
function and chronic pain. I try to 
be a role model for my children by 
demonstrating that 2 parents can 
work and share home responsi-
bilities and have executed Equity, 
Diversity, Inclusion and Decoloni-
zation initiatives for gender dispari-
ties in surgery because our children 
should grow up in a society that re-
spects equality.

I am by no means an expert on 
work-life balance. I don’t think any-
one is. I’ve missed family events 

Figure. The 3 domains for work-life balance.

Figure 5. Projected percentage of African Americans in the U.S. population.

THE LEGACY OF THE R. FRANK JONES UROLOGICAL SOCIETY
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because of work commitments, 
I’ve forfeited grant submissions 
because I was too overwhelmed, 
and I still have a manuscript from 
fellowship that needs to be com-
pleted. I find it especially ironic to 
be finishing this article 4 days af-
ter it was requested for submission 
because my wife was away taking 
a psychotherapy course for 3 days 
while I managed the kids. Some-
how, my partner and I have made 
it work, but it has been a steep 
learning curve. We can offer some 
tricks on ways to help find your 
own balance, but please take them 
with a grain of salt:
1. Block off personal/family time 

from your work schedule. Per-
sonally, I block between 5:00 
and 7:30 p.m. every weekday so 
I can enjoy dinner and bedtime 
routines with the kids.

2. Don’t make promises you can’t 
keep—don’t agree to a family 
dinner on a weekend you are on 
call, and don’t accept a deadline 
that you can’t meet.

3. Be present! Put away your phone 
when you get home with your 
family or while you are writing 
that conclusion for your manu-
script. Do one thing at a time.

4. Only commit to things you feel 
passionate about; otherwise, 
they will never get done.

5. Take random days off work, go 
out for lunch, pick up your kid 
from school, go shopping, read a 
book.

6. Don’t be afraid to ask for help—
with childcare, life tasks, difficult 
cases or grant preparation.

7. Recognize that you are replace-
able to everyone except your 
family, which is the reason they 
should maintain a top priority 
but also the motivation to be joy-
ful in your work.
Work-life balance looks dif-

ferent for everyone. For some it 
means working full-time, part-time 
or maybe not at all. Some move 
across the country for a “better 
job,” but others live next door to 
their childhood home. When re-
flecting on what work-life balance 
means I realize a true balance is 
different for everyone, and in the 
end, it is whatever brings you joy 
and makes you be the best you 
can be in every domain. Howev-
er, when it comes to the balancing 

act, the guilt is real! The guilt that 
you’re not seeing enough patients, 
that you’re not publishing enough 
papers or that you’re not spending 
enough time with family. In the 
end, you have to find what works 
for you, but it’s doable. There is a 
constant need to change priorities 

based on the day, and that is okay. 
It is also okay to put some things 
on the back burner and take care 
of yourself. After all, you can’t 
be a good partner, parent, clini-
cian and academic if you don’t 
spend some time just being a good 
 person. STOP

“ The common  
link to being 
successful is 
finding time for 
self-care.”

FINDING THE WORK-LIFE BALANCE AS A DUAL-PHYSICIAN FAMILY
Arrow-right Continued from page 16
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“We’ve Got a Long Way to Go, and a Short Time to Get 
There”
D. Robert Siemens, MD, FRCSC
Editor, The Journal of Urology® 
Queen’s University, Kingston, Ontario, Canada

For most readers of this special 
edition of AUANews, a focus on di-
versity, equity and inclusion (DEI) 
has become an important part 
of our clinical, educational and/
or leadership roles. Reflecting on 
DEI-related issues in my own life, 
I keep coming back to a song from 
Smokey and the Bandit. (For the astute 
reader, this late ‘70s classic movie 
reference would confirm that, yes, I 
am obviously an older, privileged, 
white male who has remotely cov-
eted a black Trans-Am). Although 
the movie is unlikely to hold up 
in 2022, the earwig line from Jer-
ry Reed’s song “East Bound and 
Down,”1 borrowed here for the ti-
tle of this article, speaks to me as 
anthemic. Although a bit reductive, 

it reminds me that DEI needs to be 
central in our leadership and or-
ganizational conversations. These 
conversations can lead to swift, 
meaningful change, but at the same 
time we need to understand that 
DEI efforts are not simply a prob-
lem we need to solve. We must 
acknowledge that a box cannot be 
checked to show that we have sat-
isfied some requirements. We must 
continually work to be better. The 
time to be better is now. 

In my role as Editor-in-Chief of 
The Journal of Urology® ( JU), I am 
acutely aware that DEI advance-
ments of The Journal must be em-
phasized as an overarching goal. 
The role of an editorial board of a 
premier medical journal is multi-
fold, beyond assuring timely and 
insightful peer review: acting as 
ambassadors of the profession, 
reflecting seriousness and quali-

ty, and identifying transformative 
trends in the specialty. Variety of 
experience, insight and opinion is 
therefore paramount. Furthermore, 
the lack of diversity of urologists 
in academic leadership positions 
is a strong driver of the well-doc-
umented disparity in our field.2 In-
volvement on editorial boards of 
academic journals has been shown 
to have a lasting impact on career 
development and trajectory. It is 
likely not surprising then to read-
ers that we have much room for 
improvement. As just 1 example, 
a recently published review of gen-
der disparity on editorial boards of 
major urology journals shows that 
only about 12% of editors in 2020 
were women.3  The authors identi-
fied some encouraging trends since 
2015 so that at least currently these 
rates approximate the percentage 
of U.S. women urologists. Howev-
er, a much higher representation of 
all equity-deserving groups in aca-
demic leadership positions such as 
editorial boards is required to for-
tify efforts in bridging the current 
diversity gaps of our specialty. I 
take this responsibility as an honor 
and understand that we have a lot 
of work to do. 

How are we on the JU Editori-
al Board, with the full support of 
the AUA and our Editorial Office, 
working together to improve the 
flagship journal in its approach to 
DEI? The Editorial Board com-
position of members itself is an 
obvious area for ongoing scruti-
ny. Working with Dr. Joseph A. 
Smith, Jr. over the last year, we 
have selected individuals to re-
place outgoing Editors who are di-
verse in terms of areas of special-
ty, geographical location, gender, 
race and age. In 2022, we invited 
6 Early Career Editors to join the 
Board. Four of them are assigned 
to work with the adult urology 
Associate Editors, 1 of them is as-
signed to the pediatrics team and 1 
is assigned to the Online Content 
Editors group. They review pa-
pers, assist in decision making and 
will attend various meetings of the 
Board. This opportunity is intend-
ed to offer early editorial training 
and mentorship and support these 

individuals to become leading se-
nior editors in the future.

Beyond the diversity of the Ed-
itorial Board itself, another initia-
tive envisioned by Dr. Smith is 
adoption of open peer review.4 Re-
search needs to be evaluated by a 
diverse pool of reviewers in order 
to provide a comprehensive and 
contextual assessment. We need 
to constantly find ways to engage 
and train peer reviewers and, rel-
evant to this conversation on DEI, 
we need to be intentional about 
including previously under-repre-
sented groups. Furthermore, pro-
cesses such as opening up peer 
review, despite some potential 
drawbacks, should help facilitate 
a wider, transparent and more in-
clusive discussion during the com-
plex curation of academic work.5 
Beginning with the April issue, 
you will see the online publication 
of these peer review reports for 
all accepted papers. The reports 
will include the names of all con-
tributing editors, statisticians and 
consenting reviewers in aggregate. 
I worked with Dr. Smith on this 
for the year before I assumed my 
role of Editor-in-Chief, and our 
goals for launching this initiative 
were simple but clear: transpar-
ency, fairness, quality. In the few 
short months since beginning open 
peer review, our reviewer decline 
rates have remained steady, a high 
percentage of our reviewers are 
agreeing to the publication of their 
names and only a handful of re-
viewers have reached out with con-
cern. Another hope is that these re-
views will be used as learning tools 
to allow early career researchers to 
understand the process that led to 
successful publication. 

The accessibility of journal con-
tent is something I think about 
frequently. JU offers open access 
publishing licenses for our authors, 
and we know that these articles, by 
virtue of their permanent space in 
front of the paywall, are accessed 
much more often. In January 2023, 
JU will be very supportive of the 
newest member of the AUA pub-
lications family, JU Open Plus. 

Nouvelle-Orléans
L'AMOUR DE LA

(The Love of New Orleans)
A Night to Benefit the Urology Care Foundation

P urchase tickets 
through AUA2022 registration or at

 UrologyHealth.org/Benefit

Proceeds will benefit the Urology Care Foundation’s Research  
and Patient Education and Humanitarian Programs.

Friday, May 13, 2022
The Riverboat Louis Armstrong
The Riverboat does not cruise the Mississippi, but will remain 
dockside for the entire evening.
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The Middle East Female Urologist: How Far  
Have We Come Today?
Reem Albareeq, MD, AFRSCI, CABU
Salmaniya Medical Complex, Manama, Bahrain

Batool M. Turki, MD
Salmaniya Medical Complex, Manama, Bahrain

Female urologists have steadily 
increased in the urology work-
place, representing 10.3% of the 
workforce in 2020.1 Urology 
has long been a male-dominat-
ed specialty. With the greater 
demands from female patients 
to be treated by the same gen-
der and greater interest from fe-
males to enter this field, we can 
see a change in the numbers of 
female urologists.

However, where does the Mid-
dle East region stand in regard to 
female urologists? There is an ev-
ident lag behind other countries, 
although the need for female urol-
ogists is high.

Culturally, female patients are 
reluctant to seek help from male 
doctors and even more so if it 
pertains to any urological issue. 
To discuss symptoms or be ex-
amined by a male doctor is diffi-
cult. That is the main reason why 
many women do not seek medi-
cal attention for urinary inconti-
nence or even urinary infections. 
Religious and cultural restric-
tions play a major role, so they 
suffer in silence.

Breaking the barriers to change 
a male-dominated department is 
difficult in Arab countries. There 
are several obstacles to over-

come. I draw from my own ex-
perience, where I had several op-
posing peers and training faculty 
who continually tried to change 
my mind about my career choice. 
And still to this day, I tackle 
 being undermined for the mere 
fact that I am female although I 
am a senior consultant in my re-
spected field of Endourology & 
Urogynecology.

However, even with these obsta-
cles, women such as myself have 
overcome these issues and entered 
into this specialty. Although there 
may be unsupportive colleagues, 
there are those who encourage the 
expansion of female urologists, 
such as my mentor, Professor Du-
razi, andrology consultant. With 
his guidance, I achieved my urolo-
gy board qualification and became 
the first female urologist in Bahrain 
and the Arabian Gulf.

This step has encouraged oth-
er countries nearby to follow suit. 
After contacting the ministries of 
health of each country, the coun-
tries with the most female urolo-
gists were Iran, Turkey and Egypt. 
However, there are many coun-
tries such as Oman, UAE and Qa-
tar who still have small numbers, 
comparatively, to their female 
population (see table).

In Bahrain, we have been fortu-
nate to have 2 other female urolo-
gy candidates after I had complet-
ed my qualification. This indicates 
a change in policy and views in 

our department. However, we all 
still face daily obstacles as female 
doctors in a Muslim community, 
where males are reluctant to be 
treated by females if dealing with 
sexual dysfunction or the basic uro-
logical examination.

With the number of female urolo-
gists growing in this region, we need 
to collaborate and form a communi-

ty together. I believe a unified group 
would enhance the patient care in 
the region, provide better training 
for residents and encourage more 
females to choose this specialty. STOP

1. American Urological Association: 2020: The 
State of Urology Workforce and Practice in 
the United States. 2021. Available at: https://
www.auanet .org/documents /research/cen-
sus/2020-State-of-Urology-Workforce-Cen-
sus-Book.pdf.

Table. Number of female urologists in the Middle East by country

Country No. Source

Bahrain 3 Ministry of Health/National Health  
Regulating Authority

Iran 23 Iran Urology Association

Iraq 5 Urologist community

Israel 35 Israeli Urological Association and the  
urologist community

Jordan 2 Ministry of Health

Kuwait 6 Kuwait Urology Board

Lebanon 2 Ministry of Health

Oman 0 Ministry of Health—No record

Qatar 1 Ministry of Health

Saudi Arabia 5 Saudi Urology Board

Syria 1 Ministry of Health

Turkey 14 Urologist community

UAE 1 Dubai Health Authority

Yemen 0 Ministry of Health

Egypt 13 Egypt Urology Association

Cyprus 1 Ministry of Health

Palestine 0 Ministry of Health

This Gold Open Access journal’s 
 content will be accessible to any 
reader across the globe. This access 
includes patients, doctors in other 
specialties, the press—anyone who 
wants to read our content. Because 
of its similar scope, an author who 
submits to JU or Urology Practice® 
will have the opportunity to port 
their submission easily to JU Open 
Plus. Furthermore, another peer-re-

viewed journal allows more authors 
to have their work seen and heard 
within the AUA portfolio and its 
power of dissemination. 

Initiatives such as this AUANews 
focus issue that offer open plat-
forms for honest discussion are 
also key to moving forward. I in-
vite our valued readers to engage 
with us about how JU can contin-
ue to improve. I encourage you to 

write Letters to the Editor, have 
in-person conversations with me 
at the upcoming AUA2022 annu-
al meeting or email me so we can 
engage about where we are missing 
the mark. Although we do have a 
long way to go, and a short time to 
get there, I know our community 
is ready to put in the hard work so 
that Urology is as inclusive and ac-
cessible as it can be. STOP

1. Reed J and Feller D: East Bound and Down. Hori 
Pro Entertainment Group, Universal Music Pub-
lishing Group 1977.

2. Han J, Stillings S, Hamann H et al: Gender 
and subspecialty of urology faculty in depart-
ment-based leadership roles. Urology 2017; 110: 
36.

3. Nguyen AX-L, Zorigtbaatar A, Bouhadana D et 
al: Gender disparity on editorial boards of major 
urology journals. Can Urol Assoc J 2022; http://
dx.doi.org/10.5489/cuaj.7690.

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

5. Pros and cons of open peer review. Nat Neurosci 
1999; 2: 197.
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Racial Differences in Prostate Cancer Treatment
Olutiwa A. Akinsola, MD
Vanderbilt University Medical Center, Nashville, 
Tennessee

Kelvin A. Moses, MD, PhD, FACS
Vanderbilt University Medical Center, Nashville, 
Tennessee

Racial disparities exist in every 
facet of our society, and medicine 
is far from an exception. Within 
oncology, we have seen that Black 
Americans have the highest death 
rate and shortest survival of any 
racial/ethnic group in the United 
States for nearly all cancers.1 Dr. 
LaSalle Leffall was one of the first 
to highlight this when he published 
the seminal paper “Alarming In-
crease in Cancer Mortality in the 
US Black Population” in 1973, in 
which he hypothesized that envi-
ronmental factors, and not race, 
were likely the cause of this dif-
ference.2 It is not the genetic dif-
ferences between races that drive 
different health outcomes, but the 
impact of the social and environ-
mental constructs of race on our 
society.

Within the field of urological 
oncology, we continue to see dif-
ferences in treatment received by 
Black men with prostate cancer 
compared to White men, and there 
are ample data showing that these 
differences in treatment are the pri-

mary driver for the variations we 
see in mortality. Underwood et al 
were among the first to show that 
Black and Hispanic men were less 
likely to receive definitive therapy 
when compared to White men.3 
Some groups have hypothesized 
that this difference was due to 
Black men being more likely to 
have a higher stage of prostate can-
cer upon presentation in compari-
son to White and Hispanic men.4 
In an answer to this hypothesis, 
Moses and colleagues found when 
comparing Black and White men 
with similar disease characteristics, 
Black men are more likely to re-
ceive no therapy at all or nonsur-
gical therapy for prostate cancer in 

comparison to White men.5

Simply knowing that these dis-
parities exist is not enough—it is 
time to enact productive change in 
order to combat these inequities.  
Concrete measures that our field 
could employ to tackle inequities 
in cancer treatment have been de-
scribed in detail.6 Improving access 
for underrepresented patients, in-
creasing diversity within the field 
and improving cultural competen-
cy all tackle different deficient areas 
that have the potential to improve 
outcomes for our patients. The is-
sue of access was also discussed by 
Carthon et al, who noted multiple 
studies have shown that Black men 
treated within the VA have simi-
lar outcomes to White men.7 This 
group also showed how commu-
nity-based education on prostate 
cancer is a way to improve shared-
decision making on screening and 
treatment. Increasing the number 
of practitioners of color in the pre-
dominately White field of urology 
can help to improve outcomes for 
all patients; a systematic review 
by Shen et al showed that racial 
concordance for Black patients 
improved aspects of communica-
tion during patient-provider inter-
actions. Lastly, increasing cultural 
competency within our institutions 

can help identify our implicit bias-
es, learn how these preconceptions 
affect our treatment of patients and 
find ways to combat these biases. 

Much of the work has been done 
to further elucidate the racial dis-
parities that exist within the field of 
urology and medicine as a whole. 
Now, the work comes down to 
enacting different ways to combat 
these disparities with the goal to 
ensure all patients, no matter their 
race, receive optimal care. STOP

1. American Cancer Society: Cancer disparities 
research highlights. 2022. Available at https://
www.cancer.org/research/acs-research-high-
lights/cancer-health-disparities-research.html#. 
Accessed February 8, 2022. 

2. Henschke UK, Leffall LD Jr, Mason CH et al: 
Alarming increase of the cancer mortality in 
the U.S. Black population (1950–1967). Cancer 
1973; 31: 763. 

3. Underwood W, De Monner S, Ubel P et al:  
Racial/ethnic disparities in the treatment of lo-
calized/regional prostate cancer. J Urol 2004; 
171: 1504.

4. Latini DM, Elkin EP, Cooperberg MR et al: 
Differences in clinical characteristics and dis-
ease-free survival for Latino, African Ameri-
can, and non-Latino White men with localized 
prostate cancer: data from CaPSURE. Cancer 
2006; 106: 789.

5. Moses KA, Paciorek AT, Penson DF et al: Impact 
of ethnicity on primary treatment choice and 
mortality in men with prostate cancer: data from 
CaPSURE. J Clin Oncol 2010; 28: 1069. 

6. Moses KA, Orom H, Brasel A et al:  Racial/
ethnic differences in the relative risk of receipt 
of specific treatment among men with prostate 
cancer. Urol Oncol 2016; 34: 415.e7.

7. Carthon B, Sibold HC, Blee S et al: Prostate can-
cer: community education and disparities in di-
agnosis and treatment. Oncologist 2021; 26: 537.

Women in Urology in India
Anita Patel, MCh, DNBE, FRCS
Global Hospital, and Endoskopik Klinik and 
Hospital, Mumbai, India

The year 1883 will always re-
main special to all Indian female 
doctors as this was when Dr. Anan-
dibai Joshi became the first Indian 
woman to be fully trained in the 
science of Western medicine. India 
has come a long way since then, 
and today almost 50% of medical 
admissions are secured by girls. 
However, female surgeons still 
 remain rare and female urologists 
even rarer. 

Urology was officially estab-
lished as a surgical subspecialty in 
India in 1961, culminating later in 
the formation of the Urological So-
ciety of India (USI).1 Dr. Lakshmi 

Sankaran was the first woman to 
be fully trained as a urologist in the 
late 1960s at Madras Medical Col-
lege. Today, USI is a strong body 
with 3,077 fully trained urologist 
members, but out of these only 
1.1% are women, a number much 
smaller compared to that in the rest 
of the world. 

There are 2 degree courses in 
India for urology: MCh (Magister 
Chirurgiae or Master of Surgery) 
and DNBE (Diplomate of Nation-
al Board of Examinations), and 
presently there are close to 100 
centers recognized separately for 
each of these across the nation.1 
Sadly, the number of female can-
didates enrolling for and qualifying 
as urologists is low and unpredict-

able. I qualified from the Depart-
ment of Urology at KEM Hos-
pital in  Mumbai  in 1991, and so 
far 5 women have qualified from 
this department since its incep-
tion in 1980. Interestingly, heads 
of 3 urology departments in the 
city of Mumbai when I qualified 
were women (Dr. Shobha Lal, Dr. 
Sulabha Punekar and Dr. Vatsala 
Trivedi). The current head of the 
KEM Urology Department is also 
a woman (Dr. Sujata Patwardhan). 
All of these women have been truly 
inspirational. However, for a coun-
try of 1.4 billion people, the num-
ber of female urologists remains 
abysmally low. 

The reasons behind this could 
be multifactorial, from the widely 

prevalent belief that surgical spe-
cialties tend to be harsher physi-
cally with very little family time, to 
urology being a line mainly deal-
ing with male genitalia. A recent 
webinar-based survey (for which 
I was one of the contributors) re-
vealed that most female urologists 
felt guilty at not being able to give 
enough time to their family.2 I was 
privileged to be the editor of the 
quarterly newsletter of the West 
Zone chapter of USI in March 
2021, dedicated to female urolo-
gists, in which all of these issues 
were discussed from an Indian 
perspective.3 All authors expressed 
the opinion that the path may be 

“ It is not the 
genetic differences 
between races that 
drive different 
health outcomes, 
but the impact 
of the social and 
environmental 
constructs of race 
on our society.”
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 challenging but their male patients 
never felt awkward at being treat-
ed by a female urologist, which 
is indeed interesting considering 
India’s social dynamics. Though 
many older female urologists had 
accepted a career in “Female and 
Functional Urology” by default 
(as they attracted more female 
patients), the younger lot clearly 
showed a  preference toward ad-
vanced endourology as well as lap-
aroscopic-robotic work. 

The world is waking up to 
“manels” (all-male panels) and 
India is no exception. I recent-
ly talked about this issue at a hy-
brid annual national conference 
(USI 2022), and recommendations 
unique to India were made to cir-
cumvent and eventually eradicate 
urology manels. The main recom-
mendation was, of course, to edu-
cate girls and encourage them to 
take up higher studies in scientific 
subjects.

I was born into a medical family 
with Dr. Sharad Bapat (renowned 

urologist and past-president of the 
USI) as my father,  a role mod-
el and a mentor. I have had very 
supportive colleagues, junior 
and senior, and at no stage have 
I  received differential treatment 
from them because of my gender. 
Of course, I had my share of the 
occasional male patient viewing 
me with skepticism and calling me 
a sister (meaning a nurse) rather 
than a doctor. My outpatient de-
partments during my training in-
variably had this never-ending line 
of female patients hoping I would 
wield this magic wand and cure 
them of all ills…from headache to 
acidity to ingrown toenails and, of 
course, urinary tract infections and 
the works.

I believe it is the responsibility 
of the male urologist community 
to become the ideal colleagues, 
teachers and mentors, and to cre-
ate a gender-neutral and equal 
space. The best time to encourage 
more women to take up urology is 
at the start of their surgical train-

ing, where faculty from urology 
departments can address them. 
Urology is indeed a unique specialty— 
offering great variety from open to 
laparoscopic-robotic surgery, to 
endourology, with several subspe-
cialty options—and I believe it is 
ideally suited for women. Almost 
all  emergencies can be dealt with 
by inserting a tube by the appro-

priate route in the urinary tract, 
and one is unlikely to be disturbed 
in the middle of the night to ex-
plore a patient (the most attractive 
part of this specialty). I sincerely 
hope more women take up urolo-
gy in India and across the world. I 
congratulate the AUA for coming 
out with this newsletter dedicat-
ed to Diversity and Inclusion in 
Urology. 

I wish to thank Dr. Ravindra Sab-
nis (USI President), Dr. Keshavamur-
thy Ramaiah (USI Secretary) and  
Dr. Prashant Mulawkar (West Zone 
USI Secretary) for their invaluable help 
in putting together facts and figures for 
this article. STOP
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Orchid and Its Impact on Women Urologists in Brazil
Maria Claudio Bicudo, MD, PhD
Centro Universitário FMABC, Santo André, Brazil

Historically, urology has been a 
male-dominated surgical specialty. 
In 2020, according to the Socie-
dade Brasileira de Urologia (SBU) 
database, there were 4,621 male 
and 125 female board-certified 
urologists (37:1 male-to-female ra-
tio). Currently, among residents in 
urology, there are 53 women out 
of a total of 542 residents. We have 
reached this new trend due to ef-
forts from SBU leadership and pos-
itive influences from world leaders 
including the AUA.

Dr. Nancy Denicol paved the 
way as one of the first female urol-
ogists in Brazil. In 2012, a pilot 
plan began to increase recruitment 
of female urologists in Brazil. In 
2015, a WhatsApp group called 
“Orchid” was formed to provide a 
fast communication, support and 
information platform for Brazilian 
female urologists (BFU). In 2018, 

the SBU officially created the 
BFU council. Since then, oppor-
tunity and visibility were given to 
women on the board, committees, 
departments, social networks, 
campaigns and scientific program-
ming of the SBU. 

In 2020, a survey demonstrat-
ed that from a total of 129 BFU 
the average age was 37.2 years 
(27 to 68). Notably, 43 (33.3%) 
women were from São Paulo, 19 
(14.7%) were from Rio de Janei-
ro and 13 (12.4%) were from Rio 
Grande do Sul. Ninety (69.75%) 
were board-certified urologists, 38 
(29.45%) were urology residents 
and 1 was a retired urologist. A 
total of 18.6% have been in prac-
tice for >10 years, 17% for 5 to 10 
years and 16.3% for 2 to 5 years, 
which shows an improvement in 
the latest years.

Surprisingly, 84% of BFU were 
in general urology, 63% in lithiasis, 
62% in voiding dysfunction, 58% in 
female urology, 47% in uro-oncolo-

gy, 30% in andrology, 24% in pedi-
atric urology, 21% in robotics and 
laparoscopy, 16% in reconstructive 
surgery, 10.8% in transplantation 
and 1% in urodynamics. 

The orchid, a symbol of beau-
ty, grace and resilience, was trans-
formed into a pin that was dis-

tributed to all female urologists in 
Brazil. Orchid started from con-
versations more than a decade 
ago, and we thank the AUA (Drs. 
Fernando Kim, Robert Flanigan, 
Gopal Badlani, Manoj Monga and 
John Denstedt), SBU leadership 
(Drs. Archimedes Nardozza, Jr., Se-
bastião Westphal, Antonio Carlos 
Pompeo, Alfredo Canalini, Roni 
Fernandes and Karin Anzolch) and 
the Society of Women in Urology 
(Drs. Suzette Sutherland and Angie 
Smith) for endorsing the group and 
the Orchid pin.

The mission of the group is to 
support and promote women in 
urology in Brazil, and clearly there 
has been an increase in the latest 
years in associative positions and 
conferences all over the country. 
We hope to inspire women all 
around the world to be represent-
ed and recognized as contributing 
members of the world urological 
community. STOP
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In the corporate world, it is in-
creasingly clear that organizations 
with a diverse and inclusive work-
force have improved levels of per-
formance and innovation.1 Health 
care is no different. Studies have 
shown that increasing the diversi-
ty, equity and inclusion (DEI) of 
employees within health care is 
associated with improved patient 
outcomes, reductions in health dis-

parities and potential health care 
cost savings.2 Within our field, the 
AUA Diversity and Inclusion Task 
Force has been tasked with identi-
fying actionable steps to improve 
DEI in urology. Current census 
projections predict that by 2044, 
the majority of the United States 
population will belong to a minori-
ty group other than non-Hispanic 
White. Yet data show an opposite 

trend, with a decline in underrep-
resented minority (URM) candi-
dates in medicine matriculating 
into a urology residency.4 While 
multiple stakeholders will be in-
volved in developing DEI initia-
tives, an important platform that 
can disseminate and accelerate the 
changes we yearn to see is  social 

Table 1. Organizations and communities involved in promoting DEI initiatives on social media

Society/Community Title Mission Social Media Platforms Relevant Hashtags
The Student National Medical Association 
(SNMA)

https://snma.org/

•  Support underrepresented minority (URM) medical 
 students

•  Addressing needs of underserved communities 
•  Increasing culturally competent physicians

•  Facebook: Multiple SNMA regional and 
medical school-based chapters

•  Twitter: @SNMA, @SNMA_MAPS
•  Instagram: @snma_official

#snma

The Latino Medical Student Association 
(LMSA)

https://national.lmsa.net/

•  Empowering current and future physicians through 
service, mentorship, education

•  Education to advocate for improved health of Hispanic 
& Latina/o/x community in the U.S.

•  Provide community for Latino medical students

•  Facebook: Multiple LMSA regional and 
medical school-based chapters

•  Twitter: @LMSANational
•  Instagram: @lmsanational

#lmsa

National Medical Association

https://www.nmanet.org/

•  Oldest national organization representing African 
American physicians and their patients in the U.S.

•  Facebook: @NationalMedAssn
•  Twitter: @NationalMedAssn
•  Instagram: @nationalmedassn

#NMA1895

R. Frank Jones Urological Society

https://blackurologistssociety.org/

•  Support Black American Urologists in efforts to care 
for patients, goal to reduce health care disparities for 
Black people with urologic conditions

•  Facebook: R. Frank Jones Urological  
Society; @BlackUrologists

•  Twitter: @rfrankjones_uro
•  Instagram: @rfjonesurologicalsociety

 

Society of Women in Urology, Inc.

https://swiu.org/home.aspx

•  Support women in urology by providing networking 
and resources for women urologists

•  Diversifying the urology workforce by advancing wom-
en in urology

• Facebook: Society of Women in Urology 
- SWIU page 
•  Twitter: @SWIUorg
•  Instagram: @swiuorg

#equity
#UrologyisFemale

Michigan Urology Academy (MUA)

https://medicine.umich.edu/dept/urology/ 
education/medical-students/michigan- 
urology-academy-mua

•  University of Michigan urology department program 
established to increased diversity in urology  
particularly among URM and individuals from  
disadvantaged backgrounds

•  Twitter: @UMichUrology Common Twitter hashtags associated 
with promotion of the program:  
#UroSOME #DEI #URMinUrology 
#MUA20 #MUA21

UroVersity

https://medicine.umich.edu/dept/urology/
uroversity

•  University of Michigan pipeline initiative to connect 
first year medical students with mentors in urology  
to increase exposure to the field

•  Twitter: @UroVersity_UM #UroVersity

UCSF  UReTER (UnderRepresented Trainees 
Entering Residency) mentorship program

https://urology.ucsf.edu/UReTER#. 
Yg7F5u7MJAc

•  UCSF urology department mentorship program that 
includes urology residents across the US to connect 
residents with applicants who are URM

•  Twitter: Previously posted under  
@UCSFUrology

#UCSF_UReTER

LatinX in Urology •  Online community through Twitter to unify the  
LatinX in urology community

•  Twitter: @LatinXUro  

Urologists for Equity •  Online community through Twitter to promote DEI in 
urology through advocacy, sponsorship, scholarship 
and engagement

•  Twitter: @UroForEquity  

I_look_like_a_surgeon •  Online community through Instagram with curated 
content celebrating female surgeons

•  Instagram: @i_look_like_a_surgeon 
Related content: Instagram: @scalpeltoher

#ilooklikeasurgeon

Black Men in White Coats

www.blackmeninwhitecoats.org

•  Movement established to support young African 
American men and boys who dream to become med-
ical doctors

•  Facebook: @BlackMenInWhiteCoats
•  Twitter: @TeamBMWC

#blackmeninwhitecoats

Urology Unbound: Urology Interest Group

https://urologyunbound.org/

•  Committed to recruiting, retaining, and promoting 
Black urologists and increasing diversity in urology

•  Facebook: @urologyunbound
•  Twitter: @UroUnbound_IG
•  Instagram: @urologyunbound

 

UroSoMe •  International group of urologists and trainees interest-
ed in utility of social media in urology

•  Twitter: @so_uro #UroSoME

Arrow-right Continued on page 23
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media networks. In this article we 
discuss how social media have 
been used to increase awareness 
of DEI, how various societies and 
institutions are using them as a tool 
for change, and discuss the grow-
ing body of peer review literature 
on these topics. 

Use of Social Media to 
Increase Awareness of 
DEI 

Social media can be an import-
ant vehicle for the promotion and 
execution of DEI initiatives. In a 
study evaluating the use of Twit-
ter chats to increase awareness of 
studies discussing gender equity 
issues in medicine, it was found 
that this improved the impact of 
the articles as measured by the 
Altmetric score, and significantly 
increased the number of down-
loads and readership.5 Twitter led 
to a robust discussion with crowd-
sourcing of ideas for addressing 
gender equity issues. The role 
of public outreach and DEI re-
cruitment strategies in academic 
science through social media has 
not only been encouraged, but it 
has also been suggested that these 
engagement activities should have 
weight in merit, tenure and pro-
motion assessments for academic 
physicians.6 Increasingly, social 
media strategy will be an import-

ant lever for academic institutions 
and programs as they advance ini-
tiatives focusing on DEI. 

What Are Societies and 
Institutions Doing to 
Promote DEI through 
Social Media?

Multiple specialties have been 
trying to understand how to best use 
social media to diversify the work-
force pipeline. Recently, the Journal 
of the American College of Radiology 
published an article on leveraging 
social media for DEI recruitment.7 
During the 2020 virtual application 
cycle for radiology, more than 50% 
of programs used social media for 
highlighting, advancing and pro-
moting DEI initiatives. 

Some urology residency pro-
grams have embraced this by 
establishing new initiatives to 
promote DEI. Most of the recruit-
ment for these endeavors has oc-
curred on social media, allowing 
accessibility for prospective URM 
urology applicants to engage re-
gardless of geography, cost con-
siderations or other limitations. 
One example is the University 
of California–San Francisco’s 
(UCSF) UReTER (UnderRep-
resented Trainees  Enter ing 
Residency) mentorship program  
(@UCSFUrology) that connects 
urology residents across the coun-

try with URM applicants. 
The Michigan Urology Acad-

emy (#MUA21) and UroVersity  
(@UroVersity_UM) programs, devel-
oped by the Department of Urolo-
gy at the University of Michigan, 
have also tried to address URM re-
cruitment. Preliminary data on who 
is participating in these efforts are 
promising. Activity on Twitter for 
the Michigan Urology Academy 
this year led to more than 43,000 
impressions. Candidates included 
52% women, 43% Black/African 
American, 12% Hispanic/Latinx 
and 17% multiracial/-ethnic indi-
viduals. Importantly, 51% of these 
candidates did not have a home 
urology program for mentorship, 
showing how important this virtual 
outreach can be to promote diverse 
candidates toward successful entry 
into urology. Table 1 provides a list 
of relevant organizations, both out-
side and within urology, that have 
taken an active role in creating vir-
tual communities to promote DEI 
through social media. 

Peer-Reviewed Literature 
on DEI in Urology

As noted by this special edi-
tion, the AUA Publications Office 
is committed to raising awareness 
of DEI initiatives in our field. The 
Journal of Urology® is the number 1 
urological journal on Twitter, with 
over 36,000 followers. It therefore 

has a prominent role in disseminat-
ing peer-reviewed content through 
social media. Table 2 highlights re-
cent studies focused on diversity, 
equity and disparities published in 
@JUrology and @UrologyPractice. 
All of these articles have been pro-
moted through the journals’ social 
media channels, where access to 
articles is free for the first 60 days 
after publication. These efforts in-
crease media attention and citation 
of journal content.8

In a recent study, Loeb and col-
leagues assessed how the urological 
community responded on Twitter 
to the hashtag #ILookLikeAUrolo-
gist, which has been used to encour-
age greater female representation 
in urology.9 In their study period, 
this hashtag was used in over 3,600 
tweets by 1,348 unique contribu-
tors from 35 countries, reaching a 
large global audience with over 8 
million impressions. An analysis 
of these tweets determined gen-
der was the most common theme; 
however, other saliant themes in-
cluded personal narratives, opin-
ions and camaraderie. Studies like 
this lay the framework for investi-
gating causal relationships between 
online DEI content and real-world 
implications. 

Conclusions
Social media are an increasingly 

important communication tool for 
advocacy, education and building 
a sense of community. As programs 
move from discussion to enact-
ing change, future work will assess 
whether engagement in social me-
dia translates to improved diversity 
across gender, race, ethnicity and 
other demographic characteristics. 
Importantly, there has to be great-
er rigor in evaluating the benefits 
and pitfalls of using social media for 
DEI initiatives. In particular, social 
media can tend to propagate what 
is popular, and sometimes only the 
loudest voices get noticed. Howev-
er, it is our belief that social media 
can be a great “leveler”—providing 
access and encouragement for med-
ical students who may not necessar-
ily consider urology to be a home 
for them. Future work has to iden-
tify metrics to determine success, 

Table 2. Recent peer-reviewed articles on diversity-related issues in @JUrology and @UrologyPractice

Article Name Web Link to Access Article

Representation in Online Prostate Cancer Content Lacks Racial and Ethnic  
Diversity: Implications for Black and Latinx Men

https://doi.org/10.1097/JU.0000000000002257

Socioeconomic Factors, Urological Epidemiology and Practice Patterns https://doi.org/10.1097/JU.0000000000002406

Translating Patient-Centered Research into Educational Resources to Address 
Racial Inequities in Prostate Cancer

https://doi.org/10.1097/JU.0000000000002417

Race-Specific Trends in Prostate Cancer Screening and Presentation before  
and after the 2012 United States Preventive Services Task Force Statement

https://doi.org/10.1097/UPJ.0000000000000274

Lessons Learned: Social Determinants of Health Screening Pilot in 2 Urology 
Clinics

https://doi.org/10.1097/UPJ.0000000000000273

Development and Validation of Urological and Appearance Domains of the 
Post-Affirming Surgery Form and Function Individual Reporting Measure  
(AFFIRM) for Transwomen following Genital Surgery

https://doi.org/10.1097/JU.0000000000002141

The American Board of Urology: In Pursuit of Diversity, Equity, and Inclusion https://doi.org/10.1097/UPJ.0000000000000244

Disparities in Kidney Stone Disease: A Scoping Review https://doi.org/10.1097/JU.0000000000001846

A Comparison of Image-Guided Targeted Prostate Biopsy Outcomes  
by PI-RADS® Score and Ethnicity in a Diverse, Multiethnic Population

https://doi.org/10.1097/JU.0000000000001810

Finasteride Use and Risk of Bladder Cancer in a Multiethnic Population https://doi.org/10.1097/JU.0000000000001694
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and assess whether current efforts 
are resulting in a more diverse and 
inclusive workforce. This will help 
to clarify what methods work and 
what do not. This will allow our 
profession to focus resources on ini-
tiatives that make a lasting impact. STOP
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A Translational Health Services Research Approach  
to Racial Inequities in Prostate Cancer
Yaw A. Nyame, MD, MS, MBA
University of Washington, Seattle

The Surveillance, Epidemiolo-
gy, and End Result cancer registry 
has demonstrated a consistent and 
markedly higher rate of prostate 
cancer mortality among Black men 
in the U.S. since the 1970s.1  Black 
men are 80% more likely to be di-
agnosed with prostate cancer in the 
U.S. and twice as likely to die from 
prostate cancer as their non-Black 
male counterparts.1 This represents 
the widest racial inequity in can-
cer-related death in the U.S.2 Despite 
markedly higher rates of incidence 
and death, the lack of recommen-
dations to guide care among Black 
men has often been justified by a 
lack of level 1 evidence to support a 
targeted intervention. This is largely 
due to Black men being historically 
excluded and/or underrepresented 
in the most of the seminal trials in 
prostate cancer, where Black men 
have represented 3% or fewer of 
study cohort populations.3 The lack 
of representation in clinical trials 
influencing policy and guidelines is 
perhaps best exemplified in the U.S. 
Preventive Services Task Force’s lat-
est recommendation, which states 
that “it is problematic to selectively 
recommend [prostate specific anti-
gen]-based screening for Black men 
in the absence of data that support a 
more favorable balance of risks and 
benefit.”4

Various high-level qualitative sec-
ondary data analyses have demon-
strated that strategies such as ear-
lier screening5 and “equal-access” 
to high quality local therapy6,7 can 
reduce the large racial gap in pros-

tate cancer death. However, studies 
to evaluate how structural/social de-
terminant of equity (ie systemic rac-
ism, economic policies, public pol-
icies), social determinants of health 
and health services may improve 
prostate cancer outcomes for Black 
men in the U.S. remain scarce.  Ob-
taining evidence to support target-
ed interventions means the design 
of studies that do not simply aim 
to have representative samples of 
Black men, but instead studies that 
allow for robust comparative analy-
sis (ie comparable samples) or evalu-
ation of interventions in cohorts ex-
clusively comprised of Black men.  
If we hope to create high-quality 
evidence that thoroughly evaluates 
the benefits, harms, and costs of so-
cial and health interventions within 
specific populations then we must 
re-define what the standard is for 
the cohorts we build and study.

But how do we overcome a 
long-standing history of exclusion, 
distrust, experimentation and abuse 
of marginalized populations to cre-
ate equity for high-risk, marginal-
ized and often vulnerable popula-
tions like Black men with prostate 
cancer?  Recent translational health 
services research in bladder cancer 
has demonstrated a pathway for 
utilizing a community-engaged and 
patient-centered approach for trans-
lating patient and community pri-
orities for care into the design and 
execution of large multi-institution-
al clinical trials and clinical inter-
ventions.8,9  This approach, which 
utilizes relationships with cancer 
survivors, advocates and support 
networks, is built on the fundamen-
tal tenets of partnership, collabo-

ration and trust as the key drivers 
of identifying research priorities, 
designing clinical trial and research 
studies, and translating health ser-
vices interventions into clinical 
practice. This patient-centered ap-
proach to health services research 
also allows for survivors, advocates 
and support system members to be 
trained as community researchers, 
which is an empowering act that 
adds value to the community and 
our research teams.10,11  

For racial inequities in prostate 
cancer, this means defining our clin-
ical and health services questions 
in an iterative and collaborative 
process that relies heavily on input 
from Black men and their support 
networks from inception through 
the development and execution of 
clinical and health services research 
studies. These research priorities/
questions can then be evaluated 
critically in the current literature to 
determine if higher quality data are 
needed—ie designing and executing 
patient-centered trials/studies—or 
if a health service intervention can 
be developed using the existing 
literature.  By centering our efforts 
around Black men, as true research 
partners, we do the hard work of 
building the relationships, resourc-
es and skill sets needed to collec-
tively advance our research efforts 
to create parity in prostate cancer 
outcomes.  And in doing so we raise 
the quality of care we provide for all 
men with prostate cancer.
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cer research. Urol Oncol 2021; 39: 193.e13.

11. Lavallee D, Gore J, Lawrence S et al: Initiative 
to Support Patient Involvement in Research (IN-
SPIRE): findings from phase I interviews, 2016. 
Available at https://www.becertain.org/sites/
default/files/INSPIRE%20Phase%20I%20Re-
port%20Final%202016.09.30.pdf.

SOCIAL MEDIA AS A PLATFORM FOR DIVERSITY, EQUITY AND INCLUSION
Arrow-right Continued from page 23

https://www.bacpacnetwork.org
https://www.bacpacnetwork.org


25AUANEWS   APRIL 2022

Diversity Isn’t Enough: Strategies to Maximize  
Board Diversity
Princess Currence, DSW, MSW
Currence Solutions, LLC Rush Medical College 
Chicago, Illinois

Research shows that board di-
versity matters. Organizations that 
have strong cognitive and demo-
graphic diversity are more effec-
tive,1 make better decisions2 and 
are more innovative.3 But diversity 
is not enough. Boards cannot rely 
on diversity alone to guarantee a 
better performing board; rather, 
boards must develop a real culture 

of inclusivity, along with diversity.4 
Diversity describes the characteris-
tics of the people involved, while 
inclusivity describes how well 
those different backgrounds and 
perspectives are accepted and wel-
comed by the organization. A cul-
ture of inclusivity recognizes and 
leverages the different perspectives 
of its members and includes them 
in the board’s governance.

In alignment with the American 
Urological Association’s (AUA) 
mission of advancing urology 

through education, research and 
advocacy, the newly formed and 
appointed Diversity and Inclusion 
(D&I) Task Force brings together 
a collaborative group of urologists 
from different personal and profes-
sional backgrounds. 

The Board tasked the D&I Task 
Force to focus its efforts and cre-
ativity on 2 primary objectives: 
1) identify and prioritize potential 
strategies the AUA could realisti-
cally implement for enhancing D&I 
within the AUA and within uro-
logical practices/institutions and  
2) make recommendations for edu-
cation, research and/or advocacy ini-
tiatives that the AUA could pursue, 
in collaboration with others, to help 
enhance D&I within these settings.

Currence Solutions, LLC was 
engaged to develop a workshop 
for the AUA Board as a part of the 
AUA D&I Task Force’s strategic 
vision outlined in its Strategic Di-
versity & Inclusion Action Plan. 
The workshop was designed for 
the Board to participate in reflec-
tion and planning, also referred to 
as “level-setting sessions,” to “take 
AUA D&I commitment to the next 
level.” The goals of the workshop 
were to:
• Develop a common language 

and purpose.
• Develop a culture of account-

ability on issues of D&I.
• Invite and promote individual 

and collective responsibility for 
D&I.
Currence Solutions, LLC is a 

management consulting firm with 
4 strategic service areas: Diversity, 
Equity & Inclusion Facilitation and 
Training; Strategy & Implemen-
tation; Leadership Training; and 
Executive and Team Coaching. 
Our mission is to empower orga-
nizations and leaders to create in-
clusive environments by delivering 
customized practical solutions that 
yield sustainable change. Currence 
Solutions, LLC’s team of consul-
tants leverage their decades of aca-
demic and professional experience 
to deliver customized, data-driven 
strategies and accountable solu-
tions. We work with corporations, 
nonprofits, social justice groups, 
universities, startups, government 
offices, philanthropic organizations 
and more to improve their institu-
tional processes, outcomes and en-
vironments.

As the CEO/lead facilitator for 
the firm, and with nearly 18 years 
of experience, I had the pleasure 
of developing and facilitating 
the interactive 45-minute virtual 
 workshop entitled “Know Thyself: 

Seven Currence Solutions, LLC Strategies to Maximize Board Diversity 

1. Develop Parallel Board D&I Commitments
Successful boards have parallel and proactive commitments to D&I 
with an equity lens. Usually there is significant attention placed 
on strengthening board diversity; however, the lack of methods to 
maximize that diverse perspective through proactive and deliberate 
efforts lead to lackluster board diversity efforts. 

2.  Set the Standard through Transparent Chair & CEO  
Messaging

An ambiguous board chair and CEO commitment on issues of D&I 
the organization can hinder the success of Diversity, Equity and 
Inclusion (DEI) initiatives. A clear DEI agenda and vision is essential 
to promote organizational buy-in, grow DEI champions and achieve 
sustainability.

3.  Establish Clear Expectations on How Each Member Will 
Contribute

The reasons that underpin a candidate’s recruitment to the board 
should be clear, shared and personalized. Moreover, it is imperative 
for each member to understand not just “why” but “how” they 
will contribute to the success of the organization with their unique 
perspective.

4.  Examine the Board Culture and Re-Imagine the  
Onboarding Process

In order to have an equity lens, boards must be attuned to the 
unique needs of each board member for them to contribute in a 
meaningful way. Therefore, boards need to examine their culture to 
evolve beyond a ‘one-size-fits-all’ onboarding process if they want 
to ensure diverse perspectives are truly welcomed.

5. Do Not Overlook Board Members’ Lived Experiences
Leveraging your board members’ lived experiences is a key factor 
to adding to your board’s IQ and emotional intelligence. Boards 
encourage the inclusion of unique perspectives by creating space 
to challenge conventional norms, promote vulnerability and foster 
humility.

6.  Recruit New Board Candidates beyond Incumbent  
Networks

Consider recruiting from new talent pools to identify diverse 
candidates—both demographically and cognitively—who do not 
have ties to incumbents or management. This strategy provides an 
opportunity for new members to share new ideas, perspectives or 
different approaches to problem solving.

7.  Recognize That Tenets of DEI are the Foundation of Good 
Governance

Board governance is the way decisions get made. Demographic 
diversity is a way to improve decision making, but inclusion is the 
way to maximize the diversity you have or aim for.

Table. Seven Currence Solutions, LLC strategies to maximize board diversity

Princess Currence, DSW, MSW, Currence Solutions, LLC and Rush Medical College, Chicago, Illinois
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Maximizing Board Diversity” af-
ter consulting with the AUA Task 
Force Chair and AUA  leadership. 
The workshop consisted of a 
pre-work assessment exercise, 
large group discussions and small 
workshopping ideas within small 
groups. Each component aimed 
to provide members with concrete 
tools to capitalize on board diver-
sity efforts and leverage perspec-
tives that diverse members bring 

in order to accelerate growth and 
innovation. 

The table illustrates the 7 Cur-
rence Solutions, LLC’s strategies 
to maximize board diversity that 
were unpacked during the work-
shop. 

In order for a board to reap the 
benefits of diversity it has to max-
imize the social and professional 
diversity of its members, which 
usually requires a deliberate cul-

ture shift. Diversity alone is not 
enough: boards have to regularly 
elicit or value the perspectives of 
its members and encourage active 
dialogue and contrasting insights, 
as well as integrate those voices 
into the board’s work. STOP

1. Hunt V, Yee L, Prince S et al: Delivering through 
Diversity. McKinsey & Company, January 18, 
2018. Available at https://www.mckinsey.com/
business-functions/organization/our-insights/
delivering-through-diversity. Accessed January 
22, 2022.

2. Meyer A: New Report: Companies with Diverse 
Boards Out Performed Their Peers during the 
Pandemic. Inc.com, July 13, 2021. Available 
at https://www.inc.com/anna-meyer/diversi-
ty-board-directors-covid-pandemic.html. Ac-
cessed January 22, 2022.

3. Chhun B: Better Decisions through Diversity. 
Kellogg Insight, October 1, 2010. Available at 
https://insight.kellogg.northwestern.edu/ar-
ticle/better_decisions_through_diversity. Ac-
cessed January 22, 2022.

4. Lorenzo R, Voigt N, Miki Tsusaka M et al: 
How Diverse Leadership Teams Boost Innova-
tion. BCG Global, January 23, 2018. Available 
at https://www.bcg.com/publications/2018/
how-diverse-leadership-teams-boost-innova-
tion. Accessed January 22, 2022.

Recent Initiatives for LGBTQ+ Health Care in Urology
Tomas L. Griebling, MD, MPH
University of Kansas, Kansas City

Sexual orientation and gender 
identity are core elements of the 
human experience. Historically, 
people identifying as sexual mi-
norities have broadly experienced 
inequities in health care and em-
ployment. Changes in social norms 
and cultural climate have led to an 
increased awareness of these issues 
and advocacy work. There has re-
cently been an increased wave of 
interest in diversity, equity and in-
clusion (DEI) in almost all facets of 
health care including our specialty 
of urology. This encompasses the 
full spectrum of medicine includ-
ing direct patient care, research, 
education and workforce. Atten-
tion to LGBTQ+ population needs 
is a central part of DEI work in 
health care. The acronym stands 
for “lesbian, gay, bisexual, trans-
gender, queer or questioning.” The 
“+” symbol represents other sexual 
orientations and gender identities 
including supportive straight allies.

There has been a general pauci-
ty of scholarly research and policy 
efforts related to urological issues 
in sexual minorities. We are start-
ing to see some increased work in 
this field. I have selected a few re-
cent studies and programmatic ef-
forts to highlight.

Several years ago, a summit was 
organized by interdisciplinary fac-
ulty at Memorial Sloan Kettering 
Cancer Center in New York which 
sought to develop a national ac-
tion plan for LGBTQ+ community 
needs regarding cancers.1 This in-
cluded genitourinary cancers, and 

urological issues following cancer 
care such as continence and sex-
ual health. I was proud to be part 
of that research team, and it has 
been encouraging to see program-
matic initiatives and other efforts 
that have stemmed from this work. 
Similarly, I have been honored to 
be part of the AUA DEI TaskForce 
that has been working over the past 
year. You will soon hear and read 
more about that ongoing work and 
future goals. 

As experts in the field of sexual 
medicine, urologists are uniquely 
positioned to provide high qual-
ity health care for our LGBTQ+ 
patients. Every day we help peo-
ple with extremely personal and 
private clinical issues. Creating a 
welcoming and supportive pro-
fessional environment that fosters 
trust and rapport is crucial to suc-
cess. Simon Rosser and colleagues 
have published favorable results on 
feasibility and acceptability of rou-
tinely collecting sexual orientation 
and gender identity data in urology 
and oncology clinics.2 Many health 
systems have incorporated this into 
electronic medical records.

Epidemiological research has 
shown sexual minority men and 
women may experience sexual 
health problems at similar rates 
compared to heterosexual people, 
but that their needs and practices 
may differ.3 Additionally, it ap-
pears sexual minority men may 
experience higher overall rates of 
urinary incontinence. Recent stud-
ies have also shown differences in 
mental health parameters between 
older and younger LGBTQ+  
veterans, and between LGBTQ+ 

veterans living in rural or small 
town communities versus subur-
ban and urban settings.4,5 Oth-
er work has shown older adult 
LGBTQ+ patients may have 
unique needs related to palliative 
and end-of-life care which can in-
clude specific urological or sexual 
health issues.6

Transgender health care has re-
cently gained increased attention 
across the full spectrum of health 
care. It has also become a focal 
point for cultural debate at the 
state level, with multiple legislative 
bodies working to pass statutes that 
could limit access to needed health 
services, particularly for transgen-
der youth. Multiple professional 
organizations including the AUA 
and other urological societies are 
taking an active role working to ad-
vocate for patients and their fam-
ilies, and help shape current and 
future health care policy.

More reconstructive urologists 
are starting to perform gender affir-
mation surgery, and it is now being 
included as part of the formal curric-
ulum in many urological residency 
and fellowship training programs. 
We are seeing more continuing ed-

ucation offerings and professional 
meetings incorporating program-
ming on transgender health care. 
Research is also expanding. Chen 
and colleagues recently published 
a study examining factors associ-
ated with fertility planning among 
transgender youth.7 This pilot sur-
vey with 18 transgender adolescents 
and young adults identified 5 key 
thematic areas including future par-
enthood desires, individual experi-
ences with gender dysphoria, family 
values about biological parenthood, 
financial considerations and provi-
sion of fertility information. Other 
research has led to development of a 
validated patient self-report tool for 
postoperative aesthetic and urologi-
cal outcomes of feminizing gender 
affirmation surgery in transwomen.8

Northwestern University has re-
cently opened a clinical center dedi-
cated to providing urological health 
care for gay and bisexual men.9 This 
includes patients who identify as 
men who are gender-nonconform-
ing or gender-nonbinary. Urologist 
Channa Amarasekera, MD serves 
as the program director, and the 
group works in conjunction with 
the Northwestern Medicine Gen-
der Pathways program which serves 
transgender patients. Hopefully, 
similar urology clinical programs 
will be developed and implemented 
at other centers across the country 
to address LGBTQ+ needs. This 
group has recently published results 
of a pilot survey study of sexual 
health outcomes in a cohort of 53 
gay men treated for prostate can-
cer.10 In heteronormative research, 

“ Creating a 
welcoming 
and supportive 
professional 
environment that 
fosters trust and 
rapport is crucial 
to success.”
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questions about sexual function 
tend to focus only on erectile func-
tion. For gay and bisexual men, this 
excludes other domains of sexual 
function that may be important to 
them. These data showed 76.5% felt 
the standard questionnaire used to 
assess erectile function was appli-
cable. However, it also identified 
64.2% of gay men felt the prostate 
was an important source of sexual 
pleasure, and 52.8% felt it was im-
portant to assess sexual satisfaction 
associated with receptive anal in-
tercourse. These results highlight a 
need for additional validated survey 
instruments specifically relevant to 
lived experiences of men who have 
sex with men.

Education is a crucial com-
ponent of fostering better care 
for LGBTQ+ patients. From my 
own observation, we are starting 
to see more residency applicants 
and medical students expressing 
an interest in learning about uro-
logical health care issues specific 
to LGBTQ+ patient groups. For 
many years, our University of 
Kansas medical students have con-
ducted free health care clinics for 
underserved patients in our metro-

politan area. The highly regarded 
program has won several awards 
for excellence over the years. It 
provides hands-on early clinical 
experience for students training 
under supervision of experienced 
clinical faculty members. Recently, 
they have started holding regular 
monthly clinics focused specifical-
ly on care for transgender patients. 
This has several important impli-
cations. It provides an access point 
for quality care for patients who 
may need these types of services 
but who have challenges accessing 
more traditional established med-
ical care systems. It also fosters a 
strong, positive educational envi-
ronment for clinicians-in-training 
to develop core skills and attitudes 
necessary to provide high quality 
services in their future practices.

There is a great deal of work yet 
to be done regarding LGBTQ+ is-
sues in urology. Expanded oppor-
tunities for research and clinical 
training are certainly needed. This 
would include developing and in-
creasing targeted research funding 
to address health care gaps for the 
LGBTQ+ population. Other ongo-
ing initiatives are examining uro-

logical workforce issues including 
efforts to expand and promote DEI. 
This includes urologists, other uro-
logical health care providers and 
researchers who themselves iden-
tify as members of the LGBTQ+ 
community. We need to continue 
to look for opportunities to come 
together and support each other on 
this journey. STOP
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“ There is a great 
deal of work yet to 
be done regarding 
LGBTQ+ issues 
in urology. 
Expanded 
opportunities 
for research and 
clinical training 
are certainly 
needed.”

Tackling Faculty Diversity in Urology
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UC San Diego, La Jolla, California

Leah Ibrahim Puri, BS
Stony Brook School of Medicine, New York

Juan Javier-DesLoges, MD, MS
UC San Diego, La Jolla California

Jennifer T. Anger, MD, MPH
UC San Diego, La Jolla, California

A recent study by Simons et al 
showed that from 2007 to 2020 
the proportion of underrepresent-
ed minority (URM) residency 
applicants increased slightly, but 
the proportion of URM urology 
residents remained unchanged.1 
Furthermore, the representation of 
these diverse groups was low at the 
faculty level.  The study indicated 
that there was a “leaky pipeline,” 
and this was further evidenced by 
a stepwise decrease in the propor-
tion of URM members represent-
ed at each stage of the educational 

pipeline from college to faculty (p 
<0.0001).1 Using American Uro-
logical Association Census data, 
we previously analyzed rates of ac-
ademic promotion among women 
and URMs in urology. Although 
fewer women achieved associate 
professor or professor ranks com-
pared to men, sadly, there were too 
few URM faculty to analyze.2

The findings of these studies il-
lustrate that current efforts to cul-
tivate interest in medicine, urology 
and academic urology have largely 
been unsuccessful. In recent years, 
many urology programs have cre-
ated Diversity, Equity and Inclu-
sion (DEI) committees. These com-
mittees are designed to accomplish 
several goals. These goals include 
opportunities for students to pursue 
away rotations in urology, research 
programs, the promotion of diver-
sity within the faculty themselves 

and mentorship programs.
Many of these DEI committees 

rely on their URM faculty mem-
bers to help energize these efforts. 
The term “minority tax” has been 
introduced in recent academic lit-
erature to refer to disparities in di-
versity efforts, clinical assignments 

and mentorship for URM faculty.3  
The American Psychiatric Asso-
ciation’s Presidential Task Force 
describes minority tax as “extra, 
financially uncompensated duties 
and responsibilities that minorities 
are asked to perform to increase 
diversity at their institutions, such 
as serving on a search committee 
that would otherwise be all White.” 
Here, we further illustrate the bur-
den of the “minority tax” described 
by Pololi et al4 and how it relates to 
urology.

Many URM faculty members 
feel an internal obligation to their 
communities. They often volunteer 
and/or are asked to serve on DEI 
committees that aim to increase 
representation of URMs in their 
program.5 Faculty who participate 
in these efforts feel conflicted, as 
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these pursuits do not hold equal 
recognition to other academic ef-
forts when evaluated by others. Ad-
ditionally, their extra work may go 
uncompensated when compared 
to time spent on clinical volume 
or grant submissions.4 This dis-
parity points toward a need to not 
only promote a faculty’s work on 
these efforts but also include this in 
their promotional file and in some 
instances provide financial com-
pensation. These financial models 
have been successful in depart-
mental leadership roles for quality 
improvement, residency program 
director and fellowship program 
director positions.6 

Similarly, many URM faculty 
feel a responsibility to caring for 
underserved populations. It is com-
mon for patients from underserved 
communities to have no insurance 

or insurance with a low level of re-
imbursement.7 Depending on an 
institution’s compensation model, 
this may unfairly be a detriment to 
a URM faculty’s clinical revenue 
when compared to their peers.8 
This may further disadvantage 
URM faculty as they may need to 
see a greater volume of patients 
to generate an equal salary. Some 
academic institutions have moved 
toward a work relative value unit to 
successfully mitigate this disparity.9 

Mentorship is an essential com-
ponent of success in academics.5 
Mentorship has an important role 
in career development, grant appli-
cations, research and general ad-
vice. Mentorship also helps guide 
URM faculty toward promotion in 
their careers. Few institutions have 
URM faculty in senior mentorship 
roles, and thus nonURM senior 

mentors have taken on this respon-
sibility. It is important that those 
mentors be consciously aware of 
the unique challenges and struggles 
URM faculty feel to avoid a pat-
tern of isolation. 

Ultimately each institution will 
have its own unique structural prob-
lems that they must address, and 
this requires thoughtful and stra-
tegic planning. Structural change 
includes acknowledging that URM 
faculty are vulnerable. Institutions 
must be prepared to promote emo-
tional, intellectual, financial and 
environmental wellness. Change 
starts by engaging them, listen-
ing to their needs and investing in 
them, which will in turn empower 
them to be successful. STOP

1. Simons ECG, Arevalo A, Washington SL et al: 
Trends in the racial and ethnic diversity in the 
US urology workforce. Urology 2021; https://

doi.org/10.1016/j.urology.2021.07.038.

2. Awad MA, Gaither TW, Osterberg EC et al: 
Gender differences in promotions and scholar-
ly productivity in academic urology. Can J Urol 
2017; 24: 9011.

3. Campbell KM and Rodríguez JE: Addressing 
the minority tax: perspectives from two diversi-
ty leaders on building minority faculty success in 
academic medicine. Acad Med 2019; 94: 1854.

4. Pololi L, Cooper LA and Carr P: Race, disad-
vantage and faculty experiences in academic 
medicine. J Gen Intern Med 2010; 25: 1363.

5. Mahoney MR, Wilson E, Odom KL et al: Mi-
nority faculty voices on diversity in academic 
medicine: perspectives from one school. Acad 
Med 2008; 83: 781.

6. Coleman DL and Joiner KA: Physician incen-
tive compensation plans in academic medical 
centers: the imperative to prioritize value. Am J 
Med 2021; 134: 1344.

7. Javier-DesLoges JF, Segal D, Khan A et al: Urol-
ogy residency training in medically underserved 
areas through the integration of a federally quali-
fied health center rotation. Urology 2021; 149: 52.

8. Rodríguez JE, Campbell KM and Pololi LH: Ad-
dressing disparities in academic medicine: what 
of the minority tax? BMC Med Educ 2015; 15: 6.

9. Jacobs JP, Lahey SJ, Nichols FC et al: How is 
physician work valued? Ann Thorac Surg 2017; 
103: 373.

TACKLING FACULTY DIVERSITY IN UROLOGY
Arrow-right Continued from page 27

M
A

Y
 1

3-
16

New Orleans

ATTEND THE FOREMOST  
MEETING IN UROLOGY!

REGISTER NOW!
AUA022.ORG



29AUANEWS   APRIL 2022

Representation in Medicine: The Causes  
and Costs of Failure 
Danly Omil-Lima, MD
Urology Institute, University Hospitals Cleveland 
Medical Center, Case Western Reserve University 
School of Medicine, Ohio

Gabriela Gonzalez, MD, MPH
University of California Davis, Sacramento

Itunu Arojo, MD
Emory University School of Medicine, Atlanta, 
Georgia

Yahir Santiago-Lastra, MD
University of California, San Diego

Randy Vince, Jr., MD, MS
University of Michigan, Ann Arbor

Why Do We Continue 
to Miss the Mark with 
Efforts to Improve 
Diversity? 

The Association of American 
Medical Colleges and other pro-
fessional organizations such as the 
AUA have formally committed 
to increasing diversity in medi-
cal training in order to promote a 
workforce that reasonably resem-
bles the racial, ethnic and gender 
profiles of the patient populations 
we serve.1,2 However, despite de-
cades-long efforts, significant prog-
ress is still lacking,3 begging several 
important questions: Why do we 
struggle to recruit, train, retain and 
promote underrepresented physi-
cians in academic medicine? And 
at what cost? Is diversity in medi-
cine truly important enough to de-
mand our continued, unified com-
mitment to this goal?

Why Do We Fail? The 
Leaky Pipeline

Structural racism results in dis-
parate opportunities for people of 
color throughout their education 
and careers. Educational disparities 
have historically been used to op-
press non-White communities. As 
a prime example, post-Civil War 
laws in various states prohibited 
Black Americans from learning to 
read, write and seek employment 
utilizing these skills. Indeed, the 
landmark Brown v. Board of Educa-
tion, which overturned the doctrine 
of separate-but-equal, centered 
around educational inequality.4,5 

The exclusion of non-White 
communities remains rooted in 
our educational system today. 
Outright racist policies linger as 
veiled remnants, such as cate-

gorically underfunded schools 
in impoverished areas inhabited 
predominantly by people of color. 
Latino and Black children in the 
U.S. are the most likely to attend 
high poverty schools.5 In turn, re-
search highlights early childhood 
poverty as a risk factor for low ac-
ademic performance and school 
completion, with Black, Latino 
and Native American students 
facing the highest rates of expul-
sion and grade retention.6 

Ultimately, students who at-
tend impoverished schools are 
less prepared for the academ-
ic rigors of college/university.7 
Upon entering higher education, 
many students are braced with 
large amounts of debt and isola-
tion due to a lack of representa-
tion and culturally aware mentor-
ship.8 Coupled with the economic 
burden of pre-medical prepara-
tion (eg MCAT® [Medical College 
Admission Test®] preparation), 
such struggles lead to fewer un-
derrepresented students being 
accepted into medical school.9 In 

fact, researchers have argued that 
medical school admission require-
ments, as they presently exist, sys-
tematically discourage underrep-
resented students from pursuing 
careers in medicine.10

Whereas many capable ap-
plicants leak out of the pipeline 
without ever having had a chance, 
a minority of individuals with a 
combination of exceptional tal-
ent and opportunity (both are re-
quired) rise to the challenge, only 
to encounter additional barriers at 
every stage. For example, under-
represented residency applicants 
report experiencing a higher fre-
quency of discrimination during 
residency interviews.11 Addition-
ally, physicians who are victims of 
repeated microaggressions from 
patients and/or colleagues report 
higher mental distress and func-
tional impairment affecting work 
performance.12 Collectively, these 
experiences lead to fewer diverse 
individuals present at each stage 

Figure. Leaks in the pipeline contributing to loss of diverse applicants and trainees in academic medicine.
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“ Why do we 
struggle to recruit, 
train, retain 
and promote 
underrepresented 
physicians 
in academic 
medicine? And 
at what cost? 
Is diversity in 
medicine truly 
important enough 
to demand our 
continued, unified 
commitment to 
this goal?”
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of the physician pipeline, as ex-
emplified in the figure.  

The Costs of Failure to 
the Physician and the 
Patient

Although it is convenient to 
assume that the underrepresent-
ed physicians around us, who are 
visible and successful, are exempt 
from the negative impact of exclu-
sion, it is more likely that many of 
the people we consider to be our 
colleagues, collaborators, men-
tors and friends often experience 
discrimination that is ingrained in 
medicine and leads to career dis-
satisfaction. The cost—to all physi-
cians—of our failure to foster and 
promote diversity ultimately be-
comes our inability to recruit and 
retain talented individuals whose 
meaningful contributions to medi-
cine are extinguished by physician 
burnout relating to macro- and mi-
croagressions.13,14

Equally as important as the 
underrepresented physicians’ 
 experience is the impact of diver-
sity on patient care. In a conceptu-
al model of health care utilization, 
Dr. Ronald Andersen framed vari-
ables that impact the use of health 
care within 3 factors: predisposing 
factors, enabling factors and need 
characteristics.15 Predisposing fac-
tors comprise social and demo-
graphic attributes that influence 
patients to seek health care. En-
abling factors include community 
dynamics, such as the availabili-
ty of health care services. Finally, 
need characteristics are based on 
an individual’s perception of their 
health status. Improving diversi-
ty can positively influence all 3 of 
these domains.

Based on historical exploita-
tions, there exists a significant 
amount of medical distrust 
amongst communities of color.16 
Additionally, several cultural 
beliefs influence patients’ med-
ical decision making. Although 
dismantling medical distrust en-
gendered by systemic racism is 
a mammoth, complex task, data 
suggest that patients of color treat-
ed by racially concordant phy-
sicians report better communi-

cation, bring up more issues and 
are more likely to seek advice fol-
low-through with interventions.17 
As it relates to the quality of care, 
several studies have also shown 
that both the objective and pa-
tient-perceived quality of care is 
higher when non-White patients 
are treated by race-concordant 
physicians—further exemplifying 
why increasing diversity is im-
perative to our society’s overall 
health.18,19 As such, fostering a 
more diverse and culturally aware 
workforce may represent an im-
portant first step in improving 
medical mistrust by addressing 
factors which may predispose 
some patients to avoid care.

Long-standing disparities in rou-
tine preventive health and treat-
ments of chronic illnesses are also 
well described in the literature.20 
In fact, data over the past 40 years 
have shown that non-White pa-
tients accessing the health care 
system have a lower likelihood of 
receiving appropriate management 
for their medical conditions.21 Fur-
thermore, Black and Latino pa-
tients report lower satisfaction with 
their care than their White coun-
terparts.22 In turn, fewer physicians 
serve low-income communities 
made up of these patients.23 

To this end, research demon-
strates that members of under-
served racial and ethnic groups are 

more likely to practice in the com-
munities they originate from.24 In 
the past few decades, data demon-
strate underrepresented physicians 
cared for 53.5% of Black and other 
non-White patients. Additionally, 
underrepresented physicians care 
for 70.4% of non-English speaking 
communities as well as under- and 
uninsured patients.25 Thus, in-
creasing diversity in medicine can 
help mediate physician shortages 
experienced within communities 
of color. 

Conclusions
The “diversity pipeline” has 

been a myth for many who are 
underrepresented in medicine. A 
variety of systemic factors along 
the way explicitly target, discour-
age and prevent Black, Latinx and 
other non-White, underrepresent-
ed individuals from pursuing or 
continuing medical careers. While 
these pipeline programs are a good 
step, initiatives aimed at increasing 
diversity in medicine must utilize a 
multi-pronged approach, leverag-
ing the social and political capital 
of the medical field, in addition 
to mentorship to address the dif-
ferent sources of attrition. In turn, 
fostering diversity in medicine will 
set the foundation for a physician 
workforce that is more supportive, 
inclusive and capable of providing 
equitable care to all patients. STOP
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“ Whereas many 
capable applicants 
leak out of the 
pipeline without 
ever having had a 
chance, a minority 
of individuals with 
a combination 
of exceptional 
talent and 
opportunity (both 
are required) rise 
to the challenge, 
only to encounter 
additional barriers 
at every stage.”
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As of the 2020 AUA Census, 
there has been continuous annual 
growth in the number of practicing 
urologists across our nation. This 
has also included an encouraging 
growing population of women and 
urologists who self-identify as Afri-
can American/Black. Despite these 
inspiring developing trends, the 
number of urologists self-identify-
ing as Hispanic has remained un-
changed.1 Out of a total of 13,352 
practicing urologists in 2020, only 
497, or 3.8% of them, were of His-
panic ethnicity, which was the ex-
act same number in 2018 but com-
prised 4% of the total population 
for that year (figs. 1 and 2).2

As a practicing urologist in the 
Northeast, I have witnessed first-
hand the extreme inequalities be-
tween our patient and physician 
demographics. The Northeast re-
gion had a reported total of 1,974 
practicing urologists with only 
47 (2.4%) identifying as Hispanic 
ethnicity. This is in stark contrast 
to the 2020 U.S. National Census 
data, which showed that 15% of 
the Northeast region were Hispan-
ic. Honing down even further in 
the Northeast, the Bronx is a large 
county within New York City with 
a population of 1,472,654 and also 
where I call home.3 Over 56.4% of 
the Bronx population is Hispanic, 
and despite this large diverse pop-
ulation, there are only 2 practicing 
Hispanic urologists for the entire 
county. These urologists are my 
colleague Dr. Marissa Theofanides 
and myself. In addition, our resi-
dency at Montefiore Medical Cen-
ter has only 1 Hispanic resident 
out of our 10 current total. Despite 
the growing interest and number of 
Hispanic applicants in urology each 
year, the number of urology resi-
dents has also remained relatively 
unchanged.4 This observed dispar-
ity between the diverse makeup 
of our patient population and our 

urology workforce has been known 
for quite some time, and yet we are 
still struggling to bridge this gap. 

The Hispanic population is a 
multiracial, diverse population 
even within its own group. As a 
result, this can lead to a multitude 
of microaggressions and stereo-
typing even within the physician 
workforce, making it more difficult 
to find job gratification and job ad-
vancement. Previous studies have 
attempted to identify inequalities 
in promotion times based on race 
and ethnicity, but no statistically 
significant differences were found 
given the alarmingly low number 
of underrepresented minorities in 
academic urology.5 Working at an 
institution centered in the Bronx, 
our practice has also dedicated re-
sources for expanding our outreach 
all the way to Washington Heights 
to help provide care to one of the 
largest concentrated Hispanic pop-
ulations in New York City. We also 
participate in local community 
health fairs to promote early pros-
tate cancer awareness to our pre-
dominantly underserved, under-
educated, underinsured minority 
population, who are at the highest 
risk for advanced prostatic disease.6  

In response to the stagnant 
growth of the Hispanic urology 
workforce in our community and 
our obligation to better personal-
ize our urological care, I founded 
the Hispanic Urologists Society of 
North America (HUSNA). Our 
aim is to promote health mainte-
nance and education, provide cul-
turally sensitive care and improve 
the urological health status of our 
Hispanic community. We seek to 
maximize collaboration among 
our peers of all backgrounds and 
support rising Hispanic medical 
students interested in a career in 
urology. It is important to unite 
academicians and clinicians in a 
network for critical analysis and 
dialogue regarding various His-
panic urological conditions. We 
are excited to announce that the 
AUA2022 Meeting is quickly ap-
proaching, and our society will 
be showcased at the Science and 
Technology Hall. We look forward 

to meeting new potential members 
and connecting our fellow urolo-
gists from all parts of the world. All 
are  welcome! STOP
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Figure 1. Total representation of the Hispanic population among practicing urologists for the year 
2020. MOE, margin of error. Source: https://www.auanet.org/research/research-resources/aua-census/
census-results.

Figure 2. Total number of Hispanic practicing urologists over a 3-year moving average. Source: 
https://www.auanet.org/research/research-resources/aua-census/census-results.
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The mission of the American 
Board of Urology (ABU) is to act 
for the benefit of the public by es-
tablishing and maintaining stan-
dards of certification for urologists 
and working with certified urolo-
gists to achieve lifelong learning to 
ensure the delivery of high-quality, 
safe and ethical urological care.  
Unwritten within this mission is 
the ABU’s commitment to foster-
ing and sustaining a diverse work-
force to fully serve every individual 
with a urological condition. As part 
of its strategic goals, the ABU has 
committed itself to inclusive excel-
lence by integrating diversity, equi-
ty and inclusion into the fabric of 
its organizational structure in pur-
suit of certifying urologists capable 
of achieving real health equity in 
our field. 

In 2021, the ABU established 
the Committee for Diversity and 
Inclusion (CDI) to craft and ad-
vance Board policy and foster di-
versity and inclusive excellence 
in governance and in the creden-
tialing process. An important goal 
of the CDI is to provide greater 
transparency of the governance 
structure of the ABU.1 As a Board, 
there is keen interest in identifying 
a diverse group of members to in-
form Board decisions and policies 
that support and oversee urologists 
across 50 states and to execute the 
committee assignments necessary 
to fulfill the process of board cer-
tification. Consequently, the com-
position of the ABU committees 
is scrutinized closely. In consider-
ation of committee member selec-
tion, the Board takes many factors 
into account including each candi-
date’s geographical location (AUA 

 Section), subspecialty expertise, 
home institution or site of practice, 
institution of residency training and 
fellowship, gender, race and ethnic-
ity. At a minimum, the Board seeks 
to match the current AUA census 
to ensure adequate representation 
from numerous stakeholders. 

The ABU consists of 3 major 
committees: the Board of Trustees, 
and the Written and Oral Board Ex-
amination Committees. The demo-
graphic patterns of each committee 
as of June 2021 are summarized in 
tables 1–3. The ABU nomination 
committee processes are actively 
informed by these data as it seeks 
broad representation from the 
field to execute the business of the 
Board. Moreover, the ABU has 
strongly encouraged its 6 nominat-
ing bodies (the American Urologi-
cal Association, the American Asso-
ciation of Genitourinary Surgeons, 
the American College of Surgeons, 
the American Association of Clin-

ical Urologists, the Society of Aca-
demic Urologists and the Societies 
for Pediatric Urology) to provide a 
diverse slate of candidates for com-
mittee selection. Each year 2 nomi-
nating bodies put forth trustee can-
didates. Other bodies also suggest 
members for the Written and Oral 
Examination Committees. After the 
annual AUA Census is released, the 
CDI compares the ABU committee 
composition to the census composi-
tion and reports the findings to the 
full Board. This iterative process al-
lows the ABU to regularly consider 
the demographic shifts in the field 
of urology and further guide the de-
velopment of its pipeline from nom-
inating organizations.

Another important initiative 
of the ABU is to continually en-
sure that the certification process 
is fair and equitable. Specifically, 
the Board appreciates the need to 
minimize individual implicit biases 
in its examination processes. Im-

plicit bias reflects the attitudes or 
stereotypes that affect our under-
standing, actions and decisions in 
an unconscious manner. Concerns 
about bias may emerge when de-
mographic factors are associated 
with certification outcomes. Re-
cently, in an observational study 
of 662 categorical general surgery 
trainees, associations were ob-
served between race, ethnicity and 
family status and American Board 
of Surgery qualifying and certifying 
examination outcomes.2 Hispan-
ic trainees were less likely to seek 
certification; married examinees 
with children were more likely to 
fail both the qualifying and certify-
ing examinations and White exam-
inees were more likely to pass the 
qualifying examination on the first 
attempt.

The CDI is also driven to pro-
vide greater transparency of the 

Table 1. ABU committee membership based on race and ethnicity as of June 2021

AUA 2020 Census:
Racial Percentage of  
Practicing Urologists

Racial Percentage:  
ABU Trustees 

Racial Percentage:
 ABU Written

Examination Committee 

Racial Percentage: 
ABU Oral Examination 

Committee

Racial Percentage: 
ABU Total  Committee  

Structure*

No. Trustees Board of 
Urology: 12

No. Members of Written 
Examination Committee: 
21

No. Members of the 
Oral Examination  
Committee: 87

No. Membership in all  
ABU Committees: 100*

White
Non-Hispanic 
81%

92% (11/12) 57% (12/21) 79% (69/87) 75% (75/100)

White 
Hispanic 
4%

5% (1/21) 1% (1/87) 1% (1/100)

Asian
12%

33% (7/21) 16% (14/87) 20% (20/100)

Black/African American
2%

8% (1/12) 5% (1/21) 4% (3/87) 4% (4/100)

Multiracial
1%

*Please note members may be on more than 1 committee.

Table 2. ABU committee composition based on gender

AUA 2020 Census:  
Practicing Urologists Based on Gender

ABU Trustees ABU Written  
Examination  
Committee

ABU Oral  
Examination 
Committee

Membership in All 
ABU Committees* 

Male 
89.7%

67% (8/12) 81% (17/21) 86% (75/87) 84% (84/100)

Female
10.3%

33% (4/12) 19% (4/21) 14% (12/87) 16% (16/100)

*Please note members may be on more than 1 committee.

Arrow-right Continued on page 33
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certification process and its out-
comes. Beginning in 2021, the 
ABU began collecting data on ex-
aminee race and ethnicity to facil-
itate a better understanding of the 
impact of these factors in the certifi-
cation process. Contemporary data 
on ABU examination pass rates 
by gender reveal no evident bias 
(table 4). Although implicit and 
explicit biases have been reported 
infrequently within specialty certi-
fication processes2,3 or within ob-
jective structured clinical examina-
tions,4 we must continually work 
to mitigate bias from entering the 
examination environment. 

This year, the CDI was charged 
with the development and imple-

mentation of implicit bias training 
for all written and oral board ex-
aminers. The inaugural training 
session for oral examiners was 
conducted on February 19, 2022. 
Sixty examiners undertook the 
training which consisted of 1) a 
publicly available video review-
ing implicit bias and its impact, 
2) the completion of 1 module of 
the Harvard Implicit Association 
Test,5 3) a review of the current lit-
erature concerning implicit bias in 
the specialty certification process 
and 4) a discussion of bias mitiga-
tion strategies. Although implicit 
bias may be difficult to complete-
ly eliminate, one can work to con-
sciously reduce the impact of bias 

in key situations, such as candi-
date assessment. Capers et al have 
successfully applied implicit bias 
training and mitigation strategies to 
medical school admissions process-
es to enhance and sustain a diverse 
medical school environment.6 An 
awareness of one’s own personal 
implicit bias is a key aspect of their 
interviewer training in addition to 
the use of bias mitigation strate-
gies immediately prior to medical 
school interviews. 

In the ABU implicit bias train-
ing, we also assert the importance 
of personal bias awareness through 
the use of the Harvard Implicit 
Association Test.5 When confront-
ed with a situation when bias may 

emerge, the PAUSE method of bias 
mitigation provides a framework to 
1) slow down and Pay attention, 
2) Acknowledge one’s assumptions, 
3) Understand one’s perspective,  
4) Seek different perspectives and 
5) Examine all available options to 
make a good decision.7 The ABU is 
committed to delivering this train-
ing to all of its committee members 
in the coming months and survey-
ing participants to learn from and 
improve this implicit bias curric-
ulum. Full integration and appli-
cation of these principles into the 
certification process will take time, 
but the ABU will continue striving 
for inclusive excellence through a 
concerted and iterative process of 
self-assessment and continuous im-
provement. STOP
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2020; 1: 211.

7. Estrada L: PAUSE: A Framework to Disrupt Ev-
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Table 3. Composition of committees based on AUA section of practice

AUA 2020 Census
Percentage of Urologists Prac-

ticing per AUA Section

ABU Trustees Written
Examination
Committee

Oral
Examination
Committee

Membership in All ABU 
Committees* 

Southeastern
21% 

8.3% (1/12) 28% (6/21) 14% (12/87) 15% (15/100)

Western
19%

33% (4/12) 10% (2/21) 18% (16/87) 16% (16/100)

North Central
18%

8.3% (1/12) 28% (6/21) 24% (21/87) 24% (24/100)

South Central
14%

25% (3/12) 10% (2/21) 16% (14/87) 16% (16/100)

Mid-Atlantic
10%

0% (0/12) 5% (1/21) 9% (8/87) 9% (9/100)

New York
8%

8.3% (1/12) 14% (3/21) 6% (5/87) 8% (8/100)

New England
6%

8.3% (1/12) 5% (1/21) 9%(8/87) 9% (9/100)

Northeastern
4%

8.3% (1/12) 0% (0/21) 4% (3/87) 3% (3/100)

*Please note members may be on more than 1 committee.

Table 4. ABU examination pass rates by gender

Year Examination Total No. of 
Candidates

No. Total 
Pass (%)

No. Male Pass 
(%)

No. Female 
Pass (%)

No. “Prefer Not to 
Identify” Pass (%)

2020 Qualifying (Written) Examination 333 331 (99.4) 245 (100) 77 (97.4) 9 (100)

2020 Certifying (Oral) Examination 336 314 (93.5) 247 (93.5) 63 (94.0) 4 (80)

2020 Lifelong Learning Female Pelvic  
Medicine and Reconstructive Surgery

65 60 (92.3) 35 (92.1) 22 (91.7) 3 (100)

2020 Lifelong Learning Pediatric Urology 10 10 (100) 6 (100) 3 (100) 1 (100)

2020 Lifelong Learning General  
Examination (Formerly, the  
Recertification Examination)

623 453 (72.7) 349 (72.4) 38 (80.9) 66 (70.2)

2021 Certifying (Oral) Examination 325 293 (90.2) 150 (87.7) 55 (93.2) 88 (92.6)
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“ Although 
implicit bias 
may be difficult 
to completely 
eliminate, one 
can work to 
consciously reduce 
the impact of bias 
in key situations, 
such as candidate 
assessment.”
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Building Inclusive Medical Practices: Caring  
for Our LGBTQIA+ Patients
Polina Reyblat, MD 
Southern California Permanente Medical Group, 
Los Angeles Kaiser Permanente, Los Angeles Medical 
Center, California

Of all U.S. adults, 5.6%—or over 
18 million people—identify as part 
of the LGBTQIA+ community.1 
This has increased from 4.6% in 
2017 reports. A total of 0.6% of U.S. 
adults consider themselves trans-
gender, based on the 2020 Gallup 
survey.1 Because the U.S. Census 
does not ask about gender identi-
ty, these numbers are an estimate 
based on surveys and interviews. 
Additionally, the number of non-
binary LGBTQIA+ adults in the 
U.S. is currently estimated to be 1.2 
million people from the recently 
released Williams Institute survey.2 

It is well documented that mem-
bers of the LGBTQIA+ commu-
nity and particularly transgender 
individuals routinely experience 
hostility in the health care setting 
and have worse health outcomes. 
For example, gender expansive 
cancer survivors are twice as likely 
not to disclose their LGBTQIA+ 
identity to cancer health care 
providers compared with cisgen-
der survivors.3 Gender expansive 
survivors who did disclose their 
LGBTQIA+ identity were 3 times 
as likely to report their care as less 
welcoming afterward. Addition-
ally, gender expansive people are 
less likely to receive recommend-
ed cancer screenings—possibly due 
to barriers to accessing culturally 
competent health care providers.3

The urological community is 
known to be the pioneers in science, 
research, technology and innova-
tion. Our urological community 
also has the ability and responsibil-
ity to address the disparity in the 

care received by our LGBTQIA+ 
patients. We can address this by 
building inclusive practices in our 
own communities. The following 
are first steps to making your prac-
tice an inclusive and safe place. 

Do not assume one’s gender 
or sexual orientation. Ask. Utilize 
Sexual Orientation Gender Iden-
tity forms if available. Have your 
electronic medical records reflect 
patients’ preferences.

Get training. Start by educating 
yourselves as well as your office 
and hospital staff in terminology, 
preferred pronouns and cultural 
sensitivity. Online resources in-
clude An Ally’s Guide to Terminol-
ogy4 and the Cultural Competence 
webinar series,5 which provide 
easy-to-implement, user-friendly 
resources for the clinical setting. 

Be inclusive in your office atmo-
sphere by including LGBT- and 
transgender-friendly signage and 
brochures, making all-gender bath-
rooms accessible and reviewing 
your office intake forms to look for 
areas to broaden the categories from 
binary (male and female) to include 
other options. Additionally, chang-
ing demographic questions from 
“husband/wife” to “spouse/partner” 
and “mother/father” to “parents” 
will make the patients who are part 
of the LGBTQ community feel wel-
comed, included and seen.

Since 2015, we have seen a steady 
increase and growth in gender-af-
firming surgeries offered across the 
country. The most common com-
plications after genital-affirming 
surgeries are urological and relate 
to lower urinary tract and sexual 
function. As urologists, some of 
us may feel that transgender care 
is complex and prefer to refer to 

centers of excellence. Although 
complications and consequences of 
post-gender-affirming reconstruc-
tive surgery may be complicated 
and intricate, the basic evaluation 
can be performed by any compe-
tent and willing urologist. Addi-
tionally, our LGBTQIA+ patients 
suffer from common urological 
conditions, like lower urinary tract 
symptoms, voiding dysfunction, 
nephrolithiasis, hematuria and gen-
itourinary cancers, to name a few, 
that we are well equipped to evalu-
ate and treat. 

Based on the transgender survey 
from 2017, transgender patients de-
lay their medical care due to poor 
prior experience with the medical 
system.6 According to our patients, 
one of the most disheartening com-
ments to hear is, “I was not taught to 
treat this in training.” Recent grad-
uates are more likely to have ex-
posure to gender-affirming surgery 
training because we are seeing the 
expansion of transgender-specific 
curricula among urology training 
programs across the country. Ad-
ditionally, a vast array of resourc-
es have been carefully curated by 
the AUA to support this area of 
urological training and education. 
We strongly encourage our uro-
logical community to use these 
resources to enhance and broad-
en their knowledge. Please refer 
to the recently updated section 
on Care of Transgender and Gen-
der Non-Conforming Patients re-
sources at https://auau.auanet.
org/core as well as courses from 
the AUA University and live cours-
es at the upcoming AUA2022. 

Given this area’s relatively re-
cent emergence into academic 
urology, our current literature on 

outcomes and complications is rel-
atively limited and heavily based 
on retrospective reviews of indi-
vidual experiences. As a commu-
nity of urological gender surgeons 
and scientists, it is time for us to 
combine our efforts for a more ro-
bust, prospective and longitudinal 
look into our surgical results. Even 
more important is patient-report-
ed outcomes reporting. Given the 
functional and personal nature of 
these surgeries, patient-reported 
outcomes are invaluable and key to 
further advancement of our work. 

In summary, it is our responsi-
bility to provide our LGBTQIA+ 
patients with the full scope of cul-
turally competent urological care. 
Caring for this patient popula-
tion with skill and knowledge will 
help us reduce gaps and delays 
in screening, diagnosis and treat-
ment of all urological conditions. 
Expanding our knowledge in gen-
der-affirming surgery will help our 
patients access care safely and ex-
peditiously. STOP
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LatinX in Urology
Kassandra E. Zaila Ardines, MD
Glickman Urological and Kidney Institute, Cleveland 
Clinic, Ohio

Jessica Delgado, MD, MS
University of Miami, Florida

According to United States 
(U.S.) census projections, by 2030 
our nation will reach a trans-
formative demographic turning 
point with the population becom-

ing more ethnically and racially 
diverse than ever in the nation’s 
history. In the last decade, Latinos 
accounted for more than 50% of 
growth for the total U.S. popula-

tion.1 In other words, more than 1 
out of 2 new Americans is a Lati-
no. Despite these significant shifts 
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in population demographics, the 
3-year moving average of Hispanic/
Latinx urologists in the urological 
workforce has stagnated between 
3.9% and 4.0% of all practicing 
urologists from 2014–2020.2 In or-
der to provide the highest standard 
of urological care for all patients, 
the urological workforce must re-
flect the diverse communities it 
serves. Strides toward diversifying 
and promoting inclusivity must be 
prioritized to diminish the discrep-
ancies between our evolving demo-
graphic landscape and the diversity 
of the urological workforce.  

Social media has rapidly be-
come an indispensable tool in 
promoting diversity, equity and 
inclusion (DEI) initiatives, enact-
ing social change and connecting 
the health care community. The 
LatinX in Urology co-founders, 2 
first-generation Cuban Americans 
and at the time medical students, 
joined Twitter seeking mentorship 
from urologists with similar life 
experiences and an understanding 
of the intricacies of being a Lat-
inx physician. Yet, through their 

search, they encountered limit-
ed visibility of Latinx urologists 
within the urological community. 
In response, LatinX in Urology  
(@latinxuro) on Twitter was created 
in July 2020 to address the grow-
ing need for cultural representation 
and diversity within the urological 
workforce. Twitter served as the 
ideal channel to broadcast inclusiv-
ity, amplify Latinx voices and cre-
ate mentorship networks that can 
transcend geographical distances. 
The connectedness of social media 
has provided an excellent platform 
through which to celebrate excep-
tionally resolute physicians and 
recruit underrepresented medical 
students to the field of urology. Lat-
inX in Urology serves as a central-
ized online community for aspiring 
and current urologists and has been 
successful in garnering vast sup-
port from the Latinx community 
through the Physician Spotlight Se-
ries featuring Latinx urologists and 
their unique paths into medicine 
and urology. Currently, LatinX 
in Urology has accumulated over 
1,200 followers on Twitter.

Since its genesis, LatinX in 
Urology has evolved into a non-
profit organization whose mission 
is to continue increasing visibility, 
recruitment efforts, mentorship, 
and community engagement for 
current and future Latinx urolo-
gists. The organization has col-
laborated closely with Urology 
Unbound, a nonprofit organi-
zation committed to recruiting, 
retaining and promoting Black 
urologists and increasing diversi-
ty in urology. LatinX in Urology 
has also partnered with Urologists 
for Equity, a grassroots organiza-
tion focused on DEI initiatives 
in urology, to organize a list of 
resources for self-education and 
urological scholarships on top-
ics of bias, structural racism and 
health inequalities/disparities 
found on the organization website 
(www.uroequity.org). Additional-
ly, recruitment and mentorship 
of Latinx and underrepresented 
students into urology is an orga-
nizational priority and has been 
fostered with participation in the 
2021 Latino Medical Student As-

sociation Conference and AUA 
Diversity in Urology webinar.

LatinX in Urology is a burgeon-
ing initiative that will continue 
working alongside existing DEI or-
ganizations to mentor Latinx train-
ees and diversify the workforce 
pipeline. The future of LatinX in 
Urology lies in continued expan-
sion of our organization to devel-
op long-standing partnerships with 
DEI organizations, and support 
DEI research/advocacy and the 
official development of a LatinX 
in Urology society to advance the 
agenda of Latinx urologists and pa-
tients. It is time to foster a urolog-
ical workforce that represents the 
communities we serve, and LatinX 
in Urology is committed to meet-
ing that demand. STOP
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Introducing Medical Students to Diversity Initiatives 
within Urology
Marisa Clifton, MD, FACS
Johns Hopkins University School of Medicine,  
Baltimore, Maryland

Shenelle Wilson, MD, FPMRS
Metro Atlanta Urology and Pelvic Health Center, 
Georgia

Diversity, equity and inclusion 
(DEI) in medicine has gained sig-
nificant momentum over the past 
several years and has underscored 
the acute need for expansion of 
DEI within the field of urology. 
Historically, the AUA Medical Stu-
dent Education Committee hosts 
twice-yearly webinars geared spe-
cifically to medical students as they 
consider pursuing urological res-
idency. Recognizing that today’s 
learners have a significant interest 
in diversifying the workforce and 
providing comprehensive care, the 
AUA Medical Student Education 
Committee hosted the “Diversity 

in Urology: Initiatives and Oppor-
tunities” webinar in March 2021. 
The purpose of this experience was 
not only to introduce medical stu-
dents to some of the challenges and 
complexities of expanding diversi-
ty within urology, but to highlight 
the benefits of increasing diversity 
in urology training and practice. 
The webinar aimed to introduce 
medical students to other medi-
cal students, residents and faculty 
innovators in the space of DEI in 
urology and to connect underrep-
resented in medicine (URiM) stu-
dents with mentors and collabora-
tors. Additionally, the experience 
sought to inform medical students 
and medical schools of DEI oppor-
tunities, and to give students and 
schools resources, including the 
AUA medical student curriculum. 
Our webinar panelists emphasized 
the need for support and expansion 

of DEI efforts and efforts to engage 
learners early in training to ensure 
longitudinal engagement in DEI. 

Although some DEI initiatives 
currently exist with new opportu-
nities developing, this webinar fo-
cused on several novel programs 
that have demonstrated outcomes. 
Dr. Sam Washington III, Assistant 
Professor of Urology at Univer-
sity of California-San Francisco 
(UCSF), spoke about the devel-
opment, implementation and out-
comes of the UReTER (Under-
Represented Trainees Entering 
Residency) Mentorship program. 
Dr. Washington worked closely 
with Dr. Micha Zheng, a urology 
resident at UCSF, to cofound this 
program. This mentorship experi-
ence pairs interested URiM medi-
cal students with 1 volunteer resi-
dent or fellow mentor and focuses 
on guiding URiM medical stu-

dents on their Society of Academ-
ic Urologists (SAU)-AUA Match 
journey. The program has another 
mentorship arm that pairs urology 
residents to a faculty mentor and 
focuses on guiding Black urology 
residents through their training and 
beyond. Dr. Shenelle Wilson, a Fe-
male Pelvic Medicine and Recon-
structive Surgeon at Metro Atlanta 
Urology and Pelvic Health Center, 
discussed Urology Unbound, a 
nonprofit organization that is com-
mitted to recruiting, retaining and 
promoting Black urologists as well 
as increasing diversity in the field 
of urology. Another panelist of this 
webinar, Dr. Jessica Delgado, a cur-
rent urology resident at the Univer-
sity of Miami, is the cofounder of 
LatinXUro. She discussed her ex-
perience with creating an online 
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forum centered on unifying the 
Latinx urology community and 
promoting the URiM. Her pro-
gram stressed the importance of 
engaging the online community to 
bring awareness to DEI needs and 
initiatives.

This webinar also allowed the 
Medical Student Education Com-
mittee to provide medical stu-
dents with information regarding 
scholarships for in-person urology 
sub-internships available to the 
URiM. Many urology programs 
across the country offer opportu-
nities for funding, including Uni-
versity of Colorado, Washington 
University, UCSF, Virginia Com-

monwealth University, University 
of Pennsylvania and many others. 
The moderators and panelists also 
encouraged medical students to at-
tend available Urology Residency 
Program Virtual Open Houses that 
focus on diversity, many of which 
are recorded and discuss DEI ini-
tiatives available at their respective 
programs. One of the panelists, Dr. 
Jessica Bienstock, discussed an in-
novative educational program she 
helped create at Johns Hopkins. 
The Virtual Visiting Elective in 
Equitable Healthcare sub-intern-
ship is a 2-week elective available 
to any medical student interested 
in diversity and health care equity, 

regardless of specialty. Students en-
gage in specialty-specific curricular 
activities in the morning and then 
participate in an afternoon univer-
sal curriculum that explores key 
aspects in the care of diverse pa-
tient populations including health 
disparities, global health and pro-
fessional development by content 
experts. 

It is imperative to provide im-
proved medical student access to 
DEI programs, which is an ongoing 
effort of the AUA Medical Student 
Education Committee. Involving 
medical students in DEI opportuni-
ties not only ensures early introduc-
tion to these important initiatives, 

it creates engagement sooner and 
promotes longitudinal engagement. 
Initiatives such as those started by 
our panelists will continue to im-
prove the pipeline for the URiM 
to join the wonderful field of urol-
ogy and be advocates for patients 
who seek care from physicians of 
diverse backgrounds. The AUA 
Medical Student Education Com-
mittee thanks all of the DEI inno-
vators and panelists who continue 
to innovate and educate, and seek 
to disseminate information to medi-
cal students to encourage early and 
longitudinal engagement in diversi-
ty programs. STOP

INTRODUCING MEDICAL STUDENTS TO DIVERSITY INITIATIVES WITHIN UROLOGY
Arrow-right Continued from page 35

Equity and Diversity in Surgical Training
Amanda E. Hird, MD, MSc, FRCSC
University of Toronto, Ontario, Canada

The lack of diversity in medicine 
and surgery has been an ongoing 
discussion for several decades. 
Even with roughly equivalent re-
cruitment of female and male ap-
plicants at the medical school level, 
structural inequities as well as sys-
tem-level and implicit biases con-
tinue to limit enrollment of under-
represented minority individuals .1 

There are also differences in 
how individuals funnel into certain 
medical specialities. Women and 
people from minority backgrounds 
are less likely to pursue surgical 
subspecialties.2,3 This dispropor-
tionate recruitment is not based on 
technical ability.4 In a large popu-
lation-based study of male and fe-
male surgeons, patients operated 
on by women had at least equiv-
alent surgical outcomes.5 Further, 
gender and race concordance has 
been associated with improved pa-
tient satisfaction, compliance with 
physician recommendations,6 par-
ticipation in clinical research7 and 
patient outcomes.8 

There are further discrepancies 
in trainee attrition with certain 
populations disproportionately 
more likely to slip away—the so-
called “leaky pipeline.” Increased 
attrition from surgical training pro-
grams has been reported among fe-

male surgical residents.9 Although 
the cause of this is multifactorial, 
there is evidence to suggest a rela-
tionship between physician burn-
out and attrition. In a large study 
of over 7,000 general surgery train-
ees, residents who reported expo-
sure to discrimination, abuse or 
harassment at least a few times per 
month were more likely to have 
symptoms of burnout.10 

The experience of explicit and 
implicit bias may play a direct role 
in resident attrition. Some studies 
have suggested a difference in op-
portunity11 and subjective evalua-
tion of performance by supervising 
staff12 based on gender and race 
during surgical training. Further, 
negative stereotypes are detrimen-
tal to the operative performance 
of stigmatized individuals.13 A ran-
domized controlled trial studied 
the impact of confirming negative 
stereotypes (stereotype threat) on 
technical skill and performance 
among male and female gener-
al surgery residents in the U.S.  
Women who were determined to 
be more susceptible to stereotype 
threat based on pre-intervention 
assessment and who were random-
ized to the stereotype threat arm 
were more likely to demonstrate 
a reduction in technical perfor-
mance. Conversely, susceptible 
women who were randomized to 
the protective arm exhibited tech-

nical performance that was equiva-
lent to their male colleagues.13 

While differences in clinical and 
academic demand by institution 
may contribute to burnout and at-
trition, there are clearly important 
environmental factors intrinsic to 
each organization that help to mit-
igate some of these experiences. 
In a prospective study of surgical 
interns, despite equivalent techni-
cal ability, female trainees needed 
more time to reach the same level 
of surgical confidence.14 This is an 
example of the importance of equi-
ty for promoting individual success 
during training. Being engaged in 
the unique educational needs of in-
dividuals and creating an environ-
ment that is conducive to tailored 
learning opportunities are critical 
to allow each person to meet their 
full potential. Equitable and inclu-
sive work environments create an 
atmosphere of representation and 
enhance the sense of belonging for 
our trainees and ourselves.

Mentorship is also one of the 
most powerful tools in our arsenal 
that can be used to promote di-
versity and retention in our train-
ing programs. Mentors play a key 
role in professional development, 
career guidance, academic success 
and personal growth. Effective 
mentorship has positive effects on 
career progression for both the 
mentor and mentee. Within the 

urology community, several in-
fluential organizations should be 
commended for facilitating men-
torship opportunities for trainees. 
This should be made a priority at 
each institutional level. 

Diverse teams work better to-
gether with higher productivity, 
performance and innovation. Di-
versity in health care teams has 
also been linked to improved pa-
tient satisfaction and outcomes, 
yet there remain barriers to re-
cruitment, retention and ultimately 
academic promotion of underrep-
resented minority individuals.15 Im-
proving equity and diversity within 
our own institutions is critical for 
trainee recruitment, retention and 
success. We owe it to our patients 
to train and retain the best people 
in our field. STOP
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“Do I Fit in Here?” is a question 
that often enters the minds of med-
ical trainees as they seek out their 
chosen future profession. For many 
women, racial and sexual/gender 
minorities, the answer may not be 
reflected within the urology work-
force and organized urological so-
cieties such as the AUA.  

According to the latest AUA 
Census, urologists are 90% male, 
3.8% Hispanic and 2.1% Black.1 
This is even though, according to 
the U.S. Census 2020, our popula-
tion is 51% women, 15% Hispanic 
and 13% Black.2 The lack of propor-
tionate representation has several 
negative effects as it contributes 
to implicit bias, microaggressions, 
stereotype threats, tokenism and 
imposter syndrome.3 This lack of 
representation also contributes to 
a lack of connection (homophily) 
and is an opportunity that the AUA 
cannot afford to miss. 

As members of the AUA’s Young 
Urologists (YU, defined as those 
within 10 years of completing 
training) Committee (YUC), we are 
keenly aware of this discrepancy 
and are working towards the neces-
sity of diversity, equity and inclu-
sion. The YUC, being comprised 
of representatives from each of the 

AUA sections as well as the Doc-
tor of Osteopathy Section, and the 
Society of Government Services 
Urologic Society and Consultants 
from the American College of Sur-
geons, American Medical Associ-
ation, Advanced Practice Provider 
Membership Committee, and the 
Residents and Fellows Committee, 
is uniquely positioned to bring to-
gether wide-ranging members and 
represent the breadth of the larger 
urology community. Yet, we too 
recognize the need for our YUC to 
reflect not just the YU membership 
of the AUA but also the diversity 
of society at large and to foster a 
pathway for future generations to 
see themselves in that reflection. To 
that end, the YUC is very proud of 
our AUA YU membership at large, 
who are often at the forefront of 
these efforts. 

Urology Unbound, LatinX in 
Urology and Urologists for Equity, 
among others, have recently been 
established to engage with under-
represented racial and sexual and 
gender minority (URM) medical 
students and residents in Urology. 
The first annual URM residency 
bootcamp was held in May 2021 
by Dr. Shenelle Wilson/Urology 
Unbound to help URM residents 
acclimate to and thrive in residen-
cy, along with other ongoing events 
throughout the year for URM 
medical students looking to match 
into urology. These important ef-
forts are essential to underscoring 
the belief that underrepresented 
medical students and residents are 
welcomed into Urology and are 
beacons of hope in strides towards 
increasing diversity, equity and in-
clusion (DEI) within our field. 

YU membership also contrib-
uted to the AUA Office of Educa-

tion’s Medical Student Education 
Committee-hosted webinar on 
March 22, 2021, titled “Diversity 
in Urology: Initiatives and Oppor-
tunities.” The webinar included a 
panel discussion with Dr. Shenelle 
Wilson, Dr. Jessica Delgado, Dr. 
Sam Washington and Dr. Jessica 
Bienstock, hosted by Drs. Marissa 
Clifton and Adam Weiner. This was 
an excellent discussion regarding 
the impressive medical student ini-
tiatives that have developed in the 
recent past, with efforts directed 
towards increasing diversity in the 
applicants to our specialty. The ar-
chived webinar can be viewed on-
line at the AUAUniversity YouTube  
channel (https://www.youtube.com/
watch?v=RMUMpA82SCY). 

On a regional level, several YU 
members of the New York Section 
of AUA spearheaded an effort to 
sponsor new AUA Office of Re-
search medical student summer re-
search fellowships geared towards 
URM students. The New York 
along with the Northeastern, South 
Central and Southeastern sections 
are now sponsoring 4 medical stu-
dent summer research fellowships 
specifically for URM students for 
2022. This is in addition to several 
lectures on DEI given at sectional 
meetings coordinated by YU rep-
resentatives. It is also important to 
note that YU-sponsored panels are 
encouraged to embrace a diverse 
panel of speakers. Further, the 
AUA Office of Research and Urol-
ogy Care Foundation have DEI 
initiatives promoting a pipeline of 
URM researchers at all stages to 
address disparities in urological re-
search.

Still, there is much progress to be 
made and it needs to start earlier. 
Efforts to attract students in college 

and even earlier to Urology will be 
part of the ongoing work needed 
to bridge the equity gap. To this 
end, the Mid-Atlantic Section has 
created and funded a pre-medicine 
enrichment program for URM un-
dergraduate students. In the sum-
mer after their sophomore year, 
URM students will participate in a 
comprehensive mentorship and ac-
ademic program aimed at fostering 
and attracting pre-medical students 
to Urology specifically. This pro-
gram was spearheaded by Dr. Kurt 
McCammon (of the Mid-Atlantic 
AUA Section Board) and advanced 
as well by Dr. Jay Raman (Past 
President of the Mid-Atlantic sec-
tion and current AUA Office of Ed-
ucation Committee Chair), along 
with support by Mid-Atlantic YU 
members. This program can be a 
model for other grassroots efforts 
to create pathways for younger 
generations, which will hopefully 
lead to our field one day truly re-
flecting society at large.

Membership in the YUC has 
the potential to be the first formal 
volunteer role for a young urologist 
within the AUA. Such member-
ship could lead to further exposure 
within the AUA governance struc-
ture and may often lead to further 
volunteer opportunities within the 
AUA. The YUC is striving to min-
imize the barriers to appropriate 
representation and support. “You 
DO fit in here!” STOP

1. American Urological Association: AUA Census 
2020. Available at https://www.auanet.org/doc-
uments/research/census/2020-State-of-Urolo-
gy-Workforce-Census-Book.pdf. Accessed Feb-
ruary 6, 2022. 

2. United States Census Bureau: QuickFacts. 
Available at https://www.census.gov/quick-
facts/fact/table/US/PST045221. Accessed Feb-
ruary 6, 2022. 
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Growing Diverse Leaders: Diversity, Equity and  
Inclusion Efforts from the Residents and  
Fellows Committee
Michael Ernst, MD
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The Residents and Fellows Com-
mittee of the American Urological 
Association has represented the 
voices of trainee members since its 
inception in 2002. Over the past 
20 years, our committee has grown 
to include not just members from 
each geographical AUA section, 
but also representatives from Can-
ada and Mexico, as well as liasons 
from the American College of Sur-
geons, Residency Review Com-
mittee and the American Medical 
Association. Our aim is to advance 
the needs and concerns of all resi-
dents and fellows. As such, over the 
past year our committee has been 
involved with multiple efforts to 
increase diversity, accessibility and 
inclusion in urological training. 

Although the current cohort of 
urology trainees is increasingly 
becoming more diverse, progress 
is still lagging behind many oth-
er fields. In 2021, women made 
up 34% (120/357) of all matched 
applicants, 16% of full time facul-
ty and 10.3% of practicing urolo-
gists.1,2 It is predicted that female 
urologists will make up a signifi-
cant proportion of the workforce 
growth over the next 4 decades.3 
Despite the increasing number 
of women entering urology, they 
continue to be underrepresented 
in leadership positions across urol-
ogy organizations.4,5 Similar trends 
are seen for racial/ethnic minori-
ties in urology. Based on the most 
recent AUA census data, 2.1% of 
practicing urologists were Black 
and 3.8% Hispanic, while for res-
idents 3.1% were Black and 5.7% 
Hispanic.2 A 2019 study showed 
that trainees underrepresented in 
medicine (UIM) made up 30.8% 
of current residents in urology, 
33.6% in surgery and 42.3% in all 
medical fields overall.6 

One mechanism to increase di-
versity within medical fields and 
access to leadership positions is 
the development of mentorship 
programs. These programs have 

been associated with facilitating 
specialty choice, career satisfaction 
and increased productivity.7 Often, 
trainees UIM feel isolated and ex-
perience reduced mentorship op-

portunities due to smaller numbers 
of underrepresented physicians at 
academic centers.8 Faculty who 
are UIM may be in junior roles 
themselves, overburdened and are 
frequently asked to serve in these 
mentorship roles with little to no 
preparation. Therefore, all leaders 
must become culturally informed 
in understanding the unique chal-
lenges faced by those underrep-
resented within urology and be 
able to provide “cross-cultural” 
 mentoring.9 

Mentorship for urology res-
idents has been one of the key 
themes of the AUA Residents and 
Fellows Committee for 2021–2022. 
While all residents would benefit 
from more robust mentorship, this 
is especially true of those who are 
underrepresented in our field and 
leadership. The 2021 AUA May 
Kick-off Weekend featured a vir-
tual panel, moderated by our com-
mittee, with experts from across 
the country discussing the benefits 
of mentorship, how to find a men-
tor and best practices for being a 
mentee. This was attended by 75 
trainees and is available now for 
streaming on the AUA website. Ad-
ditionally, our committee has been 
investigating the development of a 
national mentorship program that 
could be accessible to urology resi-
dents. The first step in this program 
is a needs assessment of current 
urology residents. We hope this 
program can add to the excellent 
mentorship work already being 
done by the R. Frank Jones Uro-
logical Society, Society of Women 
in Urology, Urology Unbound and 
Urologists for Equity. 

Over the past few years our 
committee has also been actively 
advocating for changes to the pa-
rental leave policies established by 
the American Board of Urology 
(ABU). With the assistance of the 
AUA, our committee developed 

FROM THE RESIDENTS AND FELLOWS COMMITTEE
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a survey that was included in the 
Annual AUA Resident Census. 
This found that 24.8% of residents 
have children, and 80% of them 
had a child during their residency 
training. At that time, 78% of resi-
dents took fewer than 2 weeks off 
after the birth of their child and 
there was no national ABU poli-
cy for trainees. In 2021 the ABU, 
along with numerous stakehold-
ers, developed and implemented a 
standardized parental leave policy. 
This policy now allows 6 weeks of 
parental leave without affecting va-
cation or sick leave and without an 
extension of training. Additionally, 
residents are allowed an additional 
2–4 weeks of leave depending on 
their year of training.10 Our com-
mittee offered full support for the 
ABU’s policy and has worked hard 
to make all residents aware of this 
positive step forward towards equi-
ty and inclusion. 

Furthermore, the AUA Resi-
dents and Fellows Committee will 

be hosting a series of podcasts 
through the AUA Inside Tract Se-
ries. These will tackle topics such as 
navigating residency in a dual phy-
sician household, the challenges of 
having a child during residency, 
seeking leadership as a female in 
urology and an introduction to the 
subspecialties available through 
urology. These podcasts will be of 
general interest to urology train-
ees, but will also serve to increase 
knowledge of some common “hid-
den curriculum” items. In addition, 
the Residents’ Forum at the AUA 
2022 Annual Meeting will focus 
on several of these “hidden curric-
ulum” topics and intentionally fea-
tures several panels that consist of 
a diverse set of accomplished urol-
ogists from various genders, races 
and ethnicities. 

The Residents and Fellows Com-
mittee firmly believes that a diverse 
and inclusive training environment 
is critical to the best educational, 
clinical and research outcomes. 

The April 2021 Diversity Issue of 
AUANews outlined many of the 
current gaps in inclusivity and di-
versity that are present within urol-
ogy. The suggested next steps often 
required not just increasing access 
to resources for underrepresented 
groups, but an intentional commit-
ment to increasing diversity in all 
its forms. Our committee members 
serve just 1-year terms, significant-
ly shorter than that of many other 
AUA committees. This should al-
low our committee to quickly be-
come representative of the current 
diversity of trainees within urology. 
It is incumbent on the AUA mem-
ber sections to consider this diver-
sity when selecting resident rep-
resentatives to the Residents and 
Fellows Committee. We strive to 
represent the diversity of urology 
trainees that helps to elevate and 
advance our field. STOP
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Center for Urologic History
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Over the past 15 years, AUA 
historians, curators, archivists, the 
History Committee and AUA staff 
have worked to build awareness of 
racism, sexism and ageism in the 
history of medicine. Diversity and 
inclusion have increased in history 
exhibits, membership on the His-
tory Committee and work groups, 
and in the History Forum Abstract 
Review Committee. Historians 
know that the best history includes 
many perspectives. 

At the 2007 AUA Annual Meet-
ing, Rainer Engel curated the exhibit 
and publication “Women Healers.” 
This exhibit highlighted the pro-
gression of women in health care 
from antiquity to modern times, in-
cluding nursing and medicine, and 
progressing to female surgeons and 
urologists. In 2005, the AUA had 

227 female members; today there 
are 4,039.

The 2012 exhibit curated by 
Michael Moran was “Skeletons 
in the Closet: Indignities & In-
justices in Medicine.” The book  
of the same name included chapters 

on failed medical ethics in both re-
search and clinical care, including 
the legacies of Henrietta Lacks and 
Alan Turing, the Tuskegee Syphilis 
Study and controversy surrounding 
J. Marion Sims. History Commit-
tee members and medical histori-

ans reported on historical aspects 
of unethical experimentation and/
or treatment of Blacks, Hispanics, 
women, Jews, Chinese, Koreans, 
homosexuals, and physically im-
paired and mentally impaired per-
sons. Copies of this book, published 
by the AUA, can be obtained at the 
Museum gift shop or by emailing 
mmatthews@auanet.org. 

To further improve the Didusch 
Center’s efforts to be more inclusive 
regarding race, gender, age and na-
tionality, and to appeal to a broad-
er audience, a strategic business 
plan was completed in 2018. One 
of the goals was to create diverse 
leadership for the Didusch Center 
for Urologic History. This included 
having an annual topic-specialist 
curator for each year’s exhibit, re-
structuring the History Committee, 
and adding work groups to assist the 
History  Committee and  Museum. 
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In the past, the History Committee 
consisted of the 8 Section historians 
(chosen by the Sections), the cura-
tor and the AUA historian. This 
more diverse Committee now in-
cludes the AUA historian, exhibit 
curator, recent or emeritus curator, 
8 Section historians, international 
representative, Young Urologist 

representative, Resident represen-
tative, Leadership representative 
and 4 members-at-large. 

The work groups include some 
members of the History Commit-
tee and other AUA members who 
have interests in 1 or more of the 
work groups. These groups include 
Exhibits and Collections, Digital, 

Academic and Finance. AUA staff 
are also members of each work 
group. Most recently, the Histo-
ry Forum Abstract Review Com-
mittee has expanded from 4 to 8 
members, and now includes the 
AUA historian, 1 Section historian, 
1 European member of the Histo-
ry Committee, 3 at-large members 

of the History Committee and the 
Young Urologist representative. 
Three of the 8 are women.

In summary, the William P. Di-
dusch Center for Urologic History 
has been a pilot in advancing inclu-
sion and adding diversity in both 
exhibits and leadership. We know 
this is important work. STOP

Understanding Cultural Diversity
Neil H. Baum, MD
Tulane Medical School, New Orleans, Louisiana

I recently came across a patient 
who asked about a capsule that I 
prescribed and asked if the medica-
tion came in a tablet form.  Further 
inquiry revealed that the gelatin 
capsule was of porcine (pig) origin 
and his Muslim faith proscribed 
any products derived from pigs es-
pecially if there were alternatives.  
This conversation alerted me to 
the cultural differences of different 
faiths or patients who have differ-
ent dietary preferences.  This arti-
cle will focus on just medications 
and dietary differences of various 
cultures and religions. 

There is an ever-growing diver-
sity of religious beliefs in the U.S. 
that urologists need to take into ac-
count during our interactions with 
patients. Several world religions, 
including Islam, Judaism and Hin-
duism, prohibit their followers 
from consuming certain foods and 
drinks.  For instance, alcohol, pork 
and/or beef products, or those not 
prepared in specified ways accord-
ing to strict guidelines are not per-
mitted. These restrictions are not 
only based on religious exclusions 
but also include vegans and vege-
tarians who restrict their consump-
tion of animal-derived products. I 
did some research on this subject 
and found that many medications 
contain at least 1 active or inactive 
ingredient derived from prohibited 
sources.1 Many of our colleagues, 
myself included, are unaware that 

some of these ingredients might be 
in their medicines, and we should 
be sensitive to our patients’ views 
and restrictions.

If there are concerns about cer-
tain medications that are derived 
from animals or use alcohol as an 
ingredient or in the preparation of 
the medication, then we need to be 
able to define and explain the med-
ical necessity and to explore the 
possibility of suitable alternatives.

Another caveat is the awareness 
of patients who fast, as it may be 
necessary to make modifications 
to a patient’s medication regimen 
during the fasting period. For ex-
ample, during the month of Ra-
madan, patients of the Muslim 
faith may not take medications, eat 
or drink from sunrise to sunset. If 
fasting puts the patient’s health at 
risk, then doctors need to com-
municate the risks and advise the 
patient to seek the advice of their 
religious leaders or imams.  It has 
been my observation that most re-

ligious leaders allow patients to do 
whatever is medically necessary to 
protect their health.  

Religious Jews adhere to a set 
of dietary laws (Kosher) that de-
termine what food and drink are 
permitted. They do not eat any 
products from pigs and do not eat 
shellfish (lobster, clams, mussels) 
or shellfish products. Examples of 
those medications with active in-
gredients directly derived from ani-
mals include heparin, an injectable 
anticoagulant which is commonly 
extracted from porcine intestinal 
mucosa, and conjugated estrogens, 
used in some hormone replace-
ment preparations and derived 
from pregnant mares’ urine. Sup-
plements with active ingredients 
that come from animal products in-
clude calcium tablets, from animal 
bones; glucosamine, from shrimp, 
lobster and crab shells; chondroitin 
from shark, bovine or porcine car-
tilage; and heme iron supplements, 
from animal blood.

Seventh-day Adventists are en-
couraged to eat a vegetarian diet 
and have prohibitions on pork,  
alcohol, coffee and tea. 

Bottom line: in our culturally di-
verse nation, we need to be sensi-
tive to patients with diverse values, 
beliefs and behaviors. A cultural-
ly competent urologist acknowl-
edges the importance of culture, 
understands cultural differences, 
recognizes the potential impact of 
cultural differences in the care we 
provide our patients of different 
backgrounds and adapts services to 

meet the unique needs of our cul-
turally different patients. Ultimate-
ly, cultural competency puts us on 
a path to also recognize racial and 
ethnic disparities in health care.

An open dialogue between the 
urologist and the patient is neces-
sary, so that consideration can be 
given to the patient’s religious be-
liefs before prescribing drugs or 
treatment.  STOP

1. Sattar SP, Ahmed MS, Madison J et al: Patient 
and physician attitudes to using medications 
with religiously forbidden ingredients. Ann 
Pharmacother 2004; 38: 1830.
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“ There is an ever-
growing diversity 
of religious beliefs 
in the U.S. that 
urologists need 
to take into 
account during our 
interactions with 
patients.”

“ If there are 
concerns 
about certain 
medications that 
are derived from 
animals or use 
alcohol as an 
ingredient or in 
the preparation 
of the medication, 
then we need to 
be able to define 
and explain the 
medical necessity 
and to explore 
the possibility 
of suitable 
alternatives.”
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Medical students often ask cur-
rent trainees during residency in-
terviews: “Does anyone here have 
kids? Is it possible to be a parent 
and be a resident here?” As resi-
dent and fellow education con-
tinues to evolve, transparency of 
training program accommodations 
for parental leave has become a 
forefront issue. Greater than half 
of residents report delaying having 
children due to residency train-
ing.1 However, surgical trainees do 
commonly take part in maternity 
or paternity leave, as described 
by approximately 41% of surgical 
training programs.2 The current 
national standard, which was set 
by the American Board of Medi-
cal Specialties beginning in July 
2021, allows for a minimum of 6 
weeks away once during training 
without exhausting vacation or 
extending training.3 Mayo Clinic 
Enterprises recently announced an 
updated and progressive Paid Par-
enteral Leave Policy that allows for 
80 hours of paid leave for spous-
es of partners who adopt or give 
birth. With this in mind, we aimed 
to complement our residency pro-
gram’s supportive environment 

for maternity and paternity leave 
by enhancing accommodations 
before and after minimal leave re-
quirements.

In our residency training pro-
gram at Mayo Clinic in Arizona, 
resident call is composed of a chief 
resident or fellow, who is aided by 
a junior resident (PGY2–4) on pri-
mary call. We developed several 
policies for the resident or fellow 
around her or his leave, as demon-
strated in the table.

The policy in the table was cre-
ated to decrease an undue bur-
den of call during the first several 
weeks to months of parenthood, 
where resident well-being is al-
ready tenuous. Thus, they are 
specific to our department and 

residency training program and 
should not be stenciled to others 
without keen insight to the details 
of that program’s call and chain 
of resident command. Next, we 
wished to maximize work hour 
flexibility for new parents. In our 
mentorship model of surgical 
training, residents may often have 
administrative days to catch up on 
service work or perform research. 
Often, residents will venture to 
the operating room for interesting 
cases or be assigned to a room if 
coverage is needed. Providing the 
trainee with the option to allocate 
her or his time without having to 
explain the details of their person-
al life is the professional and effi-
cient approach we chose. Lastly, 

we believe this policy maximizes 
the competency and autonomy of 
the trainees taking call with the 
resident post-parental leave. This 
served as an excellent opportunity 
for all parties involved to increase 
their call competencies without in-
creasing work volume. 

Ultimately, the mental and phys-
ical well-being of urology trainees 
has significant downstream effects 
in the care of patients—and now for 
the children of the trainee. Resi-
dency programs should continue 
to provide support for trainees with 
newborns and for those expecting 
to deliver. We firmly believe that 
while policy change is an appro-
priate first step, ultimately the cul-
ture of urology departments and 
residency training programs will 
drive continued accommodations 
and equality, which will encourage 
trainees with child-bearing plans 
to pursue careers in medicine and 
surgery. STOP

1. Holliday EB, Ahmed AA, Jagsi R et al: Preg-
nancy and Parenthood in Radiation Oncology, 
Views and Experiences Survey (PROVES): re-
sults of a blinded prospective trainee parenting 
and career development assessment. Int J Radiat 
Oncol Biol Phys 2015; 92: 516.

2. Sandler BJ, Tackett JJ, Longo WE et al: Preg-
nancy and parenthood among surgery residents: 
results of the first nationwide survey of general 
surgery residency program directors. J Am Coll 
Surg 2016; 222: 1090.

3. American Board of Medical Specialties: Poli-
cy on Parental, Caregiver, and Medical Leave 
During Training. 2021. Available at https://
www.abms.org/policies/parental-leave/.

Table. Elements of parental leave policy for trainees

1. No primary or chief call 4 weeks prior to due date.

2. No primary or chief call within the first 4 weeks of return to work.

3. Residents will not “make up” missed call time due to maternity/paternity leave. During 
her or his leave, the resident call pool should decrease without penalty to the trainee.

4. When returning to the junior call pool, primary call junior residents should be paired with 
an intern to assist in primary call.

5. When returning to chief call pool, chief residents should be paired with a PGY4 as junior 
resident for the first several call shifts.

6. Soon-to-be parents are encouraged to keep all prenatal appointments as scheduled. 
Residents who are pregnant, or whose partners are pregnant, are encouraged to schedule 
these on flexible days depending on their service assignment but ultimately will be grant-
ed leave as a medical appointment. 

7. Case assignments on flexible days should be dictated by the trainee returning from leave: 
lighter days may be spent catching up on service work vs opting to join larger cases in the 
operating room.

Differences in Urology Residency Applications by  
Gender: What Are They? How Do We Fix Them?
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University of North Carolina, School of Medicine, 
Chapel Hill

Pauline Filippou, MD
University of Washington, School of Medicine, Seattle

Angela Smith, MD, MS, FACS
University of North Carolina, School of Medicine, 
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The gender gap within urology 
continues to be one of the largest 
in medicine, with women making 
up only 10% of practicing physi-
cians and 16% of academic urol-
ogists.1 This gap widens further 
when examining leadership posi-
tions, where women hold only 3% 

of department/division chair posi-
tions and 8% of program director 
positions.2 Despite this continued 
underrepresentation, significant in-
creases in the proportion of wom-
an trainees in the specialty have 
occurred over the last several de-
cades, with women now making up 

27% of urology residents and 30% 
of residency applicants.3 In order 
for this trend to continue, a greater 
effort to attract, recruit and retain 
women in our specialty is neces-
sary, beginning at the trainee level. 

Arrow-right Continued on page 43
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Therefore, increased awareness of 
gender-based disparities and bias 
within the application process is 
paramount. 

Match rates between men and 
women applying into urology are 
similar, and the overwhelming 
majority of the urological resi-
dency application is compara-
ble between genders, with slight 
differences in applicant demo-
graphics and metrics. A study of 
over 500 students applying in 2 
consecutive years to Columbia 
University found that woman 
medical students had more hon-
ors (3 vs 2, p=0.02), while men 
had marginally higher United 
States Medical Licensing Exam-
ination step 1 scores (238 vs 234, 
p <0.001) and increased number 
of published manuscripts (2 vs 1, 
p=0.02).3 Not surprisingly, the no-
table gender-based differences be-
tween applications are not objec-
tive measures such as accolades 
and test scores, but rather the way 
in which students are described 
by both others and themselves, a 
mark of bias in and of itself.  Ex-
amples of descriptive application 
components containing known 
gender-based differences include 
linguistic differences within let-
ters of recommendation and per-
sonal statements, the residency 
interview experience and career 
 expectations. 

Linguistic analysis of 460 letters 
of recommendation (LORs) for 
applicants to a single urology res-
idency program showed that letter 
writers described male applicants 
with more characteristics typical-
ly desirable in a surgeon (power, 
drive, work) when compared to 
women. Of note, a description of 
power within an LOR was signifi-
cantly associated with a successful 
match outcome.4

Similar linguistic analysis of ap-
plicant personal statements showed 
that women wrote their statements 
with decreased confidence and 
sense of belonging as compared 
to their male peers, possibly a re-
flection of woman applicants’ in-
ternalization of underrepresenta-
tion within urology. Women also 
self-promoted in their personal 
statements in a different way than 

men, using more social and rela-
tionship-oriented language that 
was less assertive and less self-ori-
ented than their male counter-
parts.5 While adherent to gender 
norms that prevent women from 
appearing immodest, this may lead 
to woman applicants “selling them-
selves short.”

In addition to letters of reference 
and personal statements, gender 
differences exist within the resi-
dency interview experience itself. 
Woman applicants are more like-
ly to experience illegal interview 
questions that do not directly relate 
to an applicants’ performance abil-
ity, specifically regarding family 
planning, pregnancy and relation-
ship status. Women are also more 
likely to change their rank list in 
accordance with inappropriate in-
terview questions.6

Finally, differences between 
female and male urology resi-
dency applicants extends to ap-
plicants’ career expectations. All 
applicants, regardless of gender, 
share similar interests in pursuing 
fellowship. However, men show 
more interest in academics, oncol-
ogy and endourology, while wom-
en show more interest in female 
pelvic medicine and reconstruc-
tive surgery, andrology and sexual 
medicine, and pediatric urology. 
Despite these early interests, wom-
en are more likely to pursue fel-
lowships and academic positions 
as subspecialists than men (34.4% 
vs 24.3%).2 Reasons for this may 
include increased flexibility of ac-
ademic jobs, more clear pathways 
for mentorship or lack of confi-
dence that improves with addi-
tional training.7

Ameliorating bias within the 
urology residency application pro-
cess requires both an understand-
ing of existing gender biases and 
barriers but also an awareness of 
ways in which these biases can 
be identified and addressed. Stan-
dardized LORs have been suggest-
ed to avoid implicit gender-based bi-
ases.8 In addition, online resources 
provide suggestions to avoid gen-
der bias when writing LORs, such  
as emphasizing accomplishments 
over efforts and avoiding stereo-
typically female-associated words 

such as “caring” and “warm.”4  Bias 
training should be encouraged for 
all applicant reviewers as well as 
applicants themselves. Ultimate-
ly, blinding applicant reviewers to 
gender, race and pictures during 
initial application review may 
more reliably remove potential bi-
ases when determining interview 
offers. Programs should ensure 
that all interviewers are educated 
in inappropriate and inadvisable 
questions and topics in order to 
avoid ranking decisions based on 
discrimination.  

Although the proportion of 
women in urology is growing 
steadily, woman trainees now 
make up over 50% of medical stu-
dent enrollees. Thus, continued 
underrepresentation of women 
in urology likely reflects a lack 
of focused recruitment and men-
torship of woman medical stu-
dents.  In a study of 2015–2019 
AUA Match applicants, a strong 
positive correlation was noted be-
tween woman urology applicants 
and the proportion of woman uro-
logical faculty at their home pro 
gram.9 Likewise, woman medical 
students and residents identified 
the presence of a woman faculty 
member as the most important 
factor when seeking mentorship.10 

Increasing exposure and net-
working opportunities to female 
students early within medical ed-
ucation can be achieved through 

research or summer programs as 
well as urology interest groups. 
Programs should focus on active 
recruitment of female faculty can-
didates, implementation of pro-
fessional development programs 
and alternative promotion pro-
grams to retain women in aca-
demic urology who can serve as 
role models and mentors. Focused 
female mentorship programs that 
can provide mentorship pairing 
along with review of personal 
statements, such as programs pro-
moted by the Society of Women 
in Urology, should be supported. 
Furthermore, the regular practice 
of sponsorship should be champi-
oned for women within urology, 
providing support through ad-
vocacy, promotion and connec-
tions.11 Combining the sponsor-
ship and mentorship of women 
with the active process of address-
ing bias among letter writers, re-
viewers and interviewers makes 
closing the gender gap within 
urology an achievable reality. STOP
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“ Ameliorating 
bias within the 
urology residency 
application process 
requires both an 
understanding of 
existing gender 
biases and 
barriers but also 
an awareness of 
ways in which 
these biases can 
be identified and 
addressed.”
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Diversity in the urological work-
force is critical to our specialty 
reflecting the patients we serve. 
Although urology continues to be 
male dominated, the proportion of 
women in urology is growing. Ac-
cording to recent AUA Census and 
ACGME (Accreditation Council 
for Graduate Medical Education) 
data, 10.3% of practicing urologists 
and 28.5% of urology residents 
are female. Racial representation 
among urologists is more severely 
lacking, with only 2.1% of current 
practicing urologists identifying as 
Black/African American and 3.9% 
as Latinx/Hispanic. These propor-
tions have remained stagnant over 
recent years, as has the percent-
age of urology residents current-
ly underrepresented in medicine 
(URiM).1–3

Diversification in our special-
ty necessitates exposing students 
to urology early in their educa-
tion, with mentorship and support 
throughout medical training as they 
consider a career in urology. Man-
datory urology rotations among 
U.S. medical schools have declined 
to 5% in recent years.4 Familiarizing 

students, particularly URiMs, with 
urology as a specialty early in the 
academic journey is of utmost im-
portance. An introduction to urolo-
gy for high school and college stu-
dents could be offered on the local, 
regional and national stage in the 
form of pre-medical studies orga-
nizations, summer clinical immer-
sion and research fellowships, and 
pipeline programs supported by 
the Society of Academic Urologists 
and the AUA. Current initiatives 
such as Urology Unbound, Michi-
gan Urology Academy and the Un-
derRepresented Trainees Entering 
Residency (UReTER) mentorship 
program can be complemented 
and supported by parallel national 
efforts. These programs should in-
clude URiM urology faculty to em-
power and mentor young recruits.

Furthermore, informational ses-
sions on the specialty of urology 
should be a mandatory element of 
career development in U.S. medi-
cal schools. Urology rotations may 
be promoted as part of the core 
surgical clerkship for medical stu-
dents and offered as an elective 
at all medical schools. Medical 
schools with no home urology pro-
gram can partner with neighboring 
urology residency programs to es-
tablish clerkship positions. Partner-
ship with the AAMC (Association 
of American Medical Colleges) is 
essential to bolster these efforts.

As we encourage more medical 
students from diverse backgrounds 
to enter our specialty, the urology 
residency applicant selection pro-
cess must be fair, equitable, and 
free of discrimination and bias. In 
our relatively small academic com-
munity, letters of recommenda-
tion carry substantial weight when 
contemplating an interview offer. 
Letter writers must thoughtfully 
select verbiage not only to sup-
port applicants, but also to avoid 
introducing bias that could affect 
an applicant’s candidacy.5,6 Based 
on research in successful letters of 
recommendation for advancement, 
tenure and awards, the American 
College of Surgeons Women in 
Surgery committee has designed a 

Letters of Recommendation Guide 
and Resource Bank highlighting 
general principles, notable words 
and phrases, things to avoid and 
examples of successful letters of 
recommendation.7 Recent use of 
standardized letter templates in 
urology helps selection commit-
tees concentrate on outstanding 
characteristics of the applicant.8 
Letter-writing workshops outlining 
evidence-based best practices in 
endorsing diverse residency can-
didates could be considered a next 
step offered on a national scale.

Much emphasis has been placed 
on objective measures such as 
United States Medical Licensing 
Examination® (USMLE®) scores 
and medical school grades in the 
urology residency application re-
view. With USMLE Step 1 and 
many medical school grading 
systems moving to pass/fail, tran-
scripts provide even less informa-
tion about an applicant’s ability to 
succeed in residency and beyond. 
The AAMC advocates holistic re-
view of residency applications.9 In 
this, selection processes take into 
consideration experiences and at-
tributes in addition to academic 
performance. The intent with this 
approach is to create a richly di-
verse interview pool and residency 
workforce with emphasis on diver-
sity in demographics, personal at-
tributes and experiences. Holistic 
review may involve blinding selec-
tion committee members to pho-
tos, ethnicity, USMLE scores and 

grades to limit implicit bias.10 Res-
idency programs should include 
diverse faculty with respect to gen-
der and URiMs on their selection 
committees. Additionally, commit-
tee members should participate in 
implicit bias training to recognize 
their own biases and focus on not 
only attitudes, but also behavior.

As our patient population con-
tinues to grow increasingly diverse, 
so should we. Eliminating discrim-
ination and bias through conscien-
tious initiatives in all phases of the 
recruitment process will grow the 
proportion of women and UriMs in 
urology. A diverse urology work-
force brings multiple perspectives 
and experiences, broadening our 
views as a profession while ensur-
ing delivery of comprehensive, cul-
turally sensitive and compassionate 
care. STOP
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“ Diversification 
in our specialty 
necessitates 
exposing students 
to urology early 
in their education, 
with mentorship 
and support 
throughout 
medical training 
as they consider a 
career in urology.”

“ As we encourage 
more medical 
students 
from diverse 
backgrounds to 
enter our specialty, 
the urology 
residency applicant 
selection process 
must be fair, 
equitable.”
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Mexican Urology has many 
reasons to celebrate in this issue 
of AUANews dedicated to diversity 
and inclusion.

The partnership between Mexi-
can Urology and the AUA has been 
founded on the twin pillars of aca-
demic exchange and strengthening 
of mutual friendship bonds. Mex-
ican Urology is represented by 2 
national associations: the Sociedad 
Mexicana de Urología (SMU) and 
the Colegio Mexicano de Urología 
Nacional (CMUN). 

Historically, Mexican members 
and residents have always parti-
cipated very actively in the annu-
al AUA congresses. However, the 
SMU initiated the first collabora-
tive effort with AUA, bringing tan-
gible positive results; an example 
is the organization of postgraduate 
courses in the program of the AUA 
annual meetings.

The CMUN started its partner-
ship with the AUA in 2010, and 
was negotiated by AUA represen-
tatives Datta G. Wagle, MD (Pres-
ident), Anton J. Bueschen, MD 
(Immediate Past AUA President) 
and Ellen Molino (AUA Interna-
tional Projects Coordinator) work-
ing in collaboration with CMUN 
representatives Vicente Garcia 
Perez, MD (CMUN President), 

Miguel Gonzalez Dominguez, MD 
(CMUN Chair of International Af-
fairs), Felix Santaella Torres, MD 
and Ismael Sedano Portillo, MD.

I have very pleasant memories of 
this cordial dialogue and was very 
honored to have participated in it 
with such wonderful people. The 
meeting was simply and informal-
ly held in a hotel lobby in Cancun, 
Mexico without preset protocols or 
conditions.

Presently, both national Mex-
ican Urology associations share 
some academic programs. The 
AUA has conducted annual lapa-
roscopy courses and/or symposia 
at both the SMU and CMUN An-
nual Congresses since 2008, and 
tracking the evolution of these edu-
cational activities year-on-year it is 
evident that many participants who 
had attended these basic laparos-
copy courses in the beginning are 
now attending the more advanced 
courses. This shows evidence of 
true progress for mutual benefit 
with the AUA courses.

Beyond the laparoscopy courses, 
there is now a dedicated place em-
bedded in the National Congress sci-
entific program for AUA symposia, 
AUA-SMU or AUA-CMUN spon-
sored professors who are regularly 
invited to review the most up-to-date 
evidence base and innovative is-
sues across the whole of Urology.

Another important event is the 
AUA Lessons in Urology Program 

which has taken place annually in 
Mexico City since 2012. For near-
ly a decade this educational pro-
gram has benefited the training of 
nearly 1,000 Mexican residents. 
Steven E. Canfield, MD has led 
this program and always selects 
the most prominent supra-special-
ty faculty to discuss topics such as 
Urologic Oncology and Prostate 
Diseases, Stones Disease, Trau-
ma, Erectile Dysfunction, Pediat-
ric Urology, Female and Recon-
structive Urology, Neurourology 

and Urodynamics, and aspects of 
Medical Urology.

The Mexican Scholar program 
has also been held since 2012. The 
AUA’s Mexican Visiting Scholar 
program allows 1 Mexican urol-
ogist to visit the United States for 
the purpose of observing urolog-
ical surgeries/procedures, and at-
tending clinics and educational 
professional developmental staff 
activities. 

Figure 1. Steven E. Canfield, MD at Lessons in Urology 2018, Mexico City.

Figure 2. Ismael Sedano Portillo, MD (2018 CMUN President, bottom row, second from right) and 
Jesus Torres Aguilar, MD (2017 SMU President, top row, fifth from right) representing their respective 
Mexican urological associations at the 2017 AUA presidential reception in Boston, Massachusetts.

Figure 3. Left to right: Steven E. Canfield, MD, Alfredo Medina Ocampo, MD (2018 SMU President) 
and Ismael Sedano Portillo, MD (2018 CMUN President) at the opening of Lessons in Urology, Mexico 
City 2018. 

Arrow-right Continued on page 46
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As the voice of urology in Can-
ada since 1945, the Canadian Uro-
logical Association (CUA) exists to 
promote the highest standard of 
urological care for Canadians and 
to advance the science of urology. 
Akin to most surgical fields, the 
demographics of the members of 
our national organization have 
changed significantly since 1945. 
With a mandate to represent all 
members, the CUA is dedicated 
to ensuring a culture of respect 
and fairness. In order to do so, the 
CUA recognizes the importance of 
promoting equity, diversity and in-
clusivity (EDI) at all levels within 
our organization. 

Over the past year, the CUA 
EDI Committee was created to ad-
vise the CUA Board of Directors 

(BOD) on relevant issues as they 
relate to our corporate office and 
the membership. The committee 
is chaired by the EDI Officer, a 
newly created position within the 
CUA. The advisory committee 
membership represents a broad 
constituency across the CUA, in-
cluding the CUA President, Secre-

tary, Chief Executive Officer, Vice 
President of Education, Vice Pres-
ident of Communications, CUA 
Scholarship Foundation (CUASF), 
Scientific Council Chair, Editor of 
the Canadian Urological Association 
Journal, a representative from the 
CUA Women in Urology Group 
and 3 members at large. The com-
mittee meets twice per year to dis-
cuss innovative initiatives for en-
hancing EDI and to address areas 
for improvement within our orga-
nization. 

It has been an eventful year 
watching this endeavor move for-
ward. One of the first steps has 
been promoting awareness and 
education surrounding the prin-
ciples of EDI. The CUA BOD 
and committee chairs attended a 
workshop on “Uncovering Uncon-
scious Bias and Leading Inclusivi-
ty.” This workshop aimed to help 

our key players identify areas of 
implicit bias and was eye-open-
ing. The majority of attendees felt 
the workshop was useful and that 
further education around the topic 
of EDI was needed. To continue 
this educational mission, the 2022 
CUA annual meeting will include 
a state-of-the-art lecture, “Meritoc-
racy in Medicine,” by Dr. Gaynor 
Watson-Creed, Assistant Dean of 
Serving and Engaging Society at 
Dalhousie University Faculty of 
Medicine. 

Admittedly, we are identifying 
areas of opportunity where we can 
improve our commitment to EDI 
within the organization. For exam-
ple, revisions of our video “What 
Is Urology?” for medical students 
have been made to more accurate-
ly reflect a diverse and balanced 

This year is heralded by sever-
al firsts. One SMU resident will be 
selected to participate in the AUA 
Residents Bowl. Moreover, access 
to The Global Residents Leader-

ship Retreat has also been added, 
and aims to cultivate the next gen-
eration of Mexican Urology leaders 
by fostering a connection between 
residents and trainees worldwide. 

This is an invitation-only event for 
a unique 1-day program dedicated 
to leadership training and develop-
ment. A place has been reserved 
for a Mexican resident, which will 
alternate annually between the 2 
Mexican national associations. This 
provides a great opportunity to im-
prove residents’ skills in leadership 
development, conflict manage-
ment, public speaking, coaching, 
mentoring and team building.

The impact and engagement 
of the partnership between Mex-
ican Urology and the AUA is ev-
ident in certain metrics. In 2020, 
569 Mexican urologists were also 
AUA members. In 2021, there 
were 1,071 visits to the online 
 AUAUniversity in Spanish with 
Mexico being the number 1 coun-
try; Mexico represented the num-
ber 5 in all AUA.net site traffic 
with 28,283 visits,

A total of 324 Mexican urolo-
gists attended the AUA2021 virtual 
Annual Meeting, there were 18,228 
visits to the Urology Care Founda-
tion Site and 30 Clinical Guidelines 
were translated into Spanish.

These metrics are very impres-
sive and lead to the conclusion that 
there is undeniable evidence of an 
extraordinary cooperation, which 
would not have been possible in 
practical terms without the dedi-
cation and invaluable support of 
Ellen L. Molino, International Pro-
grams Manager of the AUA, who 
has always been kind and ever 
ready to help.

These accomplishments have 
undoubtedly inspired all of us in all 
3 organizations to continue work-
ing together to further strengthen 
the relationship, and in the future 
to increase collaborative programs 
that include Mexican urologists, ir-
respective of age, to participate in 
the AUA’s Mexican Visiting Schol-
ar program. This journey of collab-
oration, mutual respect and friend-
ship, already over a decade old, 
between our respective  national 
 organizations will continue to 
evolve in years to come for the 
benefit of all concerned, and most 
of all to the benefit of our urology 
patients in Mexico. STOP

Figure 4. Left to right: Ellen Molino (AUA International Programs Manager), Manoj Monga, MD 
(2018 AUA Secretary), Ismael Sedano Portillo, MD (2018 President of CMUN) and Angela B. Smith, MD 
(2018 AUA Assistant Secretary) working meeting.

MEXICAN UROLOGY AND AUA
Arrow-right Continued from page 45
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field of urology within Canada. We 
are striving to ensure future train-
ees recognize that urology is a field 
welcoming of all applicants. We 
recognize that building a diverse 
physician workforce will create 
more culturally competent physi-
cians with improved health out-
comes for patients. 

Further to this, the Canadian 
Women in Urology Group has be-
come an affiliate of the CUA un-
der the leadership of transplant 
urological surgeon, Dr. Monica 
Farcas. The CUA looks forward 

to collaborating with this group to 
help minimize the well-document-
ed gender disparities impacting 
urologists. Recently, we have also 
started to build collaborations with 
Canadian leaders of EDI initia-
tives, including Dr. Mamta Gau-
tam and Dr. Laurie Hiemstra.

In the future, the CUA hopes to 
better understand our membership 
demographics. Therefore, we have 
changed the membership profile 
to include the option of inputting 
gender and race identity. This will 
contribute to our ability to track 

progress for improving diversity 
within our field. 

Additional future initiatives will 
include increasing education for 
the CUA BOD, committee chairs, 
CUASF, Canadian Urological Associ-
ation Journal and the general mem-
bership. We hope to incorporate 
EDI principles at the levels of the 
CUASF grant applications, future 
CUA guidelines and the Canadian 
Urological Association Journal editori-
al board. 

We are early on in this giant ini-
tiative to change perceptions on 

what should be valued within an 
organization, and across our field 
of urology. The end goal is not the 
optics of diversity through process-
es such as quotas, but to instead 
work toward a culture change that 
values the richness of individuals 
and their unique experiences and 
views. Respecting the power in our 
differences will result in success 
when promoting the highest stan-
dard of urological care for Canadi-
ans and, most certainly, advancing 
the science of urology. STOP

RECOGNIZING THE IMPORTANCE OF EQUITY, DIVERSITY AND INCLUSIVITY WITHIN THE CANADIAN UROLOGICAL ASSOCIATION
Arrow-right Continued from page 46

Diversity, Equity and Inclusivity Initiatives  
of the New England Section of the AUA
Vernon M. Pais, Jr., MD, MS
Geisel School of Medicine at Dartmouth,  
Lebanon, New Hampshire

It is increasingly recognized that 
lack of diversity, equity and inclu-
sion disenfranchises the very dif-
ferences that make us whole as a 
profession and as a society. We also 
risk silencing voices, stifling growth 
and missing opportunities afford-
ed by fresh perspectives. Across 
medical disciplines, there has been 
growing recognition of the ur-
gent need for improved efforts to 
increase diversity, equity and in-
clusivity (DEI).  Broadened DEI 
allows the infusion of new perspec-
tives needed for continued growth. 
Urology represents a specialty that 
could benefit from such efforts. 
Data from the AUA 2020 Census 
reveal that overall, practicing urol-
ogists are 90.1% male and 84.8% 
White. As such, DEI initiatives are 
critically important considerations 
for organized urology. The AUA 
announced creation of its Diversity 
and Inclusion Task Force in April 
2021.

Long before the most recent 
calls for an urgent need to increase 
DEI, the New England Section has 

taken a leadership role in increas-
ing diversity, but our census data 
tell us we still have tremendous 
opportunity for growth in these 
efforts. Although the smallest sec-
tion, we have taken large steps 
in gender diversity, celebrating 
female role models and mentors. 
Our board of directors has bene-
fited tremendously from gender 
diversity at the leadership level. 
Indeed, although we have fewer 
than 10% women by the recent 
census, we take pride in being 
the first section to have a female 
secretary, then section president 
and also the first section to have 

a woman serve as our representa-
tive to the AUA Board of Direc-
tors. Our soon to be third female 
president has been selected. 

In the broader sense of disci-
pline diversity, we have addition-
ally embraced the perspectives of 
our Advanced Practice Provider 
colleagues, who have been includ-
ed on panels and at the planning 
stages of our meetings. Our up-
coming section annual meeting 
program will also feature a 1-hour 
session focused on DEI, including 
a discussion led by Dr. Simone 
Thavaseelan, a New England Sec-
tion member, Brown University 
Program Director and member of 
the AUA’s Diversity and Inclusion 
Task Force. 

As a section, it is recognized 
that in order to increase diversity 
in the ranks of urology, we need to 
increase diversity in those choos-
ing to pursue a career in urolo-
gy. To improve such recruitment, 
several training programs in our 
section have created funded op-
portunities for underrepresented 
minority medical students to visit 
for subinternships. At the section 
level, the New England Section 
will also  support a Urology Care 

Foundation summer research fel-
lowship for underrepresented 
minority students. Of course, un-
derrepresented minorities are in-
deed underrepresented. Ultimate-
ly, successful efforts to improve 
diversity in medicine will hinge 
upon increasing representation. It 
is evident that there is a need to 
start far earlier, opening up med-
icine as a career path to students 
in high schools and colleges. As a 
more diverse pool of medical stu-
dents emerges, diversity in urolo-
gy and across medical specialties 
will follow. The New England 
Section is excited to be at the van-
guard of these endeavors. STOP

“ As a section, it is 
recognized that in 
order to increase 
diversity in the 
ranks of urology, 
we need to increase 
diversity in those 
choosing to 
pursue a career in 
urology.”

“ It is evident 
that there is a 
need to start far 
earlier, opening 
up medicine as 
a career path 
to students in 
high schools and 
colleges.”
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IMPORTANT SAFETY INFORMATION (CONT’D)
USE IN SPECIFIC POPULATIONS (CONT’D)
Hepatic Impairment: No adjustment to the starting dose is required in patients 
with mild or moderate hepatic impairment (Child-Pugh classifi cation A and B). 
There are no data in patients with severe hepatic impairment (Child-Pugh 
classifi cation C).
Renal Impairment: No dosage modifi cation is recommended in patients with 
mild renal impairment (CLcr 51-80 mL/min estimated by Cockcroft-Gault). In 
patients with moderate renal impairment (CLcr 31-50 mL/min), reduce the dose 
of LYNPARZA to 200 mg twice daily. There are no data in patients with severe 
renal impairment or end-stage renal disease (CLcr ≤30 mL/min).

You are encouraged to report negative side eff ects of prescription drugs to the FDA. 
Visit www.fda.gov/medwatch, or call 1-800-FDA-1088. 

Please see Brief Summary of Prescribing Information on the following pages.

BICR=blinded independent central review; BID=twice a day; CI=confi dence interval; CRPC=castration-
resistant prostate cancer; GnRH=gonadotropin-releasing hormone; HR=hazard ratio; HRR=homologous 
recombination repair; HRRm=homologous recombination repair gene–mutated; mCRPC=metastatic 
castration-resistant prostate cancer; NCCN=National Comprehensive Cancer Network; PARPi=poly 
(ADP-ribose) polymerase inhibitor; PCWG3=Prostate Cancer Working Group 3; RECIST=Response Evaluation 
Criteria in Solid Tumors; rPFS=radiological progression-free survival.

References: 1. LYNPARZA® (olaparib) [prescribing information]. Wilmington, DE: AstraZeneca 
Pharmaceuticals LP; 2021. 2. Zejula® (niraparib) [prescribing information]. Research Triangle 
Park, NC: GlaxoSmithKline; 2021. 3. Rubraca® (rucaparib) [prescribing information]. Boulder, 
CO: Clovis Oncology, Inc.; 2020. 4. Talzenna® (talazoparib) [prescribing information]. New York, 
NY: Pfizer Inc.; 2020. 5. de Bono J, Mateo J, Fizazi K, et al. Olaparib for metastatic castration-
resistant prostate cancer. N Engl J Med. 2020;382(22):2091-2102. 6. Teo MY, Rathkopf DE, Kantoff 
P. Treatment of advanced prostate cancer. Annu Rev Med. 2019;70:479-499. 7. Referenced with 
permission from the NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) for 
Prostate Cancer V.2.2021. © National Comprehensive Cancer Network, Inc. 2021. All rights 
reserved. Accessed April 13, 2021. To view the most recent and complete version of the 
guideline, go online to NCCN.org.
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INDICATION
LYNPARZA is a poly (ADP-ribose) polymerase (PARP) inhibitor indicated for the 
treatment of adult patients with deleterious or suspected deleterious germline or 
somatic homologous recombination repair (HRR) gene-mutated metastatic 
castration-resistant prostate cancer (mCRPC) who have progressed following 
prior treatment with enzalutamide or abiraterone. Select patients for therapy 
based on an FDA-approved companion diagnostic for LYNPARZA.

IMPORTANT SAFETY INFORMATION 
CONTRAINDICATIONS
There are no contraindications for LYNPARZA.

WARNINGS AND PRECAUTIONS
Myelodysplastic Syndrome/Acute Myeloid Leukemia (MDS/AML): Occurred 
in approximately 1.5% of patients exposed to LYNPARZA monotherapy, and the 
majority of events had a fatal outcome. The median duration of therapy in 
patients who developed MDS/AML was 2 years (range: <6 months to >10 years). 
All of these patients had previous chemotherapy with platinum agents and/or 
other DNA-damaging agents, including radiotherapy.

Do not start LYNPARZA until patients have recovered from hematological toxicity 
caused by previous chemotherapy (≤Grade 1). Monitor complete blood count for 
cytopenia at baseline and monthly thereafter for clinically signifi cant changes 
during treatment. For prolonged hematological toxicities, interrupt LYNPARZA 
and monitor blood count weekly until recovery.

If the levels have not recovered to Grade 1 or less after 4 weeks, refer the patient 
to a hematologist for further investigations, including bone marrow analysis and 
blood sample for cytogenetics. Discontinue LYNPARZA if MDS/AML is confi rmed.
Pneumonitis: Occurred in 0.8% of patients exposed to LYNPARZA monotherapy, 
and some cases were fatal. If patients present with new or worsening respiratory 
symptoms such as dyspnea, cough, and fever, or a radiological abnormality 
occurs, interrupt LYNPARZA treatment and initiate prompt investigation. 
Discontinue LYNPARZA if pneumonitis is confi rmed and treat patient appropriately.
Embryo-Fetal Toxicity: Based on its mechanism of action and fi ndings in 
animals, LYNPARZA can cause fetal harm. A pregnancy test is recommended for 
females of reproductive potential prior to initiating treatment.
Females
Advise females of reproductive potential of the potential risk to a fetus and to 
use eff ective contraception during treatment and for 6 months following the 
last dose. 
Males
Advise male patients with female partners of reproductive potential or who are
pregnant to use eff ective contraception during treatment and for 3 months 

following the last dose of LYNPARZA and to not donate sperm during this time.
Venous Thromboembolic Events: Including pulmonary embolism, occurred in 
7% of patients with metastatic castration-resistant prostate cancer who received 
LYNPARZA plus androgen deprivation therapy (ADT) compared to 3.1% of 
patients receiving enzalutamide or abiraterone plus ADT in the PROfound study. 
Patients receiving LYNPARZA and ADT had a 6% incidence of pulmonary 
embolism compared to 0.8% of patients treated with ADT plus either 
enzalutamide or abiraterone. Monitor patients for signs and symptoms of venous 
thrombosis and pulmonary embolism, and treat as medically appropriate, which 
may include long-term anticoagulation as clinically indicated.

ADVERSE REACTIONS—HRR Gene-mutated Metastatic Castration-
Resistant Prostate Cancer
Most common adverse reactions (Grades 1-4) in ≥10% of patients in clinical trials 
of LYNPARZA for PROfound were: anemia (46%), fatigue (including asthenia) 
(41%), nausea (41%), decreased appetite (30%), diarrhea (21%), vomiting (18%), 
thrombocytopenia (12%), cough (11%), and dyspnea (10%).
Most common laboratory abnormalities (Grades 1-4) in ≥25% of patients in 
clinical trials of LYNPARZA for PROfound were: decrease in hemoglobin (98%), 
decrease in lymphocytes (62%), decrease in leukocytes (53%), and decrease in 
absolute neutrophil count (34%).

DRUG INTERACTIONS
Anticancer Agents: Clinical studies of LYNPARZA with other myelosuppressive 
anticancer agents, including DNA-damaging agents, indicate a potentiation and 
prolongation of myelosuppressive toxicity. 
CYP3A Inhibitors: Avoid coadministration of strong or moderate CYP3A 
inhibitors when using LYNPARZA. If a strong or moderate CYP3A inhibitor must 
be coadministered, reduce the dose of LYNPARZA. Advise patients to avoid 
grapefruit, grapefruit juice, Seville oranges, and Seville orange juice during 
LYNPARZA treatment.
CYP3A Inducers: Avoid coadministration of strong or moderate CYP3A inducers 
when using LYNPARZA.

USE IN SPECIFIC POPULATIONS
Lactation: No data are available regarding the presence of olaparib in human 
milk, its eff ects on the breastfed infant or on milk production. Because of the 
potential for serious adverse reactions in the breastfed infant, advise a lactating 
woman not to breastfeed during treatment with LYNPARZA and for 1 month after 
receiving the fi nal dose.
Pediatric Use: The safety and effi  cacy of LYNPARZA have not been established in 
pediatric patients.

the treatment paradigm following progression
on enzalutamide or abiraterone1,6

Among men with BRCA1/2- or ATM-mutated mCRPC following progression on enzalutamide or abiraterone

LYNPARZA more than doubled median rPFS vs retreatment
with enzalutamide or abiraterone1

*Based on an FDA-approved companion diagnostic for LYNPARZA.1 Not an actual patient.

With the ONLY PARPi approved
with phase 3 data for men 
with HRR gene mutations* in
metastatic castration-resistant 
prostate cancer1-5

EXPLORE THE DATA,
including secondary 
endpoints, and testing 
recommendations at 
LYNPARZAprchcp.com

†Category 1: Based upon high-level evidence, there is uniform NCCN consensus that the intervention is appropriate. 
‡Category 2B: Based upon lower-level evidence, there is NCCN consensus that the intervention is appropriate.
 NCCN makes no warranties of any kind whatsoever regarding their content, use or application and disclaims any responsibility for their application or use in any way.

Olaparib (LYNPARZA) is the only PARPi included in the NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) as a Category 1† recommended option for 
men with HRRm mCRPC adenocarcinoma who have progressed on prior treatment with enzalutamide and/or abiraterone, regardless of prior docetaxel therapy.7
All systemic therapies following prior docetaxel and prior enzalutamide and/or abiraterone are Category 2B‡ if visceral metastases are present, including olaparib.7

•  rPFS in Cohort A was determined by 
BICR using RECIST version 1.1 and 
PCWG3 (bone) criteria

•  Consistent results were observed in 
exploratory analyses of rPFS:
-  For patients who received or did 

not receive prior taxane therapy
-  For those with germline BRCA

mutations identified using the 
Myriad BRACAnalysis CDx assay 
compared with those with BRCA
mutations identified using the 
Foundation Medicine F1CDx assay

TRIAL DESIGN1,5

* HRR gene mutations (BRCA1, BRCA2, ATM, BARD1, BRIP1, CDK12, CHEK1, CHEK2, FANCL, PALB2, PPP2R2A, RAD51B, RAD51C, RAD51D, and/or RAD54L) were identifi ed by tissue-based testing 
using the Foundation Medicine FoundationOne® clinical trial HRR assay performed at a central laboratory. No patients were enrolled who had mutations in 2 of the 15 prespecifi ed HRR 
genes: FANCL and RAD51C. 

†Patients with co-mutations (BRCA1, BRCA2, or ATM plus a Cohort B gene) were assigned to Cohort A.
‡All patients received a GnRH analog or had prior bilateral orchiectomy.
§BARD1, BRIP1, CDK12, CHEK1, CHEK2, FANCL, PALB2, PPP2R2A, RAD51B, RAD51C, RAD51D, or RAD54L.
  Although patients with PPP2R2A gene mutations were enrolled in the trial, LYNPARZA is not indicated for the treatment of patients with this gene mutation due to 
unfavorable risk-benefi t ratio.

•  The PROfound trial was a prospective, multicenter, randomized, open-label, phase 3 trial of LYNPARZA in patients with HRRm mCRPC
•  Key eligibility criteria: Metastatic castration-resistant prostate cancer; progression on prior enzalutamide or abiraterone treatment for metastatic 

prostate cancer and/or CRPC; a tumor mutation in at least 1 of 15 genes* involved in the HRR pathway
•  Patients were divided by mutation: BRCA1/2 or ATM gene mutation (Cohort A [n=245]†‡) and other HRR gene mutations (Cohort B 

[n=142]‡§), and randomization was stratified by prior receipt of taxane chemotherapy and presence of measurable disease by RECIST 1.1
•  Each cohort was randomized 2:1 to receive LYNPARZA (tablets, 300 mg per dose, twice daily) or an active comparator (retreatment with 

investigator’s choice of enzalutamide or abiraterone)

PRIMARY ENDPOINT: RADIOLOGICAL PROGRESSION-FREE SURVIVAL (rPFS)1,5
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The PROfound study included additional 
secondary endpoints not present here.

From The New England Journal of Medicine, de Bono J, Mateo J, Fizazi K, et al. Olaparib for metastatic castration-resistant prostate cancer. N Engl J Med. 
2020;382(22):2091-2102. Copyright © 2020 Massachusetts Medical Society. Reprinted with permission from Massachusetts Medical Society.

PROfound: A PHASE 3 trial of a PARPi in mCRPC1,5
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IMPORTANT SAFETY INFORMATION (CONT’D)
USE IN SPECIFIC POPULATIONS (CONT’D)
Hepatic Impairment: No adjustment to the starting dose is required in patients 
with mild or moderate hepatic impairment (Child-Pugh classifi cation A and B). 
There are no data in patients with severe hepatic impairment (Child-Pugh 
classifi cation C).
Renal Impairment: No dosage modifi cation is recommended in patients with 
mild renal impairment (CLcr 51-80 mL/min estimated by Cockcroft-Gault). In 
patients with moderate renal impairment (CLcr 31-50 mL/min), reduce the dose 
of LYNPARZA to 200 mg twice daily. There are no data in patients with severe 
renal impairment or end-stage renal disease (CLcr ≤30 mL/min).

You are encouraged to report negative side eff ects of prescription drugs to the FDA. 
Visit www.fda.gov/medwatch, or call 1-800-FDA-1088. 

Please see Brief Summary of Prescribing Information on the following pages.

BICR=blinded independent central review; BID=twice a day; CI=confi dence interval; CRPC=castration-
resistant prostate cancer; GnRH=gonadotropin-releasing hormone; HR=hazard ratio; HRR=homologous 
recombination repair; HRRm=homologous recombination repair gene–mutated; mCRPC=metastatic 
castration-resistant prostate cancer; NCCN=National Comprehensive Cancer Network; PARPi=poly 
(ADP-ribose) polymerase inhibitor; PCWG3=Prostate Cancer Working Group 3; RECIST=Response Evaluation 
Criteria in Solid Tumors; rPFS=radiological progression-free survival.

References: 1. LYNPARZA® (olaparib) [prescribing information]. Wilmington, DE: AstraZeneca 
Pharmaceuticals LP; 2021. 2. Zejula® (niraparib) [prescribing information]. Research Triangle 
Park, NC: GlaxoSmithKline; 2021. 3. Rubraca® (rucaparib) [prescribing information]. Boulder, 
CO: Clovis Oncology, Inc.; 2020. 4. Talzenna® (talazoparib) [prescribing information]. New York, 
NY: Pfizer Inc.; 2020. 5. de Bono J, Mateo J, Fizazi K, et al. Olaparib for metastatic castration-
resistant prostate cancer. N Engl J Med. 2020;382(22):2091-2102. 6. Teo MY, Rathkopf DE, Kantoff 
P. Treatment of advanced prostate cancer. Annu Rev Med. 2019;70:479-499. 7. Referenced with 
permission from the NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) for 
Prostate Cancer V.2.2021. © National Comprehensive Cancer Network, Inc. 2021. All rights 
reserved. Accessed April 13, 2021. To view the most recent and complete version of the 
guideline, go online to NCCN.org.
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INDICATION
LYNPARZA is a poly (ADP-ribose) polymerase (PARP) inhibitor indicated for the 
treatment of adult patients with deleterious or suspected deleterious germline or 
somatic homologous recombination repair (HRR) gene-mutated metastatic 
castration-resistant prostate cancer (mCRPC) who have progressed following 
prior treatment with enzalutamide or abiraterone. Select patients for therapy 
based on an FDA-approved companion diagnostic for LYNPARZA.

IMPORTANT SAFETY INFORMATION 
CONTRAINDICATIONS
There are no contraindications for LYNPARZA.

WARNINGS AND PRECAUTIONS
Myelodysplastic Syndrome/Acute Myeloid Leukemia (MDS/AML): Occurred 
in approximately 1.5% of patients exposed to LYNPARZA monotherapy, and the 
majority of events had a fatal outcome. The median duration of therapy in 
patients who developed MDS/AML was 2 years (range: <6 months to >10 years). 
All of these patients had previous chemotherapy with platinum agents and/or 
other DNA-damaging agents, including radiotherapy.

Do not start LYNPARZA until patients have recovered from hematological toxicity 
caused by previous chemotherapy (≤Grade 1). Monitor complete blood count for 
cytopenia at baseline and monthly thereafter for clinically signifi cant changes 
during treatment. For prolonged hematological toxicities, interrupt LYNPARZA 
and monitor blood count weekly until recovery.

If the levels have not recovered to Grade 1 or less after 4 weeks, refer the patient 
to a hematologist for further investigations, including bone marrow analysis and 
blood sample for cytogenetics. Discontinue LYNPARZA if MDS/AML is confi rmed.
Pneumonitis: Occurred in 0.8% of patients exposed to LYNPARZA monotherapy, 
and some cases were fatal. If patients present with new or worsening respiratory 
symptoms such as dyspnea, cough, and fever, or a radiological abnormality 
occurs, interrupt LYNPARZA treatment and initiate prompt investigation. 
Discontinue LYNPARZA if pneumonitis is confi rmed and treat patient appropriately.
Embryo-Fetal Toxicity: Based on its mechanism of action and fi ndings in 
animals, LYNPARZA can cause fetal harm. A pregnancy test is recommended for 
females of reproductive potential prior to initiating treatment.
Females
Advise females of reproductive potential of the potential risk to a fetus and to 
use eff ective contraception during treatment and for 6 months following the 
last dose. 
Males
Advise male patients with female partners of reproductive potential or who are
pregnant to use eff ective contraception during treatment and for 3 months 

following the last dose of LYNPARZA and to not donate sperm during this time.
Venous Thromboembolic Events: Including pulmonary embolism, occurred in 
7% of patients with metastatic castration-resistant prostate cancer who received 
LYNPARZA plus androgen deprivation therapy (ADT) compared to 3.1% of 
patients receiving enzalutamide or abiraterone plus ADT in the PROfound study. 
Patients receiving LYNPARZA and ADT had a 6% incidence of pulmonary 
embolism compared to 0.8% of patients treated with ADT plus either 
enzalutamide or abiraterone. Monitor patients for signs and symptoms of venous 
thrombosis and pulmonary embolism, and treat as medically appropriate, which 
may include long-term anticoagulation as clinically indicated.

ADVERSE REACTIONS—HRR Gene-mutated Metastatic Castration-
Resistant Prostate Cancer
Most common adverse reactions (Grades 1-4) in ≥10% of patients in clinical trials 
of LYNPARZA for PROfound were: anemia (46%), fatigue (including asthenia) 
(41%), nausea (41%), decreased appetite (30%), diarrhea (21%), vomiting (18%), 
thrombocytopenia (12%), cough (11%), and dyspnea (10%).
Most common laboratory abnormalities (Grades 1-4) in ≥25% of patients in 
clinical trials of LYNPARZA for PROfound were: decrease in hemoglobin (98%), 
decrease in lymphocytes (62%), decrease in leukocytes (53%), and decrease in 
absolute neutrophil count (34%).

DRUG INTERACTIONS
Anticancer Agents: Clinical studies of LYNPARZA with other myelosuppressive 
anticancer agents, including DNA-damaging agents, indicate a potentiation and 
prolongation of myelosuppressive toxicity. 
CYP3A Inhibitors: Avoid coadministration of strong or moderate CYP3A 
inhibitors when using LYNPARZA. If a strong or moderate CYP3A inhibitor must 
be coadministered, reduce the dose of LYNPARZA. Advise patients to avoid 
grapefruit, grapefruit juice, Seville oranges, and Seville orange juice during 
LYNPARZA treatment.
CYP3A Inducers: Avoid coadministration of strong or moderate CYP3A inducers 
when using LYNPARZA.

USE IN SPECIFIC POPULATIONS
Lactation: No data are available regarding the presence of olaparib in human 
milk, its eff ects on the breastfed infant or on milk production. Because of the 
potential for serious adverse reactions in the breastfed infant, advise a lactating 
woman not to breastfeed during treatment with LYNPARZA and for 1 month after 
receiving the fi nal dose.
Pediatric Use: The safety and effi  cacy of LYNPARZA have not been established in 
pediatric patients.

the treatment paradigm following progression
on enzalutamide or abiraterone1,6

Among men with BRCA1/2- or ATM-mutated mCRPC following progression on enzalutamide or abiraterone

LYNPARZA more than doubled median rPFS vs retreatment
with enzalutamide or abiraterone1

*Based on an FDA-approved companion diagnostic for LYNPARZA.1 Not an actual patient.

With the ONLY PARPi approved
with phase 3 data for men 
with HRR gene mutations* in
metastatic castration-resistant 
prostate cancer1-5

EXPLORE THE DATA,
including secondary 
endpoints, and testing 
recommendations at 
LYNPARZAprchcp.com

†Category 1: Based upon high-level evidence, there is uniform NCCN consensus that the intervention is appropriate. 
‡Category 2B: Based upon lower-level evidence, there is NCCN consensus that the intervention is appropriate.
 NCCN makes no warranties of any kind whatsoever regarding their content, use or application and disclaims any responsibility for their application or use in any way.

Olaparib (LYNPARZA) is the only PARPi included in the NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) as a Category 1† recommended option for 
men with HRRm mCRPC adenocarcinoma who have progressed on prior treatment with enzalutamide and/or abiraterone, regardless of prior docetaxel therapy.7
All systemic therapies following prior docetaxel and prior enzalutamide and/or abiraterone are Category 2B‡ if visceral metastases are present, including olaparib.7

•  rPFS in Cohort A was determined by 
BICR using RECIST version 1.1 and 
PCWG3 (bone) criteria

•  Consistent results were observed in 
exploratory analyses of rPFS:
-  For patients who received or did 

not receive prior taxane therapy
-  For those with germline BRCA

mutations identified using the 
Myriad BRACAnalysis CDx assay 
compared with those with BRCA
mutations identified using the 
Foundation Medicine F1CDx assay

TRIAL DESIGN1,5

* HRR gene mutations (BRCA1, BRCA2, ATM, BARD1, BRIP1, CDK12, CHEK1, CHEK2, FANCL, PALB2, PPP2R2A, RAD51B, RAD51C, RAD51D, and/or RAD54L) were identifi ed by tissue-based testing 
using the Foundation Medicine FoundationOne® clinical trial HRR assay performed at a central laboratory. No patients were enrolled who had mutations in 2 of the 15 prespecifi ed HRR 
genes: FANCL and RAD51C. 

†Patients with co-mutations (BRCA1, BRCA2, or ATM plus a Cohort B gene) were assigned to Cohort A.
‡All patients received a GnRH analog or had prior bilateral orchiectomy.
§BARD1, BRIP1, CDK12, CHEK1, CHEK2, FANCL, PALB2, PPP2R2A, RAD51B, RAD51C, RAD51D, or RAD54L.
  Although patients with PPP2R2A gene mutations were enrolled in the trial, LYNPARZA is not indicated for the treatment of patients with this gene mutation due to 
unfavorable risk-benefi t ratio.

•  The PROfound trial was a prospective, multicenter, randomized, open-label, phase 3 trial of LYNPARZA in patients with HRRm mCRPC
•  Key eligibility criteria: Metastatic castration-resistant prostate cancer; progression on prior enzalutamide or abiraterone treatment for metastatic 

prostate cancer and/or CRPC; a tumor mutation in at least 1 of 15 genes* involved in the HRR pathway
•  Patients were divided by mutation: BRCA1/2 or ATM gene mutation (Cohort A [n=245]†‡) and other HRR gene mutations (Cohort B 

[n=142]‡§), and randomization was stratified by prior receipt of taxane chemotherapy and presence of measurable disease by RECIST 1.1
•  Each cohort was randomized 2:1 to receive LYNPARZA (tablets, 300 mg per dose, twice daily) or an active comparator (retreatment with 

investigator’s choice of enzalutamide or abiraterone)

PRIMARY ENDPOINT: RADIOLOGICAL PROGRESSION-FREE SURVIVAL (rPFS)1,5
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The PROfound study included additional 
secondary endpoints not present here.

From The New England Journal of Medicine, de Bono J, Mateo J, Fizazi K, et al. Olaparib for metastatic castration-resistant prostate cancer. N Engl J Med. 
2020;382(22):2091-2102. Copyright © 2020 Massachusetts Medical Society. Reprinted with permission from Massachusetts Medical Society.

PROfound: A PHASE 3 trial of a PARPi in mCRPC1,5
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LYNPARZA® (olaparib) tablets, for oral use
Initial U.S. Approval: 2014 
Brief Summary of Prescribing Information. For complete prescribing information 
consult official package insert.

INDICATIONS AND USAGE 
HRR Gene-mutated Metastatic Castration-Resistant Prostate Cancer
Lynparza is indicated for the treatment of adult patients with deleterious or suspected 
deleterious germline or somatic homologous recombination repair (HRR) gene-mutated 
metastatic castration-resistant prostate cancer (mCRPC) who have progressed 
following prior treatment with enzalutamide or abiraterone. Select patients for therapy 
based on an FDA-approved companion diagnostic for Lynparza [see Dosage and 
Administration (2.1) in the full Prescribing Information].

DOSAGE AND ADMINISTRATION
Patient Selection
Information on FDA-approved tests for the detection of genetic mutations is available  
at http://www.fda.gov/companiondiagnostics.
Select patients for treatment with Lynparza based on the presence of deleterious or 
suspected deleterious HRR gene mutations, including BRCA mutations, or genomic 
instability based on the indication, biomarker, and sample type (Table 1).
Table 1 Biomarker Testing for Patient Selection*

Indication Biomarker Sample type
Tumor Blood Plasma

(ctDNA)

Germline or somatic  
HRR gene-mutated 
metastatic  
castration-resistant  
prostate cancer

ATMm, BRCA1m, BRCA2m, BARD1m, 
BRIP1m, CDK12m, CHEK1m, CHEK2m, 

FANCLm, PALB2m, RAD51Bm, 
RAD51Cm, RAD51Dm, RAD54Lm

X

gBRCA1m, gBRCA2m X
ATMm, BRCA1m, BRCA2m X

* Where testing fails or tissue sample is unavailable/insufficient, or when germline testing is 
negative, consider using an alternative test, if available.

Recommended Dosage
The recommended dosage of Lynparza is 300 mg taken orally twice daily, with or 
without food.
If a patient misses a dose of Lynparza, instruct patient to take their next dose at 
its scheduled time. Instruct patients to swallow tablets whole. Do not chew, crush, 
dissolve, or divide tablet.
HRR Gene-mutated Metastatic Castration-Resistant Prostate Cancer
Continue treatment until disease progression or unacceptable toxicity for:

 HRR gene-mutated metastatic castration-resistant prostate cancer
Patients receiving Lynparza for mCRPC should also receive a gonadotropin-releasing 
hormone (GnRH) analog concurrently or should have had bilateral orchiectomy.
Dosage Modifications for Adverse Reactions 
To manage adverse reactions, consider interruption of treatment or dose reduction. 
The recommended dose reduction is 250 mg taken twice daily.
If a further dose reduction is required, then reduce to 200 mg taken twice daily.  
Dosage Modifications for Concomitant Use with Strong or Moderate CYP3A 
Inhibitors
Avoid concomitant use of strong or moderate CYP3A inhibitors with Lynparza.
If concomitant use cannot be avoided, reduce Lynparza dosage to:

  100 mg twice daily when used concomitantly with a strong CYP3A inhibitor.
  150 mg twice daily when used concomitantly with a moderate CYP3A inhibitor.

After the inhibitor has been discontinued for 3 to 5 elimination half-lives, resume the 
Lynparza dose taken prior to initiating the CYP3A inhibitor [see Drug Interactions (7.2) 
and Clinical Pharmacology (12.3) in the full Prescribing Information].
Dosage Modifications for Renal Impairment
Moderate Renal Impairment
In patients with moderate renal impairment (CLcr 31-50 mL/min), reduce the Lynparza 
dosage to 200 mg orally twice daily [see Use in Specific Populations (8.6) and Clinical 
Pharmacology (12.3) in the full Prescribing Information].

CONTRAINDICATIONS
None.
WARNINGS AND PRECAUTIONS
Myelodysplastic Syndrome/Acute Myeloid Leukemia
Myelodysplastic syndrome (MDS)/Acute Myeloid Leukemia (AML) has occurred in 
patients treated with Lynparza and some cases were fatal.
In clinical studies enrolling 2901 patients with various cancers who received Lynparza 
as a single agent [see Adverse Reactions (6.1) in the full Prescribing Information], the 
cumulative incidence of MDS/AML was approximately 1.5% (43/2901). Of these, 51% 
(22/43) had a fatal outcome. The median duration of therapy with Lynparza in patients 
who developed MDS/AML was 2 years (range: < 6 months to > 10 years). All of these 
patients had received previous chemotherapy with platinum agents and/or other DNA 
damaging agents including radiotherapy.
Do not start Lynparza until patients have recovered from hematological toxicity caused 
by previous chemotherapy (≤ Grade 1). Monitor complete blood count for cytopenia 
at baseline and monthly thereafter for clinically significant changes during treatment. 
For prolonged hematological toxicities, interrupt Lynparza and monitor blood counts 
weekly until recovery. If the levels have not recovered to Grade 1 or less after 4 weeks, 
refer the patient to a hematologist for further investigations, including bone marrow 
analysis and blood sample for cytogenetics. If MDS/AML is confirmed, discontinue 
Lynparza.
Pneumonitis
In clinical studies enrolling 2901 patients with various cancers who received Lynparza 
as a single agent [see Adverse Reactions (6.1) in the full Prescribing Information], 
the incidence of pneumonitis, including fatal cases, was 0.8% (24/2901). If patients 
present with new or worsening respiratory symptoms such as dyspnea, cough and 
fever, or a radiological abnormality occurs, interrupt Lynparza treatment and promptly 
assess the source of the symptoms. If pneumonitis is confirmed, discontinue Lynparza 
treatment and treat the patient appropriately.
Embryo-Fetal Toxicity
Lynparza can cause fetal harm when administered to a pregnant woman based on 
its mechanism of action and findings in animals. In an animal reproduction study, 
administration of olaparib to pregnant rats during the period of organogenesis caused 
teratogenicity and embryo-fetal toxicity at exposures below those in patients receiving 
the recommended human dose of 300 mg twice daily. Apprise pregnant women of 
the potential hazard to a fetus and the potential risk for loss of the pregnancy. Advise 
females of reproductive potential to use effective contraception during treatment and 
for 6 months following the last dose of Lynparza. Based on findings from genetic 
toxicity and animal reproduction studies, advise male patients with female partners 
of reproductive potential or who are pregnant to use effective contraception during 
treatment and for 3 months following the last dose of Lynparza [see Use in Specific 
Populations (8.1, 8.3) in the full Prescribing Information].

Venous Thromboembolic Events
Venous thromboembolic events, including pulmonary embolism, occurred in 7% of 
patients with metastatic castration resistant prostate cancer who received Lynparza plus 
androgen deprivation therapy (ADT) compared to 3.1% of patients receiving enzalutamide 
or abiraterone plus ADT in the PROfound study. Patients receiving Lynparza and ADT had 
a 6% incidence of pulmonary embolism compared to 0.8% of patients treated with ADT 
plus either enzalutamide or abiraterone. Monitor patients for signs and symptoms of 
venous thrombosis and pulmonary embolism and treat as medically appropriate, which 
may include long-term anticoagulation as clinically indicated.

ADVERSE REACTIONS
The following adverse reactions are discussed elsewhere in the labeling:

Myelodysplastic Syndrome/Acute Myeloid Leukemia [see Warnings and 
Precautions (5.1) in the full Prescribing Information]
Pneumonitis [see Warnings and Precautions (5.2) in the full Prescribing Information]
Venous Thromboembolic Events [see Warnings and Precautions (5.4) in the full 
Prescribing Information]

Clinical Trial Experience
Because clinical trials are conducted under widely varying conditions, adverse reaction 
rates observed in the clinical trials of a drug cannot be directly compared to rates in 
the clinical trials of another drug and may not reflect the rates observed in practice.
The data described in the WARNINGS AND PRECAUTIONS reflect exposure to  
Lynparza as a single agent in 2901 patients; 2135 patients with exposure to 300 mg 
twice daily tablet dose including five controlled, randomized, trials (SOLO-1, SOLO-2, 
OlympiAD, POLO, and PROfound) and to 400 mg twice daily capsule dose in  
766 patients in other trials that were pooled to conduct safety analyses. In these trials, 
56% of patients were exposed for 6 months or longer and 28% were exposed for 
greater than one year in the Lynparza group.
In this pooled safety population, the most common adverse reactions in ≥10% of 
patients were nausea (60%), fatigue (55%), anemia (36%), vomiting (32%), diarrhea 
(24%), decreased appetite (22%), headache (16%), dysgeusia (15%), cough (15%), 
neutropenia (14%), dyspnea (14%), dizziness (12%), dyspepsia (12%), leukopenia 
(11%), and thrombocytopenia (10%).
HRR Gene-mutated Metastatic Castration-Resistant Prostate Cancer
PROfound
The safety of Lynparza as monotherapy was evaluated in patients with mCRPC and 
HRR gene mutations who have progressed following prior treatment with enzalutamide 
or abiraterone in PROfound [see Clinical Studies (14.7) in the full Prescribing 
Information]. This study was a randomized, open-label, multi-center study in which 
386 patients received either Lynparza tablets 300 mg orally twice daily (n=256) or 
investigator’s choice of enzalutamide or abiraterone acetate (n=130) until disease 
progression or unacceptable toxicity. Among patients receiving Lynparza, 62% were 
exposed for 6 months or longer and 20% were exposed for greater than one year.
Fatal adverse reactions occurred in 4% of patients treated with Lynparza. These 
included pneumonia (1.2%), cardiopulmonary failure (0.4%), aspiration pneumonia 
(0.4%), intestinal diverticulum (0.4%), septic shock (0.4%), Budd-Chiari Syndrome 
(0.4%), sudden death (0.4%), and acute cardiac failure (0.4%).
Serious adverse reactions occurred in 36% of patients receiving Lynparza. The most 
frequent serious adverse reactions (≥2%) were anemia (9%), pneumonia (4%), 
pulmonary embolism (2%), fatigue/asthenia (2%), and urinary tract infection (2%).
Dose interruptions due to an adverse reaction of any grade occurred in 45% of patients 
receiving Lynparza; dose reductions due to an adverse reaction occurred in 22% of 
Lynparza patients. The most frequent adverse reactions leading to dose interruption 
of Lynparza were anemia (25%) and thrombocytopenia (6%) and the most frequent 
adverse reaction leading to reduction of Lynparza was anemia (16%). Discontinuation 
due to adverse reactions occurred in 18% of Lynparza. The adverse reaction that most 
frequently led to discontinuation of Lynparza was anemia (7%).
Tables 16 and 17 summarize the adverse reactions and laboratory abnormalities, 
respectively, in patients in PROfound.
Table 16  Adverse Reactions* Reported in ≥10% of Patients in PROfound

Adverse Reactions Lynparza tablets
n=256

Enzalutamide  
or abiraterone 

n=130
Grades 1-4

(%)
Grades 3-4

(%)
Grades 1-4

(%)
Grades 3-4

(%)
Blood and lymphatic disorders

Anemia† 46 21 15 5
Thrombocytopenia‡ 12 4 3 0

Gastrointestinal disorders
Nausea 41 1 19 0
Diarrhea 21 1 7 0
Vomiting 18 2 12 1

General disorders and  
administration site conditions

Fatigue (including asthenia) 41 3 32 5
Metabolism and nutrition disorders

Decreased appetite 30 1 18 1
Respiratory, thoracic, and mediastinal disorders

Cough 11 0 2 0
Dyspnea 10 2 3 0

* Graded according to the National Cancer Institute Common Terminology Criteria for Adverse 
Events (NCI CTCAE), version 4.03

†  Includes anemia and hemoglobin decreased
‡  Includes platelet count decreased and thrombocytopenia

In addition, adverse reactions of clinical relevance in PROfound that occurred in <10% 
of patients receiving Lynparza were neutropenia (9%), venous thromboembolic events 
(7%), dizziness (7%), dysgeusia (7%), dyspepsia (7%), headache (6%), pneumonia 
(5%), stomatitis (5%), rash (4%), blood creatinine increase (4%), pneumonitis (2%), 
upper abdominal pain (2%), and hypersensitivity (1%).
Table 17  Laboratory Abnormalities Reported in ≥25% of Patients in PROfound

Laboratory 
Parameter*

Lynparza tablets
n†= 256

Enzalutamide or 
abiraterone 

n†=130
Grades 1-4
n= 247 (%)

Grades 3-4
n=247 (%)

Grades 1-4
n=124 (%)

Grades 3-4
n=124 (%)

Decrease in hemoglobin 242 (98) 33 (13) 91 (73) 5 (4)
Decrease in lymphocytes 154 (62) 57 (23) 42 (34) 16 (13)
Decrease in leukocytes 130 (53) 9 (4) 26 (21) 0
Decrease in absolute neutrophil 
count

83 (34) 8 (3) 11 (9) 0

* Patients were allowed to enter clinical studies with laboratory values of CTCAE Grade 1.
†  This number represents the safety population. The derived values in the table are based on the 

total number of evaluable patients for each laboratory parameter.

Postmarketing Experience
The following adverse reactions have been identified during post approval use of 
Lynparza. Because these reactions are reported voluntarily from a population of 

uncertain size, it is not always possible to reliably estimate their frequency or establish 
a causal relationship to drug exposure.
Immune System Disorders: Hypersensitivity including angioedema.
Skin and subcutaneous tissue disorders: Erythema nodosum, rash, dermatitis.

DRUG INTERACTIONS
Use with Anticancer Agents
Clinical studies of Lynparza with other myelosuppressive anticancer agents, including 
DNA damaging agents, indicate a potentiation and prolongation of myelosuppressive 
toxicity.
Effect of Other Drugs on Lynparza
Strong and Moderate CYP3A Inhibitors
Coadministration of CYP3A inhibitors can increase olaparib concentrations, which 
may increase the risk for adverse reactions [see Clinical Pharmacology (12.3) in the 
full Prescribing Information]. Avoid coadministration of strong or moderate CYP3A 
inhibitors. If the strong or moderate inhibitor must be coadministered, reduce the dose 
of Lynparza [see Dosage and Administration (2.4) in the full Prescribing Information]. 
Strong and Moderate CYP3A Inducers
Concomitant use with a strong or moderate CYP3A inducer decreased olaparib exposure,  
which may reduce Lynparza efficacy [see Clinical Pharmacology (12.3) in the  
full Prescribing Information]. Avoid coadministration of strong or moderate CYP3A  
inducers.

USE IN SPECIFIC POPULATIONS
Pregnancy 
Risk Summary 
Based on findings in animals and its mechanism of action [see Clinical Pharmacology 
(12.1) in the full Prescribing Information], Lynparza can cause fetal harm when 
administered to a pregnant woman. There are no available data on Lynparza use in 
pregnant women to inform the drug-associated risk. In an animal reproduction study, 
the administration of olaparib to pregnant rats during the period of organogenesis 
caused teratogenicity and embryo-fetal toxicity at exposures below those in patients 
receiving the recommended human dose of 300 mg twice daily (see Data). Apprise 
pregnant women of the potential hazard to the fetus and the potential risk for loss of 
the pregnancy.
The estimated background risk of major birth defects and miscarriage for the indicated 
population is unknown. The estimated background risk in the U.S. general population 
of major birth defects is 2-4%; and the risk for spontaneous abortion is approximately 
15-20% in clinically recognized pregnancies.
Data
Animal Data
In a fertility and early embryonic development study in female rats, olaparib was 
administered orally for 14 days before mating through to Day 6 of pregnancy, which 
resulted in increased post-implantation loss at a dose level of 15 mg/kg/day (with 
maternal systemic exposures approximately 7% of the human exposure (AUC0-24h) at 
the recommended dose).
In an embryo-fetal development study, pregnant rats received oral doses of 0.05 and  
0.5 mg/kg/day olaparib during the period of organogenesis. A dose of 0.5 mg/kg/day 
(with maternal systemic exposures approximately 0.18% of human exposure (AUC0-24h) 
at the recommended dose) caused embryo-fetal toxicities including increased post-
implantation loss and major malformations of the eyes (anophthalmia, microphthalmia), 
vertebrae/ribs (extra rib or ossification center; fused or absent neural arches, ribs, and 
sternebrae), skull (fused exoccipital), and diaphragm (hernia). Additional abnormalities 
or variants included incomplete or absent ossification (vertebrae/sternebrae, ribs, 
limbs) and other findings in the vertebrae/sternebrae, pelvic girdle, lung, thymus, liver, 
ureter, and umbilical artery. Some findings noted above in the eyes, ribs, and ureter 
were observed at a dose of 0.05 mg/kg/day olaparib at lower incidence.
Lactation
Risk Summary
No data are available regarding the presence of olaparib in human milk, or on its effects 
on the breastfed infant or on milk production. Because of the potential for serious 
adverse reactions in the breastfed infants from Lynparza, advise a lactating woman 
not to breastfeed during treatment with Lynparza and for one month after receiving 
the last dose.
Females and Males of Reproductive Potential
Pregnancy Testing
Recommend pregnancy testing for females of reproductive potential prior to initiating 
treatment with Lynparza.
Contraception
Females
Lynparza can cause fetal harm when administered to a pregnant woman [see Use 
in Specific Populations (8.1) in the full Prescribing Information]. Advise females of 
reproductive potential to use effective contraception during treatment with Lynparza 
and for at least 6 months following the last dose.  
Males
Based on findings in genetic toxicity and animal reproduction studies, advise male 
patients with female partners of reproductive potential or who are pregnant to use 
effective contraception during treatment and for 3 months following the last dose 
of Lynparza. Advise male patients not to donate sperm during therapy and for  
3 months following the last dose of Lynparza [see Use in Specific Populations (8.1)  
and Nonclinical Toxicology (13.1) in the full Prescribing Information].   
Pediatric Use
Safety and effectiveness of Lynparza have not been established in pediatric patients.
Geriatric Use
Of the 2351 patients with advanced solid tumors who received Lynparza tablets 300 mg 
orally twice daily as monotherapy, 596 (25%) patients were aged ≥65 years, and this 
included 137 (6%) patients who were aged ≥75 years. Seven (0.3%) patients were 
aged ≥85 years.
Of the 535 patients with advanced solid tumors who received Lynparza tablets 300 mg 
orally twice daily in combination with bevacizumab, 204 (38%) patients were aged  
≥65 years, and this included 31 (6%) patients who were aged ≥75 years.
No overall differences in the safety or effectiveness of Lynparza were observed between 
these patients and younger patients.
Renal Impairment
No dosage modification is recommended in patients with mild renal impairment  
(CLcr 51 to 80 mL/min estimated by Cockcroft-Gault). Reduce Lynparza dosage to  
200 mg twice daily in patients with moderate renal impairment (CLcr 31 to 50 mL/min) 
[see Dosage and Administration (2.5) in the full Prescribing Information]. There are 
no data in patients with severe renal impairment or end-stage disease (CLcr ≤30 mL/min) 
[see Clinical Pharmacology (12.3) in the full Prescribing Information]. 

Hepatic Impairment
No adjustment to the starting dose is required in patients with mild or moderate hepatic 
impairment (Child-Pugh classification A and B). There are no data in patients with 
severe hepatic impairment (Child-Pugh classification C) [see Clinical Pharmacology 
(12.3) in the full Prescribing Information].
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Initiatives from the New York Section on Diversity  
and Inclusion
Peter N. Schlegel, MD
Secretary, New York Section, AUA  
Weill Cornell Medicine, New York, New York

The New York Section of the 
AUA has had a long emphasis on 
enhancing diversity and inclusion 
within its membership as well as 
leadership. The current New York 
Section Board is the most diverse 
group that we have had as leader-
ship in the history of this longstand-
ing section of the AUA. The lead-
ership group is the result of a series 
of deliberate choices to better rep-
resent those who have traditionally 
been underrepresented in medicine. 

In addition to leadership diver-
sity in the New York Section of the 
AUA, it is important to remember 
that our section leadership works 
in concert with the leadership of 

the Section of Urology of the New 
York Academy of Medicine. Not 
only does the New York Academy 
of Medicine have a very diverse 
leadership, but they also adminis-
ter medical student and other re-
search fellowships that take a pro-
active role in identifying qualified 
candidates who have been under-
represented in medicine (URiM), 
starting with their medical student 
scholarship programs. 

In consideration of the impor-
tance of supporting URiM medical 
students before they have made 
subspecialty choices, the New York 
Section has made the choice to 
invest funding support for a new 
Summer Medical Student Fellow-
ship that will provide specific pri-
ority to minorities and underrepre-

sented researchers for funding. The 
program provides a $4,000 stipend 
for the medical student or fellow to 
engage in basic, translational, clini-
cal or health services urological re-
search in an academic laboratory of 
a medical facility in the New York 
Section. The program is admin-
istered in collaboration with the 
Urology Care Foundation, which 
will assist with application review 
and applicant selection based on 
the New York Section’s guidelines. 

In order to help minority med-
ical students identify urology as a 
specialty that is attractive, these 
funding initiatives in New York link 
mentors with students to enhance 
the likelihood that URiM students 
will enter our specialty. Although 
additional programs support res-

idents and early career attendings 
in New York, the early identifica-
tion of medical students to guide 
their career development pathway 
was a key goal of developing this 
program and providing funding for 
these scholarships. Medical student 
scholarships are an important op-
portunity for career development, 
especially for URiM students in 
whom the New York Section is 
actively investing to change the 
proportion of practicing minority 
urologists who are currently un-
derrepresented in our field. This 
scholarship program, developed 
in collaboration with the Urology 
Care Foundation, is a model for 
other sections to support increased 
participation of minority students 
in urology. STOP
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New Orleans

Learn More at 
AUA2022.org

Attend AUA2022 Programs for 
RESIDENTS & FELLOWS!

AUA2022 features a full schedule of programs just for urology residents and 
fellows. Explore programs dedicated to urologists in training, and register today. 

RESIDENTS BOWL 
Preliminary Rounds: Friday, May 13, 12:30-1:30 p.m. and 
3-4 p.m. 

Semi-final Rounds: Saturday, May 14, 12:30-1:30 p.m. 

Championship Game: Sunday, May 15, 1-2 p.m. 

THE GREAT DEBATE 
Saturday, May 14 , 2-4 p.m.  

YOUNG UROLOGISTS FORUM 
Saturday, May 14, 10 a.m.-12 p.m. 

Sponsored by FujiFilm

SPEED MENTORING PROGRAM 
Sunday, May 15, 11:30 a.m.-12:30 p.m. 

RESIDENTS FORUM 
Sunday, May 15, 7-11 a.m. 

Sponsored by Intuitive

MEDICAL

Partners in education
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AUA Northeastern Section Diversity, Equity and  
Inclusion Initiatives 
Jodi K. Maranchie, MD, FACS
Secretary, NSAUA  
University of Pittsburgh, Pennsylvania

The AUA Northeastern Section 
(NSAUA) straddles the Canadi-
an border, representing upstate 
New York, western Pennsylvania 
and Canada from Manitoba to the 
Atlantic coast, with membership 
hovering around 50% U.S. and 
50% Canadian (see figure).  This 
position offers unique opportuni-
ties and challenges. The smallest 
section at about 1,000 members, 
the NSAUA is home to 5 U.S. and 
11 Canadian residency programs. 
At present, 16% of our total mem-
bership is female, including 10% of 
urologists and 27% of trainees. Dr. 
Anne-Marie Houle was our first fe-
male president in 2008.  Our cur-
rent president, Dr. Julie Franc-Gui-
mond, is the second. The Executive 
Board in 2022 is 50% female, and 
women fill 20% of committee posi-
tions and represent 30% of invited 
faculty in the scientific program.

The NSAUA has a strong tradi-
tion of research support through 
both our annual Datta G. Wagle 
Young Investigator Award (which 
has been granted twice to women 
over the past decade) and 2 spon-
sored AUA Foundation grants, 
most recently awarded to Drs. Wei 

Chen and Nicolas Montalbetti. 
We are equally proud of our AUA 
Leadership Program participants, 
who have included 3 women and 
one Black male—all of whom have 
gone on to serve in section leader-
ship.  Opportunities are balanced 
whenever feasible between nation-
ality and gender, and participation 
is open to urologists of all ages.

Although we are fortunate to 
have diverse gender and cultur-
al backgrounds represented at 
the leadership level,1 the racial 
make-up of the overall NSAUA 
membership is not known. Plans 
to establish a committee devoted 
to diversity, equity and inclusion 
were on the agenda for the March 
board meeting.  One charge for this 
group is to survey the membership 
for self-identification and needs, 
which we hope will help direct fu-
ture  endeavors and accessibility. 

Another important NSAUA ini-
tiative has been the translation of 
AUA Foundation patient education 
materials into French to make them 
available to our French-speaking 
patients and physicians.  This has 
been organized as a volunteer ef-
fort with members donating their 
time to improve and promote in-
clusivity. 

Under Dr. Franc-Guimond’s 
leadership, the NSAUA Scientific 

Committee has developed a ded-
icated diversity, equity and inclu-
sion panel for the annual scientific 
meeting. This year’s inaugural pan-
el, which will take place in Char-
lotte, North Carolina, October 27–
29, will feature Dr. Melanie Morris 
of Winnipeg, Manitoba presenting 
her work on culturally directed 
care. Dr. Morris is a Métis and the 
first indigenous pediatric surgeon 
in Canada.  She is a recognized 
mentor to indigenous medical stu-
dents and trainees, and she partici-
pates in the anti-racism “Medallion 
Project.”  She works directly with 

indigenous parents, children and 
Elders to evaluate hospital spaces 
and create an environment where 
indi genous children and their fam-
ilies can feel safe. Dr. Morris has 
been recognized as one of Cana-
da’s Top 100 Most Powerful Wom-
en for her work and ongoing efforts 
to center care on the cultural needs 
of her patients. We anticipate an 
engaging and informative session 
and hope that you will join us. STOP

1. The Northeastern Section of the American  
Urological Association: Board of Directors. 
Available at https://nsaua.org/about/board.
aspx.

Figure. NSAUA geographical membership breakdown.

We Celebrate 100 Years of the South Central Section  
of the AUA with Diversity, Equity and Inclusion
Fernando J. Kim, MD, MBA, FACS
Denver Health Medical Center, University of 
Colorado Anschutz Medical Campus

The South Central Section of 
the AUA (SCSAUA) is the most 
ethnically diverse section of the 
AUA, with approximately 1,500 
members from 8 states and 7 coun-
tries including Arkansas, Colorado, 
Kansas, Missouri, Nebraska, New 
Mexico, Oklahoma, Texas, Belize, 
Costa Rica, El Salvador, Guatema-
la, Honduras, Mexico and Nicara-
gua (fig. 1).1 

During the 2021 annual section 
meeting preparation, the SCSAUA 
Executive Committee (fig. 2) decid-
ed to create the Diversity and In-
clusion Task Force. 

This initiative is vital to help us 
understand and identify specific 
challenges and issues that under-
represented groups encounter in 
our section to advocate a culture 
of inclusion. Moreover, the plan-
ning of the scientific committee of 
the 100th Annual Meeting of the 
 SCSAUA was very attentive and 
meticulous in order to be diverse 

and inclusive.
The 100th Annual Meeting of 

the SCSAUA was held in Scotts-
dale, Arizona from September 29 
through October 2, 2021, follow-
ing COVID-19 safety precautions. 
We commemorated the centenary 
of the SCSAUA and “Celebrated 
Diversity” with an exciting scien-
tific and social program that cul-
minated with the inaugural session 
on Diversity, Equity and Inclu-
sion (DEI). Fernando J. Kim, MD, 

Arrow-right Continued on page 53

“ This initiative is 
vital to help us 
understand and 
identify specific 
challenges and 
issues that 
underrepresented 
groups encounter 
in our section to 
advocate a culture 
of inclusion.”

https://nsaua.org/about/board.aspx
https://nsaua.org/about/board.aspx
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MBA, FACS moderated the ses-
sion titled “Diversity in Urology: 
How the SCS Can Lead the Way.” 
The guest speakers were Steven 
Kaplan, MD, who lectured on 
“AUA Initiatives to Address Diver-
sity and Inclusion,” and Richard 
Schulick, MD, MBA, FACS, who 
presented “Playbook to Enhance 
Equity, Diversity, and Inclusivity 
on a Department and Care Center 
Level.”2

The discussion generated by 
the presentations was engaging 
and informative. It made us pause 
to reflect on comments and ques-
tions from the audience that merit 
the attention and future actions 
from the SCSAUA to address 
DEI issues. Female urologists ex-
pressed concerns and challenges 
in academic practice and the lack 
of mentors to help them promote 
their careers.

The faculty was composed of 120 
urologists from academic centers, 
private practices, Veterans Affairs 

and safety net hospitals targeting 
the inclusion of underrepresented 
groups in our section. We had 21% 

female faculty and 32% ethnic mi-
nority faculty in attendance. Of all 
discussion panels, 41% had female 
urologists (fig. 3).3

During the conference, the 
DEI committee, consisting of Drs. 
Max Gallegos, Frances Alba, Julie  
Riley, Elizabeth Malm-Buatsi and 
 Fernando J. Kim, concluded that 
the SCSAUA should provide DEI 
education to our members regard-
ing challenges that underrepresent-
ed minorities face in our specialty 
in our section.

The DEI initiative will include 
creating data collection and analy-
sis surveys to determine the need 
for change, study strategies to im-
plement actions and creation of 
recommendations affecting DEI 
policies and practices.

Read ing  the  a r t i c le  f rom 
 Tracy M. Downs, MD, FACS 
titled “AUA Announces Diver-
sity and Inclusion Task Force” 
in the April 2021 issue of AUA-
News 4 made me remember very 
similar instances when implicit 
biases disrespected and insult-
ed different cultures, ethnicities, 
sex, age and other characteris-
tics that create diversity without 
equity or inclusion. In conclu-
sion, we should not miss the op-
portunity to learn and build the 
capabilities needed to engender 
DEI with an aim of fostering an 
enduring process to promote 
equality, fairness of opportunity, 
inclusive leadership, openness 
and freedom from bias and dis-
crimination. STOP

1. American Urological Association: South 
Central Section. 2021. Available at https://
www.auanet .org/membership/who-we-are/
aua-sect ions-and-demographics /south-cen-
tral-section.

2. South Central Section: 2021 Presentations. 
2021. Available at https://scsaua.org/meet-
ings/past-meetings/2021presentations/satur-
day.aspx. 

3. Davis JW: President’s Message. South Central 
Section of the American Urological Association 
2022. Available at https://scsaua.org/about-us/
president-s-message.aspx.

4. Downs TM: AUA announces Diversity and In-
clusion Task Force. AUANews 2021; 26: 1.

Figure 1. The 2020–2021 Executive Committee showing their 100th meeting spirit. Left to right, James Cummings (Past President), Fernando J. Kim 
 (Secretary), Mike Cookson (President), Ajay Nangia (Treasurer), John Davis (President-Elect).

Figure 2. Map of South Central Section of the AUA.1

Figure 3. In-person panels were augmented by virtual connections to speakers who could not attend.

WE CELEBRATE 100 YEARS OF THE SOUTH CENTRAL SECTION
Arrow-right Continued from page 52

“ Female urologists 
expressed 
concerns and 
challenges in 
academic practice 
and the lack of 
mentors to help 
them promote 
their careers.”

https://scsaua.org/meetings/past-meetings/2021presentations/saturday.aspx
https://scsaua.org/meetings/past-meetings/2021presentations/saturday.aspx
https://scsaua.org/meetings/past-meetings/2021presentations/saturday.aspx
https://scsaua.org/about-us/president-s-message.aspx
https://scsaua.org/about-us/president-s-message.aspx
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Equity and Diversity within the Western Section AUA
Siamak Daneshmand, MD
University of Southern California, Los Angeles

Jeannie DeSantis, MBA
DeSantis Management Group, Santa Ana, California

The Western Section AUA 
(WSAUA) has long recognized the 
importance of diversity within our 
academic organization and has al-
ways been transparent and proac-
tive in fostering an inclusive envi-
ronment. 

The WSAUA organization at 
large relies on the 20 inclusive 
urological teaching institutions to 
guide us in recruiting new faculty 

and residents to include in pro-
gramming and leadership roles.  
Whether at program meetings or 
board meetings, it has always been 
important to WSAUA leadership 
to include a wide spectrum of phy-
sician leaders from all teaching in-
stitutions with specific attention to 
include individuals from underrep-
resented backgrounds. 

Diversity, equity and inclusion 
were prominent topics at our re-
cent Western Section program 
meeting with representation from 
the diverse board of directors. As 
an example, the WSAUA has sup-

ported the funding of the Summer 
Medical Student Scholarship Pro-
gram for Underrepresented Re-
searchers.

Women in urology have been 
a prominent part of the culture 
of the Western Section (which in-
cludes several women within its 
own executive leadership). Within 
the WSAUA, many women serve 
in leadership roles, speak on the 
program and serve on various 
committees representing a mix of 
all the Western Section’s urologi-
cal departments. Past President Dr. 
John Prince eagerly nominated Dr. 

Eila Skinner for the 2021 Distin-
guished Member award, and Dr. 
Kathleen Kobashi is the immediate 
Past President of our society. For 
nomination of AUA awards, we 
always emphasize diversity when 
encouraging members to nominate 
candidates. 

We are supportive of the steps 
the AUA is taking to address the 
current inequality challenges with-
in urology. We will continue efforts 
to enhance diversity and include 
individuals from historically un-
derrepresented backgrounds in 
 meetings and leadership roles. STOP

Mid-Atlantic Section’s Diversity, Equity and  
Inclusion Initiatives
Thomas Guzzo, MD, MPH
The University of Pennsylvania Health System, 
Philadelphia

As Secretary of the Mid-Atlantic 
Section of the American Urologi-
cal Association (MA-AUA) it is an 
honor to highlight our section’s 
diversity, equity and inclusion ini-
tiatives. There is strong and com-
mitted support from our sectional 
leadership to maintain, grow and 
further expand diversity at the sec-
tional level. We are proud of the 
diversity we have on our Board of 
Directors with regard to gender, 
race and practice setting, which 
allows for diverse perspectives and 
ideas that drive our section forward 
clinically, academically and educa-
tionally. The MA-AUA Board has 
also recognized the importance of 
diversity in its approach to hon-
oring its outstanding member-
ship highlighted by our section’s 
2 AUA Award recipients. We are 
honored to be represented by Dr. 
Arthur L. Burnett, this year’s recip-
ient of the Hugh Hampton Young 
Award, and Dr. Kirsten L. Greene, 
this year’s recipient of the AUA 
Mid-Career Award. 

The AUA has taken several im-
portant and notable steps to ad-
dress diversity and inclusion in our 
organization such as creation of the 
AUA Diversity and Inclusion Task 

Force and last year’s inaugural di-
versity and inclusion focus issue of 
AUANews. While these are com-
mendable first steps, there is still 
much work to be done to bridge 
the equity gap in urology and with-
in our organization. 

There are many important ar-
eas where we can place our time 
and focus to improve equity with-
in urology and the AUA. While 
supporting, retaining and promot-
ing our current underrepresented 
colleagues and trainees in urology 
is an important and self-evident 
strategy, this simply will not be 
enough to narrow the gap. Stud-
ies of our own training programs 
have demonstrated a lower pro-
portion of underrepresented mi-
nority trainees in urology relative 
to some of our peers in surgical 
and medical training.1  There is a 
clear need to expand the pipeline 
of underrepresented minorities 
in urology, and early exposure is 
paramount. With this in mind, the 
Mid-Atlantic section has funded 
and established a Pre-Medicine 
Enrichment Program (PEP). The 
MA-AUA PEP is a scholarship 
program developed with the goal 
of empowering historically un-
derrepresented minorities who 
are first generation undergradu-
ate students considering a career 
in medicine. Recipients of this 

scholarship will be enrolled in a 
mentoring and support program 
that focuses on developing key 
skills within 4 core areas essen-
tial to a successful career in med-
icine. The 4 core pillars include 
academic study, career planning, 
personal growth and scientific re-
search. The selected undergradu-
ate will participate in an 8-week 
mentorship and support experi-
ence during the summer of their 
second year of undergraduate 
studies. The 8-week experience 
will include a research project, 
clinical shadowing and biweekly 
mentorship meetings. The MA-
AUA has allocated approximate-
ly $100,000 over the next 3 years 
to financially support section 
programs that serve as hosts for 
participants in this program. The 
program has built-in flexibility to 

meet each scholar’s unique needs 
and goals. This flexibility will also 
allow us to use feedback from 
the initial scholars themselves to 
shape the goals and direction of 
the program as it grows and ma-
tures. Ultimately, if successful, we 
will  explore philanthropic oppor-
tunities to ensure the long-term 
viability of the program.

Census data from the AUA have 
clearly demonstrated a need to 
broaden underrepresented popu-
lations in our field. The MA-AUA 
section is committed to creating an 
environment of inclusiveness for 
its membership. Creating an envi-
ronment that fosters diversity and 
inclusion will allow us to bring col-
leagues to the table with wide rang-
ing ideas, energy and collective 
experiences that can only serve 
to elevate an already outstanding 
surgical subspecialty. Additional-
ly, we are focused on supporting 
programs, such as PEP, that can 
generate early exposure to urology 
for underrepresented groups where 
barriers to such exposures may 
have existed in the past, which will 
ultimately expand our future ap-
plicant pool.  It is very clear that 
a rising tide will raise all ships in 
urology. STOP

1. Shantharam G, Tran TY, McGee H et al: Exam-
ining trends in underrepresented minorities in 
urology residency. Urology 2019; 127: 36.

“ There are many 
important areas 
where we can 
place our time and 
focus to improve 
equity within 
urology and the 
AUA.”
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Changing Times: Diversity, Equity and Inclusion in the 
Southeastern Section of the AUA
S. Duke Herrell III, MD
Vanderbilt University, Nashville, Tennessee

Chad W. M. Ritenour, MD
Emory University, Atlanta, Georgia

Over the past several years, the 
societal work around diversity, eq-
uity and inclusion (DEI) has be-
come both more prominent and 
more significant. While this work 
touches the practice of medicine, 
including urology, there still re-
main opportunities for truly un-
derstanding the meaning and im-
portance of DEI. The Southeastern 
Section of the AUA (SESAUA) is 
committed to weaving DEI into 
all of the activities of the Section. 
The Section represents the AUA 
 subgeographical area with some of 
the greatest diversity in the organi-
zation. This diversity encompasses 
our members and the patients we 
serve, and it is a great strength.

The SESAUA and its Execu-
tive Committee have increasingly 
sought to promote and understand 
the important role of DEI among 
its membership, leadership and 
governance, with further upcom-
ing plans to enact positive change. 
Most importantly, we have been 
intentional and deliberate in work-
ing to establish a welcoming atmo-
sphere that extends from trainees 
to long-standing members, but we 
also recognize that there is still 
more work to do. As one example, 
the Section has directly engaged 
colleagues within our area out-
side the mainland United States to 
make our activities more accessible 
to and inclusive of them. Other 
initiatives include ensuring active 
diversity across meeting activities, 
the W. Bedford Waters memorial 
lecture and focused leadership, in-
cluding a new Committee on DEI.

Over the past decade, the SES-
AUA made a dedicated effort to 
include and encourage meeting 
attendance by our fellow urologists 
from Panama and the U.S. Virgin 
Islands. We have also worked to 
specifically support our members 

in Puerto Rico. Indeed, when Puer-
to Rico and other parts of the Ca-
ribbean suffered catastrophic dam-
age after Hurricane Maria in 2017, 
the SESAUA temporarily set aside 
standard meeting attendance fees 
to encourage participation by the 
urologists affected and looked for 
other ways to help. Last year, we 
were honored to have had our first 
SESAUA President from Puerto 
Rico and the first of Hispanic de-
scent, Dr. Ricardo Sanchez- Ortiz, 
and we are pleased to hold the 
2022 Annual Meeting in San Juan. 
We will continue to promote inclu-
sion of these colleagues who add 
richness to our Section through 
their talent, experience and cultur-
al diversity.

As the largest AUA Section, the 
SESAUA recognizes its duty to 
support the changing demograph-
ic of practicing urologists and so-
ciety in general. With the rise in 
numbers of women in urology, 
the Section has been intentional 
to improve its opportunities for 
our female members and trainees 
through individual promotion, 
development and inclusive lead-
ership. Our membership includes 
many of urology’s “rising stars” 
and, of course, a growing number 
of these are women as the gender 
distribution of the field changes. 
The number of female presenters 
and moderators at our meetings 
likewise continues to increase, 

and talented woman leaders have 
delivered an increasing number 
of the major lectureships. We are 
proud of our Treasurer, Dr. Lorie 
Fleck, who is the first woman in 
the Section to hold that office, and 
additionally proud of her many 
accomplishments to support other 
women in urology as well as train-
ees. Recognizing that diversity can 
be measured in many ways, we 
are also evaluating and including 
meeting content to ensure it re-
mains relevant to the variety of pa-
tients seen in practice. For exam-
ple, recent topics relating to adult 
patients with congenital disorders, 
health equity and transgender 
medicine illustrate the need to un-
derstand unique perspectives in 
order to optimize care.

Perhaps the importance of DEI 
in the SESAUA is highlighted best 
with the creation of the annual W. 
Bedford Waters memorial lecture 
following the death of Dr. Waters 
in 2019.  He was a beloved mem-
ber of the SESAUA and a national 
leader in Urology, including serv-
ing as the first African American 
President of the American Board 
of Urology and the inaugural 
Chair of a newly established De-
partment of Urology at the Univer-
sity of Tennessee at Knoxville. Dr. 
Waters was known for breaking 
barriers, and he received the AUA 
Lifetime Achievement Award 
for his outstanding contributions 
as a urologic oncologist, mentor 
and educator. His strength, skill, 
tenacity and intelligence devel-
oped as he overcame the obstacles 
and prejudices of the South in the 
1950–1960s. Moreover, his ability 
to truly connect with everyone as 
a person was masterful. The first 
honorary W. Bedford Waters lec-
ture was appropriately titled “The 
Critical Pursuit of Social Justice 
in Urology” and delivered by his 
dear friend, Dr. Mark Litwin. We 
look forward to honoring Dr. Wa-
ters’ legacy in the SESAUA each 
year as one way to underscore the 

critical importance of DEI for our 
peers, patients and society.

At its last meeting, the SESAUA 
Executive Committee approved 
plans to establish a permanent 
Committee on DEI, with a full pro-
posal to be presented to the Board 
of Directors at the spring meeting. 
The Committee will represent a 
cross-section of membership and 
will report directly to the Board of 
the Section. The goal of this group 
is to create inclusive opportunities 
as well as understand the roles of 
the Section members, leadership 
and management in expanding ef-
forts in DEI. The ability to examine 
program schedules, Committee as-
signments and award nominations 
along with other activities through 
a DEI lens will provide powerful 
insights. We also envision align-
ment of this Committee with the 
national task force established by 
the AUA in order to support work 
across all levels.

The efforts of DEI involve ap-
preciating the perspectives of those 
who are different than us, learning 
from and including those perspec-
tives in our activities, and striving 
for equitable opportunities and 
outcomes. The SESAUA has a rich 
history in urology but is also com-
mitted to creating and maintaining 
a welcoming environment for all of 
its constituents in the future. STOP

“ As the largest 
AUA Section, 
the SESAUA 
recognizes its 
duty to support 
the changing 
demographic 
of practicing 
urologists and 
society in general.”

“ Recognizing that 
diversity can be 
measured in many 
ways, we are also 
evaluating and 
including meeting 
content to ensure 
it remains relevant 
to the variety of 
patients seen in 
practice.”
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Increasing Diversity in the North Central Section:  
A Grass Roots Effort
Elizabeth B. Takacs, MD, FPMRS
Secretary, AUA, North Central Section  
University of Iowa Health Care, Iowa City

Larissa Bresler, MD, DABMA
Loyola University Medical Center, Maywood, Illinois 
Hines VA Medical Center, Illinois

I would like to thank Dr. Denst-
edt and Dr. Downs for inviting the 
North Central Section (NCS) to re-
port on its diversity, equity and in-
clusion initiatives. The section has 
been striving to increase diversity 
and inclusion for several years. In 
2017 the NCS Board of Directors 
approved the creation of a Wom-
en in Urology (WIU) Committee, 
with the first chair attending the in-
terim meeting in 2018 and bylaws 
being approved and updated at the 
annual meeting in the fall of 2018. 
The committee chairperson is a 
member of the NCS Board of Di-
rectors. The NCS Board recognizes 
that there continues to be a lack of 
diversity in the section leadership 
and is determined to rectify this. 

Regardless of the committee’s 
official name, under the direction 
of Dr. Larissa Bresler the commit-
tee has expanded its role beyond 
women in urology to champion di-
versity and inclusivity as well. The 
committee has developed a Sup-
port On the Spot (SOS) program 
geared to women and underrepre-
sented minorities (URMs) to have 
the ability to reach out for rapid 
advice in navigating complex work 

situations, and provide a sponsor to 
expand URM and WIU opportuni-
ties for involvement in professional 
societies, meetings and leadership 
prospects. In addition, the commit-
tee brought forth the recommen-
dation of an award to recognize 
women and URMs in the section 
for their contribution. The Board 
unanimously agreed to approve 
such an award, and further details 
will be discussed with plans for the 
first recipient in 2023. The WIU 

Committee chair will serve on the 
long-range planning committee 
and participate in selection of NCS 
nominees for the AUA awards. A 
second recommendation from the 
WIU Committee was identification 
of women and URMs on the sec-
tion speakers list. As a result, the 
section administration and secre-
tary are working toward updating 
the list and will allow volunteers to 
indicate if they would like indica-
tion of being female or a URM. 

The program committee worked 
hard to increase diversity of pre-
senters at the annual meeting in 
2021. During this meeting, 32% of 
the speakers, panelists or modera-
tors were female. We will continue 
to work toward diversification of all 
speakers, panelists and moderators 
in the coming years. The program 
in 2021 featured a variety of oppor-
tunities to learn about implicit bias, 
health care disparities and diversity 
in the workforce (see table).

Increasing diversity in urology 
must also occur at a grassroots lev-
el. The NCS Board of Directors is 
composed of state representatives, 
which are selected by the state so-
cieties, board officers and commit-
tee chairpersons. The NCS Board 
believes that adopting the afore-
mentioned initiatives will encour-
age URMs and WIU to become 
involved in their state societies and 
NCS committees. The NCS is also 
developing research awards for 
medical students interested in urol-
ogy, and discussion will include a 
designated award for students of 
URMs. 

The NCS is committed to di-
versification and inclusion of 
participants at all levels within 
the section. Beyond those men-
tioned above, there are a number 
of other initiatives that have been 
implemented to increase partici-
pation in the organization and in 
development. STOP

Table. NCS Annual Meeting 2021 lectures addressing diversity and inclusion

Type of Session Title Speaker

General Session: Invited Speaker Microaggressions Dr. Olufenwa Milhouse, MD, FPMRS

Breakout Session Stop! Did I Listen?  Don’t Let Implicit Bias  
Interfere with Great Care
Health Care Disparities in Urology: Where  
We Are and What We Can Achieve

Dr. Jannah Thompson, MD, FPMRS

Dr. Tope Rude, MD

Panel:  State of Urology Diversity in Urology: Where We Are Now and  
Where We Are Going
The Urology Workforce Shortage: Preparing  
for the Future

Dr. Hadley Wood, MD

Dr. Kate Kraft, MD, FAAP, FACS

“ The NCS Board 
recognizes that 
there continues 
to be a lack of 
diversity in the 
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Loeb S, Borno HT, Gomez S 
et al: Representation in On-
line Prostate Cancer Content 
Lacks Racial and Ethnic Di-
versity: Implications for Black 
and Latinx Men. J Urol 2021; 
207: 85. https://doi.org/10.1097/
JU.0000000000002257.

Study Need and 
Importance

Black men have the highest in-
cidence and mortality from pros-

tate cancer and lower quality of 
life compared to other U.S. racial 
groups. Additionally, more Latinx 
men are diagnosed with advanced 
disease, and fewer receive guide-
line-concordant care. As many men 
seek medical information online, 
high-quality information targeting 
diverse populations may mitigate 
disparities. We examined racial/
ethnic representation and informa-
tion quality in online prostate can-
cer content.

What We Found
Black and Latinx individuals are 

underrepresented in online content 
about prostate cancer compared 
to the general U.S. population 
and overall population of prostate 
cancer survivors. Among 81 web-
sites and 127 videos about prostate 
cancer with people in them, 37.0% 

and 24.4% had perceived Black 
representation, respectively. Only 
9.9% websites and 5.5% videos 
had people with perceived Latinx 
ethnicity, respectively. Among 
1,526 total people featured in the 
websites and videos, the perceived 
racial distribution was 9.2% Black, 
8.1% Asian, 54.8% White, 0% 
mixed race and 27.9% unknown/no 
consensus. Ethnicity was perceived 
as Latinx for 1.0%. Few websites or 
videos had Black or Latinx repre-
sentation and high-quality, under-
standable and actionable informa-
tion; further, none with Black or 
Latinx representation was at a rec-
ommended reading level for con-
sumer health information.

Limitations
The results only reflect En-

glish-language searches for pros-

tate cancer, and results may differ 
using different search strategies. 
While a consensus process was 
used to examine perceived race/
ethnicity, these are inherently 
subjective. Additionally, we rec-
ognize that health communica-
tions cannot address all barriers 
to care; however, having access 
to high-quality and representative 
information is important given the 
wide use and influence of online 
networks. 

Interpretation for Patient 
Care

Online information about pros-
tate cancer lacks racial and ethnic 
diversity. In addition, most content 
has poor quality and readability for 
lay health consumers. STOP

JU INSIGHT: REPRESENTATION IN ONLINE PROSTATE CANCER CONTENT LACKS RACIAL AND ETHNIC DIVERSITY
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Prostate Cancer Biomarkers in 2022: Where Do We 
Stand, and Where Are We Going?
Jeffrey J. Tosoian, MD, MPH
Vanderbilt University Medical Center and 
Vanderbilt-Ingram Cancer Center,  
Nashville, Tennessee

In patients with moderately el-
evated prostate specific antigen 
(PSA; ie 3–10 ng/ml), the current 
diagnostic pathway suggests that 
clinicians offer magnetic resonance 
imaging (MRI), if available, and 
consider biomarker testing to bet-
ter define risk of clinically signifi-
cant (Grade Group ≥2) prostate 
cancer prior to biopsy.1 

The relative merits of MRI 
and biomarker testing can be de-
bated indefinitely, and the likely 
reality is that a clinical role exists 
for both tools. Unlike biomark-
er tests, MRI allows clinicians to 
target visible lesions at biopsy, a 
practice shown to increase detec-
tion of GG ≥2 cancer relative to 

systematic biopsy.2 By contrast, 
variability of MRI interpretation 
across practice settings is prob-
lematic when considering pop-
ulation-wide adoption of MRI.3 
While pooled data reflect a neg-
ative predictive value (NPV) of 
90.8% for MRI at experienced ac-
ademic centers, NPVs at individ-
ual sites were as low as 62%, and 
there were insufficient data from 

nonacademic settings for analy-
sis—a consistent limitation of the 
MRI literature.3,4 

Considered with other practi-
cal limitations of MRI (eg access; 
time, labor, and cost of testing), 
objectively measured biomark-
ers obtainable in clinic could be 
more practical for initial testing 
after PSA. While several bio-
markers are commercially avail-
able for use in this setting, initial 
validation studies had notable de-
ficiencies in reporting transparen-
cy and methodologies for guiding 
clinical use (eg threshold valida-
tion).5 The net result was a body 
of biomarker data that showed 
consistent improvement relative 
to PSA, but that in many cases 
failed to provide clear, validated, 
evidence-based applications for 
clinical use.5,6

Where We Stand
A recent review from Eyrich et 

al assessed validation data for com-
mercially available biomarker as-
says, with a focus on test sensitivity 
and specificity for GG ≥2 cancer 
(table 1).6 Limitations notwithstand-
ing, the data reflect multiple bio-
marker tests capable of ruling out 
the need for 30%–50% of unnec-
essary biopsies (ie negative, GG1), 
while maintaining high sensitivity—
in some cases exceeding 95%. The 
box summarizes performance mea-
sures critical to determining how 
biomarker tests could best fit within 
your clinical practice.

Encouragingly, the past year 
has witnessed an increase in coor-
dinated efforts to provide action-
able,  data-driven applications of 
biomarker tests in pertinent clini-
cal scenarios. In addition to initial 

and repeat biopsy populations, 
recent analyses have assessed bio-
marker use in settings and popu-
lations in great need of additional 
tools: during the course of active 
surveillance, following equivocal 
MRI, and in African American 
men  underrepresented in most val-
idation data.7 Most importantly, at 
least two prospective clinical trials 
are underway to better define the 
optimal combined use of biomark-
ers and MRI.8,9 

Where We Are Going
In addition to mounting evidence 

for existing tests, there is reason to 
believe that the next generation of 
prostate cancer biomarkers could 
provide a level of precision capa-
ble of transforming the diagnostic 
pathway (table 2). With a univer-
sal goal to minimize harm due to 
prostate cancer, further developing 
data-driven guidelines for biomark-
er testing is critical. As these data 
continue to mature, there is hope 
that the practical limitations of di-
agnostic MRI can be improved in 
parallel. Moreover, a local  coverage 

Box. Bringing biomarkers to practice: key measures for clinical application

Performance measures like sensitivity, specificity and predictive val-
ues are all important for characterizing the potential use of clinical tests. 
The application of these and other measures to prostate cancer diagno-
sis have been previously discussed in detail.6 In men presenting with 
moderately elevated PSA, the limitations of PSA drive our clinical need 
to reduce unnecessary biopsies (ie negative, GG1) without sacrificing 
consistent early detection of higher-risk cancers. In this diagnostic land-
scape, 2 performance measures are particularly critical.

NPV: For each individual patient, a high NPV is essential. In an 
example, 98% NPV means that a patient testing negative has only a 
2% likelihood of detecting GG ≥ 2 cancer on biopsy. This level of cer-
tainty will allow the vast majority patients and clinicians to confidently 
avoid biopsy. By contrast, 90% NPV implies a 10% likelihood of GG 
≥2 cancer persists after a negative test, which may not be sufficient 
to forgo further evaluation. It is worth being familiar with the NPV 
of existing tests to ensure that a negative test will provide sufficiently 
low risk for a given patient to comfortably defer biopsy. Notably, pre-
dictive values vary by outcome prevalence in the testing population, 
so risk characteristics of validation data should be aligned with the 
proposed test setting. 

Sensitivity: As clinicians considering practice-wide testing, sensitiv-
ity takes on particular importance. Sensitivity reflects the proportion 
of patients with GG ≥ 2 cancer that will have a positive test result—and 
would therefore be correctly directed to biopsy. By contrast, 100% mi-
nus sensitivity is the proportion of patients with GG ≥ 2 cancer that 
will have a false-negative test and would therefore be incorrectly coun-
seled to forgo biopsy (ie resulting in a missed diagnosis). Practice-wide 
use of a test with 85% sensitivity means that 15% of biopsy-detectable  
GG ≥ 2 cancers presenting to clinic would go undetected, while a test 
with 95% sensitivity would fail to detect only 5%. Unlike predictive val-
ues, sensitivity and specificity are intrinsic measures of each test and can 
be considered across various clinical settings. 

Table 1. Commercially available prostate cancer biomarker tests6

Biomarker Test Components Clinical Factors Specimen

4Kscore PSA, fPSA, iPSA, hK2 Age, prior biopsy, ± digital rectal examination Blood

Prostate Health Index (phi) PSA, proPSA, fPSA None Blood

SelectMDx HOXC6, DLX1, PSA Age, digital rectal examination, prostate vol Urine 

ExoDx Prostate Intelliscore (EPI) PCA3, ERG, SPDEF None Urine

MyProstateScore (MPS) PCA3, T2:ERG, PSA None Urine 

“ The relative 
merits of MRI and 
biomarker testing 
can be debated 
indefinitely, and 
the likely reality 
is that a clinical 
role exists for both 
tools.”
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 determination planned for release 
in 2022 should help clarify reim-

bursement policies for diagnos-
tic biomarker testing in the U.S. 

Arming clinicians with multiple 
 evidence-based applications of diag-
nostic tools will ultimately provide 
the best outcomes for our patients. STOP
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Hard-Flaccid Syndrome: Definition, Diagnosis  
and Management
David W. Barham, MD
University of California, Irvine
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Faysal A. Yafi, MD
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In March 2020, Gül et al first 
described hard-flaccid syndrome 
(HFS) in the medical literature with 
a presentation of 4 cases.1 Despite 
only receiving attention recently in 
the literature, patients have been 
self-diagnosing themselves and 
finding support for this condition 
in online forums for over a decade.2 
HFS represents a diagnostic di-
lemma due to unfamiliarity among 
many urologists and lack of an ev-
idence-based definition. Patient’s 
often have a sense of despair and 
hopelessness as their complaints 
are disregarded or attributed to oth-
er diagnoses. We hope this article 
will help raise awareness of HFS 
among the urology community.

HFS is a symptom cluster ac-
companied by penile sensation 
changes, a semi-rigid phallus 
during the flaccid state, decreased 
morning/nocturnal erections, de-
creased erectile rigidity, difficulty 
maintaining erections, pain with 

ejaculation and pain with urina-
tion.2 Not all symptoms are ne-
cessary, but no formal diagnostic 
criteria exist. However, a semi-rig-
id phallus, penile sensation chang-
es and erectile dysfunction (ED) 
are the most common findings. 
Urinary symptoms appear to be 
related to pelvic floor dysfunction 
and muscle tightness. Men are 
commonly in their 20s and 30s and 
often have comorbid anxiety and/
or depression. HFS is an acquired 
condition that follows a traumatic 
event to the base of an erect penis. 
Most reported cases to date report 
trauma during sexual intercourse 
or aggressive masturbation.1,3 

Although the exact mechanism 
of HFS remains to be determined, 
it is thought to result from injury 
to the pudendal nerve and artery.1 
HFS has a wide range of symptoms 
involving all aspects of the male 
sexual cycle; there seems to be a 
plausible element of autonomic 
neuropathy with exaggerated sym-
pathetic stimulation in response 
to urogenital trauma resulting in 
loss of coordinated neurovascular 
response to sexual stimuli. Poten-
tially, there could be overlap with 
other conditions such as chronic 

pelvic pain syndrome, the male 
counterpart to female persistent 
genital arousal disorder (PGAD)/
genito-pelvic dysesthesia (GPD) 
or a penile entity of complex re-
gional pain syndrome (see figure). 
However, pain is necessary for the 
diagnosis of chronic pelvic pain 
syndrome, and most patients with 
HFS do not report pain.2

The diagnosis of HFS is made 
based largely on history and phys-
ical exam. Men with HFS often 
complain of a cold or numb sen-
sation to the penis, but especially 
the glans. Physical exam is typical-
ly unimpressive but often notable 

for a partial engorgement during 
the flaccid state. Some men have 
tenderness along the corpora. Hor-
monal evaluation in all reported 
cases has been unremarkable. Fur-
ther, radiologic studies including 
penile ultrasound and pelvic mag-
netic resonance imaging have not 
revealed any abnormalities.1

Just as HFS can be challeng-
ing to identify and diagnose, the 
treatment is equally frustrating for 
providers and patients. Given the 
lack of reports in the literature, 
there is no standardized treatment. 

Figure 1. Overlap of HFS, pain syndromes and sexual arousal disorders.

Table 2. The evolution of biomarkers in localized prostate cancer 

Generation Biological Specificity Example(s)

First Prostatic epithelium PSA

Second Prostate cancer Kallikrein-family proteins, ETS-related  
transcription factors, PCA3

Third High-grade prostate cancer SChLAP1, PCATs

After early use of serum PAP in metastatic prostate cancer, PSA emerged as a “first gener-
ation” biomarker to aid in detecting localized disease. The limitations of PSA are rooted in 
its biological specificity for prostatic epithelial cells rather than prostate cancer cells. Thus, a 
second generation of biomarkers emerged, characterized by increased specificity for cancer. 
Commercially available tests based on these markers have consistently outperformed PSA yet 
remain imperfect markers of clinically significant, higher-grade cancers. In light of this, a third 
generation of biomarkers—with biological specificity for high-grade, potentially lethal cancer—
offers extraordinary promise.10 Building on recent discovery, ongoing efforts between our team 
at Vanderbilt University Medical Center, the University of Michigan and collaborating National 
Cancer Institute—Early Detection Research Network centers are aimed at driving this next step 
toward diagnostic certainty.

https://www.nccn.org/professionals/physician_gls/pdf/prostate_detection.pdf
https://www.nccn.org/professionals/physician_gls/pdf/prostate_detection.pdf
https://www.auajournals.org/toc/juro/206/Supplement+3
https://www.auajournals.org/toc/juro/206/Supplement+3
https://www.auajournals.org/toc/juro/206/Supplement+3
https://clinicaltrials.gov/show/NCT03730324
https://clinicaltrials.gov/show/NCT03730324
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 Phosphodiesterase-5 inhibitors, es-
pecially daily tadalafil, appear to 
be the most common treatment. 
Varying results have been reported, 
with most reports showing the ben-
efit is diminished when the medi-
cation is discontinued. Others have 
also suggested benefit from pelvic 
floor physical therapy (PFPT) and 
relaxation techniques. 

In the original series by Gül et al, 
1 patient was treated with low-in-
tensity shock wave therapy (Li-
SWT) with initial improvement. 
Based on this early report, we have 
subsequently treated 3 men at our 
institution with Li-SWT. These pa-
tients underwent 6 treatments in 
which shocks were delivered to the 
left, right, ventral and dorsal aspects 

of the stretched penis. The scrotum 
was lifted, and additional shocks 
were administered to the right and 
left crura. All patients tolerated the 
treatments well with no pain. All 
patients began to notice improve-
ment after the third treatment in 
regards to the engorgement of their 
penis during the flaccid state. Fol-
lowing 6 treatments, 1 patient re-
ported complete resolution of all 
symptoms (ED, pain and partial 
penile engorgement). The other 2 
men noted initial improvement in 
hardness of the flaccid penis. Our 
results are encouraging, although 
the durability of Li-SWT remains 
to be determined. Further work is 
needed to identify if any adjunct 
therapies such as daily tadalafil or 

PFPT provide additional benefit in 
combination with Li-SWT.

HFS is as real as ED, PGAD/
GPD and postorgasmic illness syn-
drome. It represents a needed area 
of future research to establish an 
evidence-based definition, diagnos-
tic criteria and treatment. There is 
history of genitourinary trauma in 
most patients with a wide range of 
symptoms involving all aspects of 
the male sexual cycle. It is also a 
great diagnostic challenge with un-
remarkable laboratory findings and 
imaging in most patients. It appears 
that the trauma results in autonomic 
neuropathy with sympathetic over-
drive and loss of coordinated neuro-
vascular response to sexual stimuli. 
We can draw parallels from existing 

literature on female PGAD/GPD 
with significant overlap with HFS; it 
is plausible HFS could be the male 
PGAD/GPD. Optimal treatment 
remains to be determined but daily 
tadalafil, PFPT and Li-SWT appear 
promising. STOP
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Howard JM, Gerald T, Patel A et 
al: Routine overnight vital signs 
are rarely associated with major 
clinical events in patients undergo-
ing radical cystectomy: a retrospec-
tive cohort study. Urol Pract 2021; 
h t tp s : / /do i .o rg/10 .1097/ UPJ. 
0000000000000289.

Study Need and 
Importance

Overnight vital signs are routinely 
checked at midnight and 4:00 a.m. in 
postoperative hospitalized patients. 
This nonevidence-based practice 
is inherited from the earliest days 
of nursing. While seemingly innoc-
uous, routine overnight vital signs 
are associated with disruption of pa-
tients’ sleep, which in turn has been 
associated with a variety of adverse 
clinical outcomes. We performed a 
single-institution retrospective anal-
ysis to determine how frequently 
routine (as opposed to for-cause) 
overnight vital signs were associated 
with new-onset major clinical events 
among stable patients following rad-
ical cystectomy for bladder cancer. 

What We Found
After appropriate exclusions, 

a total of 546 patients underwent 
radical cystectomy over a recent 

5-year period, representing 2,589 
patient-nights in the hospital. Ab-
normal vital signs (by prespecified 
criteria) were noted in 116/2,589 
patient-nights (4.5%), but of these 
a moderate or major intervention 
(corresponding to concern for a 
Clavien-Dindo grade ≥II complica-

tion) was present in only 17/2,589 
cases (0.65%; see table). Thus, a to-
tal of 152 patient-nights of routine 
vital sign checks were required to 
identify a single moderate or ma-
jor clinical event. Conversely, of 

Table. Outcomes of patients with abnormal routine overnight vital signs. Denominator for all values  
is the total of 2,589 patient-nights in the hospital. Inter-rater reliability for the primary outcome 
(degree of intervention) is a Cohen’s kappa statistic with quadratic weights

No. total pt-nights 2,589

No. pt-nights with abnormal vital signs (%) 116 (4.5)

No. degree of intervention (%):

    No intervention, vital signs not abnormal on recheck, or clinical 
status already known

88 (3.4)

   Minor intervention (concern for Clavien I) 11 (0.4)

   Moderate intervention (concern for Clavien II–IIIa) 11 (0.4)

   Major intervention (concern for Clavien IIIb–V) 6 (0.2)

No. intensive care unit transfer (%) 5 (0.2)

No. reoperation (%) 1 (0.04)

Inter-rater reliability (weighted Cohen’s kappa) 0.734

Arrow-right Continued on page 61
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a total of 23 Clavien-Dindo grade 
≥II complications with initial onset 
overnight, a majority (15/23, 65%) 
were manifested only by clinical 
symptoms or laboratory abnor-
malities without associated vital 
sign derangements. Thus, routine 
overnight vital sign checks only 
rarely identified clinically signifi-
cant events and additionally failed 
to capture the majority of over-
night-onset complications.

Limitations
This was a retrospective analy-

sis with a subjective outcome and 
was thus subject to bias. The out-
come could potentially have been 
altered by selecting more or less 
stringent criteria for abnormal vi-
tal signs. We could not determine 
the safety of reducing frequency of 
overnight vital sign checks, which 
would have required a prospective 
trial. Our findings should not be in-

terpreted to justify discontinuing all 
overnight monitoring of postoper-
ative patients or of reduced inten-
sity of vital sign checks in unstable 
patients.

Interpretation for Patient 
Care

In carefully selected patients, a 
reduced intensity of overnight vi-
tal sign checks may be safe and, 

in combination with other target-
ed practice changes, may reduce 
patient sleep disturbance. Further 
research is warranted into ways to 
optimize patient sleep following 
elective surgery. STOP
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Can Urodynamics or Imaging Findings in Infants  
with Spina Bifida Predict Future Need for  
Bladder Augmentation? 
Lauren E. Corona, MD
Ann & Robert H. Lurie Children’s Hospital of  
Chicago and Northwestern University Feinberg 
School of Medicine, Illinois

Ted Lee, MD, MS
Boston Children’s Hospital, Massachusetts

Julian Wan, MD
University of Michigan, Ann Arbor

Courtney S. Streur, MD, MS
University of Michigan, Ann Arbor

As the life expectancy of individ-
uals with spina bifida (SB) has im-
proved, urological complications 
have emerged as a major cause 
of morbidity and mortality.1,2 Ear-
ly and lifelong urological care is 
necessary to optimize outcomes. 
Currently, it is unknown if any pa-
rameters measured during infancy 
are predictive of poor urological 
outcomes later in life.

In this context, we performed 
a retrospective review of patients 
with SB at our institution to de-
termine if abnormal finding on 
index cystometrogram (CMG) 
and voiding cystourethrogram 
(VCUG) during infancy predicted 
the need for augmentation cysto-
plasty for the indication of a per-
sistently elevated detrusor leak 
point pressure/end fill pressure 
(DLPP/EFP) ≥40 cmH2O later 
in life. A total of 97 patients with 
at least 8 continuous years of fol-
lowup (mean 16.7 years) between 
1984 and 2017 were included.3 
Infants with SB at our institution 

undergo CMG, VCUG and renal 
ultrasound (RUS) during infancy. 
Newborns are started on clean in-
termittent catheterization (CIC) 
with or without antimuscarinics 
at birth if in retention or at the 
time of first CMG demonstrating 
elevated bladder pressures or de-
trusor sphincter dyssynergia. RUS 
and CMG are repeated every 1 
to 2 years until puberty. Patients 
who continued to have high-risk 
bladders (defined as DLPP/EFP  
≥40 cmH2O) on repeat studies 
despite maximum medical thera-
py with CIC and antimuscarinics 
underwent augmentation. Patients 
who underwent augmentation for 
other indications were not includ-
ed in the augmentation group.

In all, 17/97 (17.5%) patients un-
derwent augmentation. On index 
studies, 33/97 (34%) had a DLPP/
EFP ≥40 cmH2O and 30/97 (31%) 
had VUR (50% grades 1–2, 50% 
grades 3–5). Of those with an ab-
normal index CMG, 10/33 (30%) 
ultimately underwent augmenta-
tion. Of those with VUR on in-
dex VCUG, 9/30 (30%) ultimately 
underwent augmentation. Of the 
17 patients who underwent aug-
mentation, 7/17 (41%) did not have 
DLPP/EFP ≥40 cmH2O on index 
CMG and 8/17 (47%) did not have 
VUR on index VCUG. Descrip-
tive statistics revealed that patients 
with high-risk bladder on index 
CMG or VUR during infancy were 

more likely to undergo augmen-
tation, which were subsequently 
found to be independent predic-
tors on binomial logistic regression 
(p=0.02, p=0.03, respectively; tables 
1 and 2). Other potential predictive 
factors analyzed were gender, lev-
el of lesion, hydronephrosis in in-
fancy, initiation of CIC in infancy, 
and initiation of antimuscarinics in 
infancy. These were not associated 
with future augmentation.

Despite the importance of pre-
serving renal function for improved 
morbidity and mortality in this 
population, there are limited data 
on early predictors of poor renal 
and urologic outcomes in the SB 
population. The ongoing Centers 
for Disease Control and Preven-
tion-funded UMPIRE study is pro-
spectively working to both system-
atically monitor renal outcomes 
and develop guidelines for the 
urological management of infants 
and children with SB.4  They have 
shown that baseline renal imaging 
is normal in the majority of SB 
patients (56% of infants had nor-
mal RUS and 85% had no VUR).5 
Our cohort similarly had low rates 
of hydronephrosis (79% with nor-
mal RUS) and of VUR (70% with 
normal VCUG) on initial imag-
ing. Importantly, they have clearly 
demonstrated the poor interrater 
reliability of interpreting urody-
namics.6 The majority of patients in 
our study were followed by a single 

urologist, minimizing this import-
ant limitation.

This study demonstrates that 
while initial unfavorable findings 
on index CMG and VCUG are 
associated with an increased likeli-
hood of future augmentation, they 
are not entirely predictive. Of those 
who underwent augmentation, 
12/17 had an unfavorable finding 
on index imaging, while 5/17 did 
not. Conversely, 46/58 (79%) pa-
tients with an initial unfavorable 
finding did not require augmen-
tation by last followup. Clearly, 
some high-risk bladders stay “bad,” 
some improve, and some low- and 
 intermediate-risk bladders “go 
bad.” The reason for this remains 
unclear, possibly related to progres-
sion or improvement of neurolog-
ic disease, urological insults such 
as urinary tract infections (UTIs), 
and medical and surgical manage-
ment. What medical and surgical 
intervention initiated at what point 
could improve outcomes for high-
risk bladders or prevent bladders 
from becoming high risk? Hopeful-
ly the long-term findings from the 
UMPIRE study will be able to ad-
dress these important questions.  

The value of surgery as an out-
come has been heavily debated in 
the pediatric urology community. 
Surgery cannot be strictly objec-
tified as the influences of health 
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 beliefs, family support and motiva-
tion, and surgeon attitudes all con-
tribute to such decisions and are dif-
ficult, if not impossible, to measure. 
In the urological literature, the use 
of pyeloplasty as an outcome for 

ureteropelvic junction obstruction 
is especially controversial as there is 
large variation in the indication for 
(eg for obstruction only vs obstruc-
tion with diminished function) and 
timing of intervention. Acknowl-

edging the limitation of using sur-
gery as an outcome in this study, in 
the absence of a better alternate out-
come, we have mitigated its impact. 
While bladder reconstruction rates 
vary across centers,7 our data repre-
sent a single institution with a stan-
dardized management protocol and 
largely a single surgeon experience. 
Additionally, we only included 
those patients who underwent aug-
mentation for a specific, (relatively) 
objective indication of DLPP/EFP 
≥40 cm H2O. Finally, while there is 
great merit to this academic debate, 
the “outcome” of greatest interest to 
the families we care for is whether 
the child will require a major, life-al-
tering surgery due to a high-risk 
bladder. Other alternatives such as 
chronic kidney disease would be a 
poor substitution due to limitations 
in estimating renal function in chil-
dren with SB.8 An increase in UTI is 
similarly problematic in this popu-
lation with only recent standardiza-
tion of its definition.6,9 

Our findings suggest that a high-
risk bladder on index CMG and/
or VUR in infancy are predictive 
of future augmentation in patients 
with SB. More importantly, we 
conclude that the majority of in-
fants with SB, even in the setting 
of a high-risk bladder and/or VUR 
in infancy, will safely avoid aug-
mentation with conservative man-
agement, stressing the importance 
of close monitoring and adherence 

to bladder management. The deci-
sion to proceed with augmentation 
should be viewed in the context of 
additional outcomes including in-
fection, renal disease and changes 
in bladder dynamics. Ongoing ef-
forts to study these predictors with 
rigorously designed standardized 
clinical pathways should be en-
couraged and supported.4 STOP
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Table 1. Patient characteristics

Variable
Conservative  
Management

Augmentation  
Cystoplasty p Value

Total No. pts 80 17

No. gender (%):

 Female 38 (47.5) 8 (47.1) 0.98

 Male 42 (52.5) 9 (52.9)

No. level of lesion (%):

 Thoracic 7 (8.8) 2 (11.8) 0.87

 Lumbar 42 (52.5) 10 (58.8)

 Lumbosacral 22 (27.5) 3 (17.6)

 Sacral 9 (11.2) 2 (11.8)

DLPP/EFP ≥40 cm H2O  
on index CMG, high-risk  
bladder (%)

23 (28.8) 10 (58.8) 0.02

No. hydronephrosis before  
1 year (%):*

17 (21.2) 3 (17.6) 0.74

 SFU grades 1–2  10 / 17 (58.8)  2 / 3 (66.7) 0.99

 SFU grades 3–4  7 / 17 (41.2)  1 / 3 (33.3)

No. presence of  
VUR before 1 year (%):†  

21 (26.3) 9 (52.9) 0.03

 Grades 1–2  10 / 21 (47.6)  5 / 9 (55.6) 0.69

 Grades 3–5  11 / 21 (52.4)  4 / 9 (44.4)

No. CIC (%):‡ 68 (85) 17 (100) 0.04

 Noncompliance  12 / 68 (17.6)  3 / 17 (17.6) 1.00

No. anticholinergics (%) 66 (82.5) 16 (94.1) 0.11

*Hydronephrosis SFU grades 1 or 2 versus grades 3 or 4 is not associated with augmentation 
cystoplasty.
†Low versus high grade of vesicoureteral reflux is not associated with augmentation cystoplasty.
‡All patients with elevated DLPP/EFP greater than 40 cm H2O or vesicoureteral reflux during 
infancy started on CIC. DLPP/EFP: Detrusor leak point pressure/end fill pressure; CMG:  
Cystometrogram; VUR: vesicoureteral reflux; CIC: clean intermittent catheterization.

PREDICTING NEED FOR BLADDER AUGMENTATION
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Table 2. Binomial logistic regression for predictors in infancy for future augmentation cystoplasty

Odds Ratio 95% CI p Value

High-risk bladder on index CMG 3.89 1.26–11.99 0.02

VUR 3.51 1.14–10.85 0.03

Adjuvant Radiation Therapy in the Modern Management 
of High-Risk Prostate Cancer: Too Much Too Soon?
Kathryn A. Marchetti, MD
University of Michigan, Ann Arbor

Colton H. Walker, MD
University of Michigan, Ann Arbor

Todd M. Morgan, MD
University of Michigan, Ann Arbor

The debate regarding the deci-
sion to treat men at high risk for 

local recurrence of prostate can-
cer following radical prostatecto-
my (ie men with positive surgical 
margins, extraprostatic extension 
[pT3a], and/or seminal vesicle in-
vasion [pT3b]) with immediate ad-
juvant radiation therapy or early 
salvage radiation therapy seems to 
be coming to a close. Three recent 

randomized control trials—RADI-
CALS-RT,1 RAVES2 and GETUG-
AFU 173—show that early salvage 
radiation therapy is not inferior to 
adjuvant radiation therapy in terms 
of 5-year biochemical progres-
sion-free survival. A meta-analysis 
of these 3 trials reports a 5-year 
event-free survival of 89% for ad-

juvant therapy and 88% for early 
salvage therapy.4 Yet, even before 
these data were published, adjuvant 
therapy was rarely utilized with 
many urologists opting to use ear-
ly prostate specific antigen (PSA) 
recurrence to selectively guide the 

Arrow-right Continued on page 63
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use of postoperative radiation in-
stead. Now that the desire to avoid 
overtreatment and reduce toxicity 
for postprostatectomy patients at 
high risk for local recurrence is sup-
ported by randomized control trial 
data, is it time to remove adjuvant 
radiation therapy from prostate 
cancer guidelines all together?5 

In short, not yet.
While the above trials do offer 

important data comparing out-
comes for adjuvant and early sal-
vage therapy, there are limitations 
that restrict their generalizability 
and may have biased the initial 
findings in favor of early salvage 
radiation therapy. First, patients in 
these studies tended to have disease 
that was more intermediate-risk, 
rather than high-risk, in nature. For 
example, of all the included study 
participants, only 8%–17% had 
Gleason ≥8 disease, and the max-
imum preoperative PSA was 11.6 
ng/ml.1–3 Additionally, only about 
a third of patients were categorized 
as CAPRA-S high-risk in RADI-
CALS-RT.1 With the patient cohort 
weighted toward the lower end of 
the risk spectrum, one would ex-
pect a decreased event rate and, 
as a result, an attenuated benefit of 
adjuvant radiation therapy.

Secondly, in the RADI-
CALS-RT1 and GETUG-AFU 173 
trials, participants received andro-
gen deprivation therapy shortly 
after randomization in the adju-
vant therapy arm, compared to 2–3 
years after randomization in the 
early salvage therapy arm at the 
time of salvage radiation therapy. 
Based on this timeline, participants 
who underwent early salvage thera-
py would be virtually guaranteed to 
not experience biochemical recur-
rence until their testosterone started 

to recover at a later timepoint, po-
tentially biasing the results toward 
early salvage radiation therapy.  

It is also important to recall that 
prior randomized control trials 
comparing adjuvant radiation ther-
apy to observation (and often late 
salvage radiation therapy) showed 
that adjuvant radiation therapy 
reduced the risk of biochemical 
recurrence by 50%,6–8 improved 
locoregional cancer control6,7 and 
contributed to an overall survival 
benefit.6 From the patient perspec-
tive, while the rates of late side-ef-
fects of adjuvant therapy were 
significantly higher than those of 
observation, there was no signifi-
cant difference in grade 3 or higher 
toxicity.7 Furthermore, patient-re-
ported global health-related quality 
of life following adjuvant therapy 
was actually improved compared 
to observation at 5 years,9 reflect-
ing the timing of recovery from the 
side effects of adjuvant therapy as 
well as the decreased likelihood of 
biochemical recurrence and need 
for additional treatment.  

While the latest randomized 
control trials suggest that observa-
tion with early salvage radiation 
therapy is an appropriate approach 
for many men at high risk of local 
recurrence following radical pros-
tatectomy,1–3 it is also important to 
acknowledge that, in practice, the 
utilization of early salvage radia-
tion therapy more closely resem-
bles late salvage radiation therapy 
or even observation.5,10 In a study 
of over 1,000 patients in Michigan 
with a detectable PSA following 
radical prostatectomy, only 29.5% 
underwent salvage radiation thera-
py.5 Critically, over 30% of patients 
reached a PSA of 0.5 ng/ml or 
greater without receiving salvage 

radiation therapy.
Two key conditions should be 

met before we move on entirely 
from adjuvant radiation therapy. 
First, hard oncologic end points, 
such as metastasis-free and dis-
ease-specific survival, need to be 
reported in the 3 recent trials to 
provide confidence that adjuvant 
radiation does not offer an onco-
logic benefit over early salvage ra-
diation. Second, practice patterns 
need to change such that early sal-
vage radiation therapy is utilized 
in at least the majority of men with 
biochemical recurrence following 
radical prostatectomy. 

In the meantime, adjuvant radi-
ation therapy for men who are at 
very high risk of recurrence should 
at a minimum be discussed and 
potentially be recommended. A 
60-year-old man with a PSA of 15 
ng/ml and Grade Group 4 pT3bN0 
prostate cancer with a positive mar-
gin has only a 12% recurrence-free 
probability at 5 years and a 6% 
recurrence-free probability at 10 
years.11 Extrapolating the latest 
data to recommend against adju-
vant radiation therapy in such a pa-
tient is likely an overreaction based 
on our current understanding of 
the disease. A patient who is nearly 
guaranteed to experience biochem-
ical recurrence in the short-term 
may be better served by moving 
forward with adjuvant therapy 
once he has fully recovered from 
surgery.  Ultimately, whether adju-
vant or early salvage, appropriate 
postoperative radiation therapy is 
utilized far too infrequently given 
how well tolerated these treatments 
are and the high-level evidence 
supporting their oncologic bene-
fit.12 Ensuring that we as urologists 
are working closely with radiation 

oncologists as part of a multidis-
ciplinary team is an integral com-
ponent of optimizing outcomes for 
men at the highest risk of dying 
from prostate cancer. STOP
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Real-World Management of Blunt Ureteral Trauma: 
What the Data Say
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Current Ureteral Injury 
Guidelines

There is a paucity in the litera-
ture on how ureteral injuries from 

blunt external trauma are managed 
in the community. The Europe-
an Association of Urology (EAU) 
annually updates their guidelines, 
and the AUA published Urotrauma 
guidelines in 2014 and amended 

them in 2020.1,2  Though these pro-
vide a framework for the practicing 
urologist, ureteral injury is still a 
very uncommon occurrence, and 

Arrow-right Continued on page 64
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much of the guidelines are formu-
lated on low-level evidence/expert 
opinions. Additionally, the guide-
lines largely derive their data from 
penetrating or iatrogenic injury. It 
is therefore unsurprising that when 
John Doe rolls into your emergen-
cy department at 2 a.m. there may 
be some anxiety and uncertainty in 
the management of blunt traumatic 
ureteral injuries.

Traditionally, blunt traumatic 
ureteral injuries are secondary to 
falls from height or rapid decelera-
tion, such as high-speed motor-ve-
hicle accidents.  Most often, these 
injuries occur secondary to back 
hyperextension at fixation points—
primarily at the ureteropelvic junc-
tion and less frequently, the uret-
erovesical junction.

Based on current guidelines in 
managing ureteral injuries, uret-
eral reconstruction (UR)/repair is 
recommended in stable patients 
with severe injuries—ureteral lac-
erations/avulsions. The exception 
being hemodynamic instability, 
where these injuries may be initial-
ly managed by minimally invasive 
methods (ureteral stent, ligation 
or percutaneous nephrostomy), 
in the context of damage control 
polytrauma management. Here, 
definitive UR is delayed until the 
patient is stabilized.  Low severity 
ureteral injuries can usually be suc-
cessfully managed by ureteral stent 
placement and/or percutaneous 
nephrostomy. This seems simple 
enough, but are seasoned practic-
ing urologists in the community 
following the guidelines, and does 
this matter?

What the Data Say
We recently evaluated this 

question by utilizing the Nation-
al Trauma Data Bank®.3 During 
a 9-year period from 2007–2016, 
we found 147 blunt traumatic ure-
teral injuries, by far the largest 
reported series in the literature. 
We defined low severity ureter-
al injuries as contusions, hema-
toma or a minor laceration with 
no perforation.  Severe ureteral 
injuries were massive lacerations, 
avulsions or ruptures, with tissue 
loss or transection. Of the 147 
blunt ureteral injuries, 67% were 

unstable and 35% had a high se-
verity ureteral injury. Urologists 
largely follow AUA/EAU ureter-
al guidelines and place a ureteral 
stent or nephrostomy tube when 
it comes to low-grade ureteral in-
juries for both stable and unstable 
patients. The data get interesting 
when it comes to high-grade ure-
teral injuries. Counterintuitively, 
high-grade injuries were mostly 
managed by minimally invasive 
approaches (like a nephrostomy 
tube) over a reconstructive proce-
dure—83% vs 26.7%. Laparotomy 
for associated injuries resulted in 
a higher frequency of UR vs lap-
arotomy for UR alone—27.3% vs 
16.4% (see figure). This practice 
pattern mirrors the approaches 
advocated by Arlen4 and Ghali5 
et al in prior published studies. 

In other words, when the abdo-
men is open, urologists are more 
likely to repair blunt ureteral inju-
ries surgically at the time of injury. 
For high-grade ureteral injuries  
(ie ureteropelvic junction avul-

sions) without laparotomy, urolo-
gists in practice favor nephrostomy 
as a method of damage control and 
delay definitive reconstruction to a 
later date.

Ureteral reconstruction, wheth-
er it be pyeloplasty, ureterouret-
erostomy, primary ureteral repair 
or ureteroneocystostomy, can be a 
technically challenging, invasive, 
time-consuming and a potentially 
morbid procedure. If UR is acute-
ly needed, the on-call urologist will 
not be comfortable with an open re-
pair. Thus, is it better to temporize 
and have a reconstructive trained 
urologist repair this injury in a de-
layed fashion? Trauma surgeon to 
urologist dynamics also may be at 
play here. Some institutions may 
not have easy access to a urologist to 
perform immediate UR. Also, trau-
ma surgeons may not be consulting 
urologists during the acute manage-
ment phase and only until well after 
patient stabilization or laparotomy. 
These factors may explain the high 
rate of conservative management. 

Future Directions
Blunt ureteral trauma is a rare 

event, and there is a paucity of lit-
erature regarding ureteral injuries 
and outcomes of staged vs immedi-
ate repairs. Does a damage control 
approach for high-grade ureteral 
injury offer a bridge to a staged and 
successful UR? Is the efficacy and 
durability of a repair at the time of 
injury worse than a staged repair? 
We conjecture yes, but future stud-
ies are urgently needed. STOP
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Figure. Contemporary management patterns of blunt ureteral injury. ISS, Injury Severity Score. SBP, systolic blood pressure.
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Study Need and 
Importance

The gold standard treatment of 
urethral stricture is urethroplas-
ty with 90% success, but the most 
common treatments by far are ure-
thral dilation and/or direct vision 
internal urethrotomy (DVIU). Di-
lation/DVIU is successful in <50%, 
especially in recurrent disease. 
This creates a need for a therapy 
that is less invasive than urethro-
plasty but more successful than di-
lation/DVIU. The Optilume® pa-

clitaxel-coated balloon combines 
urethral dilation with circumferen-
tial delivery of an antiproliferative 
agent that inhibits fibroblast growth 
and stricture recurrence. 

What We Found
We randomized 127 men to 

Optilume vs dilation/DVIU. At 6 
months, the rate of anatomical suc-
cess (defined by the ability to pass 
a flexible cystoscope) was 75% for 
Optilume and 27% for dilation/
DVIU. Several different 1-year out-
comes were also superior for Opti-
lume vs dilation/DVIU: freedom 
from repeat intervention was 83% 
vs 22% (see figure), urinary symp-
toms as measured by the Inter-
national Prostate Symptom Score 
were 9 vs 20 and maximum urinary 
flow rate was 16 vs 8 ml per second, 
respectively. Most side effects were 
similar across treatments except he-
maturia and dysuria, which were 
more common after Optilume (11% 

vs 2% for both events). 

Limitations
As this trial only compared Opti-

lume with dilation/DVIU, we don’t 
know how Optilume would com-
pare with urethroplasty. It is pos-
sible that the early positive results 
are impacted by surgeons opening 
the urethra to a larger size with 
Optilume; however, immediately 
post-treatment the luminal diame-
ter, measured by urethrogram, was 
the same (8 mm) in both groups. 

Interpretation for Patient 
Care

Early findings indicate that Op-
tilume offers superior outcomes to 
dilation/DVIU for men with recur-
rent bulbar urethral stricture. Men 
who have suffered stricture recur-
rence after dilation/DVIU may 
consider Optilume as an alterna-
tive to repeat dilation/DVIU. STOP

Figure. Kaplan-Meier curve of freedom from reintervention through 1 year.

https://doi.org/10.1097/JU.0000000000002346
https://doi.org/10.1097/JU.0000000000002346
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Botulinum Toxin Therapy for Erectile Dysfunction:  
Is There a Rationale?
Landon Trost, MD
Male Fertility and Peyronie’s Clinic, Orem, Utah 
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Since its first use as a treatment 
for strabismus in the early 1980s, 
the potential roles for botulinum 
toxin in clinical medicine have rap-
idly expanded. In addition to the 
well-known cosmetic applications, 
botulinum toxin has received U.S. 
Food and Drug Administration 
approval for 7 indications to date, 
and it is being investigated for doz-
ens of other conditions, with over 
10,000 scientific articles published 
within the past 10 years alone. It 
is, therefore, no surprise (particu-
larly to urologists) that someone, at 
some point, was going to inject it 
into their penis. The real question 
is, is there a potential rationale for 
its use to treat erectile dysfunction 
(ED), or, more importantly, is it 
safe to do so?  

Physiology of ED and the 
Role for Botulinum Toxin

Before discussing a potential 
mechanism for the use of botuli-
num toxin in men with ED, it is 
worthwhile to review its pharma-
cological profile in the context of 
erectile function physiology. Al-
though botulinum toxin likely ex-
hibits several physiological effects, 
its primary mechanism of action is 
to inhibit the presynaptic release 
of neurochemicals. In addition to 
the well-known suppression of ace-
tylcholine at the neuromuscular 
junction (which results in targeted 
muscle paralysis), it has also been 
shown to prevent the release of 
norepinephrine, substance P and 
others. Interestingly, and although 
the data remain premature, botuli-
num toxin does not appear to im-
pact nonadrenergic, noncholiner-
gic (NANC) nerve fibers.1

This latter point is particularly 
important, since the primary event 
leading to an erection is the release 
of nitric oxide from NANC nerve 

terminals. A cascade is then ini-
tiated whereby cyclic guanosine 
monophosphate (GMP) is gener-
ated, which then activates protein 
kinase G and ultimately reduces 
intracellular smooth muscle calci-
um. The loss of calcium relaxes the 
cavernosal and vascular smooth 
muscles and results in penile tu-
mescence. The erection is then 
maintained based on a balance of 
relaxing and contracting factors. 
Detumescence may then occur 
through several mechanisms, in-
cluding cyclic GMP deactivation 
by phosphodiesterase-5 (PDE5), 
direct contraction from norepi-
nephrine via alpha-1 receptors 
(such as following ejaculation) or 
other causes.

Botulinum toxin is therefore rel-
atively unique pharmacologically, 
given that it is able to inhibit nor-
epinephrine (contracting factor) 
without impacting NANC nerves 
(relaxing factor).1 Additionally, bot-
ulinum toxin has been shown to di-
rectly stimulate production of cyclic 
adenosine monophosphate, which 
plays a role similar to (albeit less-
er than) cyclic GMP in achieving/
maintaining tumescence.2 It may 
also impact other chemicals rele-
vant to erectile physiology, includ-
ing vasoactive intestinal peptide, 
neuropeptide Y and others. These 
findings are notable, in that botuli-
num toxin may potentially improve 
erectile function while maintaining 
the body’s ability to physiologically 
regulate erections. In this manner, 
the therapy would be more like 
PDE5 inhibitors and less like intra-
cavernosal injection therapies, and 
may therefore be a preferred and 
longer lasting treatment for many 
men.  But the key question remains: 
does it actually work? 

Are There Any Data?

One of the earliest published re-
ports on the intentional use of botu-
linum toxin to treat erectile pathol-

ogy was published in 2018.3 In this 
case report of a single patient with 
refractory, recurrent ischemic pri-
apism, intracavernosal botulinum 
toxin resulted in complete resolu-
tion of symptoms for a period of 
at least 6 months (until the time 
of publication). In addition to the 
surprising and counterintuitive effi-
cacy reported, this case is notable 
in that it suggests that the effects of 
botulinum toxin in the penis are 
likely complex and that it may in-
deed have a potential role in regu-
lating penile physiology. 

Three subsequent publications, 
including a randomized, place-
bo-controlled trial, evaluated the 
safety and efficacy of botulinum 
toxin in men with ED refractory to 
PDE5 inhibitors and/or intracav-
ernosal injections with TriMix.4–6 
The studies reported on a combined 
346 men, who received doses rang-
ing from 50–500 units of botulinum 
toxin. Results demonstrated clinical-
ly significant improvements in erec-
tile function out to 3 months, with 
higher dosages leading to persistent 
benefits to at least 6 months. In gen-
eral, approximately 50% of men re-
sponded to therapy, which is nota-
ble given the refractory nature of the 
cohorts. Most importantly, no signif-
icant adverse effects were reported. 

Word of Caution and 
Take-Home Message

Although the recent data on 
the use of botulinum toxin in men 

with ED are encouraging, more 
research is needed prior to its rou-
tine implementation. It is notable 
that all 4 manuscripts described 
above included men with essen-
tially end-stage penile conditions. 
Although no significant adverse 
effects occurred, it is unclear if 
similar safety profiles would be ob-
served in younger and less refrac-
tory cohorts. More to the point, 
given the long duration of action 
of botulinum toxin, if unopposed 
relaxation of the penis developed, 
this could hypothetically lead to 
a prolonged high-flow priapism 
or, worse yet, ischemic priapism. 
However, despite these cautions, 
the potential for a new class of 
therapy to treat ED (and possibly 
priapism) is exciting and, at a min-
imum, will lead to an improved 
understanding of erectile function 
physiology. And it is very like-
ly that within the next 2–3 years, 
sufficient data will be available to 
either support or refute the prior 
findings. At that point, the only is-
sue will be whether there will be 
any advertising space left between 
the bathtubs, bent vegetables and 
latest Men’s Health clinic spots! STOP
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ulinum toxin on nonadrenergic, noncholinergic 
inhibitory responses of the guinea pig fundus in 
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2. Lin CS, Lin G and Lue TF: Cyclic nucleotide sig-
naling in cavernous smooth muscle. J Sex Med 
2005; 2: 478.

3. Reichel G and Stenner A: [Prophylaxis of re-
curring low-flow priapism : Experimental bot-
ulinum neurotoxin injection into the ischiocav-
ernosus muscle]. Urologe A 2018; 57: 40.

4. Giuliano F, Joussain C and Denys P: Safety and 
efficacy of intracavernosal injections of abobot-
ulinumtoxinA (Dysport®) as add on therapy to 
phosphosdiesterase type 5 inhibitors or prosta-
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Toxins (Basel) 2019; 11: 283.
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2021; 9: 1166.
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injections for erectile dysfunction. J Sex Med 
2022; 19: 83.

“ It is, therefore, 
no surprise 
(particularly to 
urologists) that 
someone, at some 
point, was going to 
inject it into their 
penis.”
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“ Several studies 
have suggested 
that TTh may 
decrease the risk 
of developing 
aggressive 
prostate cancer 
or developing 
a biochemical 
recurrence 
after radical 
prostatectomy.”

“ The 2018 AUA 
Testosterone 
Guidelines are still 
cautious in using 
TTh in men with a 
history of prostate 
cancer.”

Testosterone Therapy for Patients with a History of 
Prostate Cancer
Mohit Khera, MD, MBA, MPH
Baylor College of Medicine, Houston, Texas

Over the past 20 years, we 
have seen a paradigm shift in our 
understanding and belief of how 
testosterone therapy (TTh) affects 
prostate cancer. While 20 years 
ago many urologists and clinicians 
believed that testosterone may in-
crease the risk of prostate cancer 
recurrence and progression, today 
we are seeing studies demonstrat-
ing the potential preventive and 
therapeutic effects of TTh against 
prostate cancer. 

Several studies have suggested 
that TTh may decrease the risk 
of developing aggressive pros-
tate cancer or developing a bio-
chemical recurrence after radical 
prostatectomy. A recent study 
by Ahlering et al evaluated 850 
men following robotic assist-
ed laparoscopic prostatectomy.1 
In this study, 152 hypogonadal 
men with low-risk prostate can-
cer were started on TTh. Prostate 
cancer recurred in approximate-
ly 7.2% of patients treated with 
TTh vs 12.6% of the patients who 
did not receive TTh. Patients on 
TTh were almost 54% less likely 
to have a prostate cancer recur-
rence. In men expected to have 
a prostate specific antigen (PSA) 
recurrence, TTh delayed time to 
recurrence by an average of 1.5 
years. Another study by Loeb et al 
assessed 284 prostate cancer pa-

tients and 1,378 case controls who 
all filled testosterone prescriptions 
in the National Prostate Cancer 
Register of Sweden.2 They found 
no association between TTh and 
overall prostate cancer risk (OR 
1.03, 95% CI 0.90–1.17). In fact, 
patients who received TTh had a 
lower risk of developing aggres-
sive prostate cancer (OR 0.50, 
95% CI 0.37–0.67). The authors 
concluded that the decreased risk 
of aggressive prostate cancer with 
TTh was a novel finding that war-
rants further investigation. 

Some of the most fascinating 
studies in this field over the past 
5 years involve the use of bipolar 
androgen therapy (BAT) to treat 
castrate-resistant prostate cancer 
(CRPC). BAT involves rapid cy-
cling between supraphysiolog-
ic serum testosterone levels and 
near-castrate serum testosterone 
levels. Patients are generally given 
400 mg of intramuscular testoster-
one every month in addition to an-
ti-androgen therapy. Supraphysio-
logic testosterone has been shown 
to promote CRPC cell death. In 
a study by Schweizer et al, 14 pa-
tients with CRPC were given 400 
mg of testosterone cypionate every 
month for 3 months in conjunc-
tion with androgen deprivation 
therapy.3 BAT was well tolerated 
and resulted in high rates of PSA 
(7 of 14 evaluable patients) and 
radiographic (5 of 10 evaluable 
patients) responses. In fact, 10 out 
of 10 patients demonstrated PSA 
reduction after receiving androgen 
ablative therapies after BAT. In a 
more recent study, Denmeade et 
al conducted a randomized trial 
comparing BAT (94) vs enzalut-
amide (101) in asymptomatic men 
with castration-resistant metastat-
ic prostate cancer.4  The primary 
end point was clinical or radio-
graphic progression-free survival 
(PFS). Crossover was permitted 
upon progression of disease.  PFS 
was 5.7 months for both arms (HR 
1.14, 95% CI 0.83–1.55; p=0.42). 
A 50% decline in PSA was pres-
ent in 28.2% of BAT patients vs 
25.3% of enzalutamide patients. 
BAT demonstrated similar time to 

progression and PSA response to 
enzalutamide following treatment 
with abiraterone. Finally, patients 
receiving BAT reported significant-
ly greater improvements in fatigue 
and sexual function. 

Over the past 10 years, there 
have been very few studies assess-
ing the use of TTh in men on ac-
tive surveillance (AS). Currently, 
there are 5 case reports or series 
and 1 case-controlled study assess-
ing AS and the use of TTh.5 In the 
case-controlled study by Kacker et 
al, biopsy progression rates were 
similar for men receiving TTh and 
for controls.6 In addition, biop-
sy progression in men on AS ap-
peared unaffected by TTh over 3 
years. While there are still limited 
safety and efficacy data on TTh in 
men on AS, many urologists are 
still prescribing TTh to these men. 
A 2016 survey given to urologists 
found that 63% of the respondents 
believed that it was safe to give 
TTh to men on AS.7 

The 2018 AUA Testosterone 
Guidelines are still cautious in us-
ing TTh in men with a history of 
prostate cancer.8 While the guide-
lines state that clinicians should 
inform patients of the absence of 
evidence linking testosterone ther-
apy to the development of pros-
tate cancer (Strong Recommen-
dation; Grade B), the guidelines 
go on to state that patients with 
testosterone deficiency and a his-
tory of prostate cancer should be 
informed that there is inadequate 
evidence to quantify the risk-ben-
efit ratio of testosterone therapy 
(Expert Opinion). It is important 
to recognize that there are current-
ly no large published randomized 
placebo controlled trials assessing 

the use of TTh in men with a his-
tory of prostate cancer. However, 
the results of the TRAVERSE 
Trial, which are expected to be re-
leased this year, may offer further 
insight into the true relationship 
between TTh and prostate can-
cer.9  This is a 5-year randomized 
placebo controlled trial of roughly 
6,000 hypogonadal men receiving 
testosterone gel or placebo. While 
the primary end point is cardio-
vascular safety, a secondary end 
point is prostate safety defined as 
the incidence of adjudicated high-
grade prostate cancer. 

In conclusion, there is current-
ly no evidence that TTh promotes 
the initiation of prostate cancer in 
hypogonadal men. Early data have 
not demonstrated any increased 
risk of prostate cancer progression 
in men on active surveillance, al-
though these data are very limited. 
Finally, there may be a therapeu-
tic and/or protective role of TTh 
against prostate cancer. STOP
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Percutaneous nephrolithotomy  
(PCNL) has been performed for 
decades and has gone through 
many changes and refinements, 
and there are concerns regarding 
its long learning curve and the 
potential risk of severe complica-
tions.1 Traditionally, surgical out-
comes after kidney stone surgery 
have been focused on “stone-free” 
status as a way to define success. 
However, absolute stone-free sta-
tus is difficult to achieve despite 
our best efforts. For the treatment 
of large and complex stones there 
are relevant techniques able to im-
prove the outcomes.

Evolution in the endoscopic in-
strumentation and in the surgical 
skills improved the success rates 
and the perioperative morbidity. 
The first combined renal surgery 
description, by Lehman and Bag-
ley, was in 1988 and performed in 
prone position (fig. 1).2 More re-
cently in 2008, Scoffone et al creat-
ed the term endoscopic combined 
intrarenal surgery (ECIRS) for the 
approach in Galdakao-modified 
supine Valdivia position, gaining 
enthusiasts worldwide with the 
benefit of performing the proce-
dure without changing the patient 
positioning (fig. 2).3 In fact, the en-
doscopic combined technique is a 
way to approach simultaneously 
the largest number of renal calyx-
es anterogradely and retrograde-
ly that allows optimization of the 
PCNL efficacy and safety.4

As in traditional PCNL, posi-
tioning is always a debate. The 
prone position is traditionally used, 
and variations of the supine tech-

nique have been proposed and 
assessed over time. The major 
advantages of supine PCNL com-
pared with standard prone PCNL 
are the optimal cardiovascular an-
esthetic management and shorter 
operation time due to reposition-
ing. Some cited advantages in the 
prone position are a larger surface 
area for the access, a wider space 
for manipulating the nephroscope 
and the opportunity for bilateral si-
multaneous PCNL.5 

Recently, we performed a ran-
domized prospective trial com-
paring position in the treatment of 
complex stones and concluded, as 
in previous systematic reviews and 
studies with noncomplex cases, that 
positioning during PCNL for com-
plex kidney stones did not affect the 
success rates. Consequently, both 
positions may be suitable. Howev-
er, we could observe that the supine 
group had a significantly lower rate 
of major complications (Clavien 
score >2),6 which was also reported 
on the meta-analysis, especially re-
garding infectious complications.7 
Our hypothesis is that the intrare-
nal pressure during surgery is high-
er in prone than in supine, which 
would cause a pyelovenous reflux 
leading to higher risk of fever and 
sepsis. We have tested this hypoth-
esis in a randomized study not yet 
published and could verify that the 
mean intrarenal pressure is signifi-
cantly higher in prone than in su-
pine during PCNL for simple cases.

The criticism of combined sur-
gery in prone position is the diffi-
culty and time in positioning the 
patient, but these statements proba-
bly rely on the repositioning of the 
patient in traditional prone position 
and the ureteral access, which could 
be optimized in the prone split-leg 
position.8,9 There are rarely issues 
regarding repositioning, such as 
tracheal tube dislodgment or clin-
ical instability, showing that both 
positions are safe options when 
done properly. Another point is 
the unusual position of the flexible 
ureteroscope during the retrograde 
nephroscopy, easily correctable 

with surgeon’s experience.
High-quality prospective studies 

comparing ECIRS to traditional 
PCNL are lacking. Observation-
al studies show its real benefits, 
such as the puncture and dilation 
visualization, lower bleeding and 
transfusion rates, lower number of 
percutaneous accesses, simultane-
ous treatment of ureteral and renal 
stones, and better access to all the 
collecting system retrogradely (fig. 3).4 
The major limitations could be the 
higher costs, but the opportunity of 

treating complex cases and render-
ing the patient stone-free in a single 
session is very attractive.

However, there are no random-
ized studies comparing prone vs 
supine ECIRS. During ECIRS, 
the kidney is usually drained by 
a ureteral access sheath. We be-
lieve that intrarenal pressure may 
remain low in prone as in supine, 
eventually reducing infectious 
complications. Prospective stud-

Figure 1. Reverse lithotomy position (original picture). Patient placed in prone position with adequate 
padding, both legs supported, with access available both to urethra and nephrostomy site.2

Figure 2. ECIRS performed in supine position.

Arrow-right Continued on page 69
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ies with a  significant number of 
patients may reach definitive con-
clusions about the ECIRS safe-
ty profile. For the moment, both 
positions seem equally effective 
and suitable for the combined ap-
proach, not impacting success. All 
surgeons should be trained in both 
techniques and choose which is op-
timal for their patients. But there is 
a tendency that when a determined 
group performs PCNL in both po-
sitions, after some time most sur-
geries will be performed in supine, 
showing that—if the results are the 
same—surgeons tend to do what is 
easier and faster.10 STOP
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Figure 3. Intraoperative retrograde view in a combined approach.
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Study Need and 
Importance

 The treatment paradigm for 
patients with metastatic prostate 
cancer is evolving, with level 1 ev-
idence supporting radiation ther-
apy to the prostate and multiple 
ongoing trials (SIMCAP, SWOG 
1082 and others) investigating the 
role of radical prostatectomy. Pri-
or to the availability of evidence, 
these locoregional treatments to 
the prostate in the metastatic pa-
tient have enjoyed widespread 
use, and there is a need to con-
textualize both  patient and facil-
ity level factors associated with 
treatment.

What We Found
We identified 35,933 patients in 

the National Cancer Database with 
metastatic prostate cancer who un-
derwent locoregional therapy to the 
prostate with either radiotherapy 
or radical prostatectomy. We found 
that the majority of locoregion-
al treatments were delivered by a 
small group of facilities nationwide 
and were associated with patient 
clinical and demographic factors. 
Facilities that made greater use of 
locoregional therapy were large- 
volume community centers and 
varied by facility geographic region. 

Limitations
The study is limited by its ob-

servational design. Importantly, 
we were not able to identify the 
number of metastases at diagno-
sis for each patient, shown to be 
important in the STAMPEDE and 
HORRAD trials, although ongo-
ing trials in radical prostatectomy 

consider a range of metastases at 
diagnosis. Furthermore, we were 
not able to account for practi-
tioner-level practices, which may 
influence treatment choice.

Interpretation for Patient 
Care

As evidence for the role of rad-
ical prostatectomy in the treat-
ment of metastatic prostate cancer 
accumulates, drivers of treatment 
decisions in the period before evi-
dence availability can contextual-
ize expected increases in therapy 
utilization. As local treatment is 
likely to increase among patients 
with M1 prostate cancer, further 
study can help clarify how in-
grained patterns of care at the fa-
cility-level influence the treatment 
decisions. STOP

IS THERE AN IDEAL POSITION FOR PERCUTANEOUS NEPHROLITHOTOMY
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Consumers and customers usu-
ally seek to get the highest value 
possible when purchasing any type 
of goods or service. This is partic-
ularly true in the setting of health 
care, where resources have become 
more limited with time. Value for 
consumer goods or services is gen-
erally defined as quality over cost. 
Effectively, there are only 2 ways 
to maximize value—one can either 
increase the quality of the goods or 
service provided or one can reduce 
their cost. Porter defines value in 
health care as positive patient out-
comes achieved per dollar spent.1 
To improve value in health care, 
therefore, one can either maximize 
positive patient outcomes or re-
duce dollars spent. These are really 
the only 2 avenues at our disposal 
to improve value.

Maximizing positive patient 
outcomes is the goal of most qual-
ity improvement (QI) projects and 
initiatives. The Michigan Urologi-
cal Surgery Improvement Collab-
orative (MUSIC) is an example of 
a successful quality collaborative 
that has positively affected patient 
outcomes and improved the qual-
ity of care.2 Established in 2012, 
MUSIC is a physician-led quality 
improvement collaborative that in-
cludes most of urology practices in 
the State of Michigan. MUSIC is 
supported by Blue Cross and Blue 

Shield of Michigan, which is the 
dominant payer in the state. This 
partnership between the insurance 
carrier and the clinicians is unique 
and is integral to the success of the 
program. MUSIC has spearhead-
ed QI projects that have reduced 
the rates of hospital admission due 
to infection after prostate biopsy3 
and ureteroscopy.4 MUSIC is a 
shining example of how urologists 
can work together to improve the 
quality of care.

Quality collaboratives repre-
sent a “bottom up” approach to 
QI. There have been several “top 
down” initiatives that have been 
put in place, although it is not en-
tirely clear if these programs truly 
improved patient outcomes. The 
best current example is the Merit- 
based Incentive Payment System, 
which is part of Medicare’s Quality 
Payment Program.5 To incentivize 
clinicians to improve the quality of 
their care, Medicare offers financial 
rewards (or penalties) to clinicians 
if they report on and meet various 
quality measures. These measures 
are rarely urology specific and of-
ten focus on the processes of health 
care delivery as opposed to patient 
outcomes. To this end, it’s not cer-
tain that the Merit-based Incentive 
Payment System truly improves 
value in health care, as defined 
above. 

Because “real” QI is challeng-
ing, efforts to improve value have 
focused on the denominator of 
the value equation: cost reduction. 
Payers have accomplished this 
through a variety of methods. One 
approach has been to simply re-
duce reimbursement for common 
procedures or office visits. Every 
year, Medicare issues its final rule, 
which sets the conversion factor 
and incorporates any planned pay-
ment cuts into the fee schedule. 
Private payers then usually follow 
Medicare’s lead. While effective in 
reducing costs and increasing val-
ue, this approach is demoralizing 
for providers and at some point 
may result in providers opting out 
of Medicare or leaving medicine 
entirely.

A more nuanced approach to 
cost reduction involves a move 

away from fee-for-service reim-
bursement to “value-based pur-
chasing.” Studies have shown that 
fee-for-service reimbursement in-
centivizes physicians to increase 
utilization. O’Neal and colleagues 
explored the use of in-office blad-
der biopsy in response to a change 
in Medicare reimbursement policy 
designed to move these procedures 
out of the hospital into the office.6 
Using data from the 5% Medicare 
sample, they showed that in-of-
fice bladder biopsy increased by 
644% after Medicare increased 
reimbursement for performing 
this procedure in this setting. The 
authors basically found no con-
comitant change in facility-based 
bladder biopsies, implying that the 
changes in reimbursement had in-
advertently resulted in lower-value 
health care, as urologists were ef-
fectively incentivized to do more 
procedures. Examples like this one 
have led policy makers to explore 
different models of reimbursement 
that are not founded on the fee-for-
service model.

Accountable care organizations 
(ACOs) have been proposed as 
one way to improve value in health 
care. These entities consist of pro-
viders (hospitals, physicians, health 
care networks etc) who are held 
jointly accountable for providing 
high-quality health care to a de-
fined population of patients while 
controlling or reducing spending 
growth. Implied in this is the as-
sumption that the ACO would 
be large and financially solvent 
enough to assume the responsibil-
ity for all direct health care costs 
for the patient population while 
being held accountable for provid-
ing high-quality care. The finan-

cial risk is effectively transferred 
to the ACO, removing the per-
verse incentives of fee-for-service 
reimbursement. ACOs have been 
piloted by Medicare with varying 
degrees of success. 

Another proposed mecha-
nism to control costs that may be 
more relevant to urology is bun-
dled payment packages. Bundled 
payments capitate care based on 
disease episodes or time cycles. 
For example, a bundled payment 
package in obstetrics would in-
clude a single payment for all 
services around a normal-risk de-
livery, from the time of admission 
to the hospital through some pe-
riod after. Any complications that 
might occur during the delivery, 
however, would be included in 
this single payment. This again 
transfers the financial risk to the 
provider, incentivizing the pro-
vider to provide cost-effective, 
high-quality care. This has been 
piloted by Medicare and currently 
offered by some health care pro-
vider entities to attract patients (or 
their health plans).

In conclusion, there will be 
continued and increased focus 
on getting better value in health 
care by either improving quality 
or reducing cost. As a specialty, 
it is in our best interest to take 
the lead in improving the value 
of our care. If we don’t do it our-
selves through improving qual-
ity while controlling costs, the 
government and the payers will 
do it for us by simply reducing 
reimbursement. STOP
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“ To improve value 
in health care, 
therefore, one can 
either maximize 
positive patient 
outcomes or 
reduce dollars 
spent. These are 
really the only 
2 avenues at 
our disposal to 
improve value.”

“ Because “real” 
QI is challenging, 
efforts to improve 
value have 
focused on the 
denominator of 
the value equation: 
cost reduction.”
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The Complicated Cost of Prostate Biopsies
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Over 1 million prostate biopsies 
are performed in the U.S. annually, 
making it one of the most common 
urological procedures. It is estimat-
ed that we spend $2.5 billion on 
prostate biopsies annually, making 
it a major contributor to the nation-
al health care cost burden.1,2 Urolo-
gists should focus on the strategies 
that augment patient diagnosis 
while keeping cost containment 
in view. There has been an evolu-
tion of different biopsy approaches 
available today that offer an oppor-
tunity for the urology community 
to incorporate cost-mindfulness 
into daily practice while maintain-
ing quality care. While cost can be 
a challenging metric to ascertain 
with intense geographical variabil-
ity, we outline below some estab-
lished considerations. 

After the decision to biopsy, the 
patient and urologist must make 
a decision regarding approach 
and targeting (fig. 1), yielding 
several possible biopsy options, 
each with different cost structures  
(fig. 2).3,4

The traditional 12-core trans-
rectal ultrasound-guided prostate 
biopsy (TR-bx) has been standard 
of care for over 40 years and re-
mains the most popular approach. 
More recently, the transperineal 
approach to prostate biopsy (TP-
bx) has gained traction owing to its 
decreased risk of infectious com-
plications, increased accuracy and 
ability to sample the apex of the 
prostate.

Recent studies underscoring the 
role of magnetic resonance imag-
ing (MRI) and ability to reduce 
low-risk prostate cancer diagnosis 
have helped usher in the “targeted 
biopsy era.”5 While deploying pre-
biopsy prostate MRI is becoming 
increasingly popular and is now 
the gold standard in some coun-
tries, many maintain this strategy is 
cost prohibitive. 

Leung et al approached the issue 
of biopsy cost by examining com-
mercial claims data and extracted 
individual costs including imaging, 
pathology and anesthesia. They 
found MRI-targeted biopsy was 
the most expensive modality com-
pared to TR-bx or TP-bx ($4,396 
vs $1,869 vs $2,849) largely due to 
cost of imaging, which contributed 
an average cost of $1,704.3 These 
cost trends have been corroborated 
by other groups, as well.4

TP-bx Methods
Traditional template TP-bx us-

ing a grid historically necessitates 
general anesthetic. However, evo-
lution of a freehand TP-bx tech-
nique has gained popularity and 
has been shown to be well tolerat-
ed in the office. Thus, many have 
transitioned to TP-bx in office, of-
fering an obvious opportunity for 
cost savings with some showing 
ability to decrease cost nearly 40% 
by eliminating most anesthesia and 
facility fees.4 If freehand TP-bx is 
performed in the office, the cost be-
comes nearly identical to standard 
TR-bx, except for the addition of 
a transperineal biopsy access unit. 
Certain centers avoid commercially 
available transperineal biopsy ac-

cess units and instead utilize a 14 g 
angiocatheter for transperineal ac-
cess, thereby producing additional 
cost savings, but at the potential 
impairment of precise needle local-
ization during the procedure.

Capital Cost 
Considerations

Upfront cost of implementing a 
new biopsy technique is not insig-
nificant. Relative to TR-bx, TP-bx 
requires education, a unique biop-
sy apparatus and may involve use 
of a different ultrasound probe or 
machine, and frequently requires 
new patient beds for the male in 
lithotomy position. A transition 
to MRI targeted biopsy requires 
the purchase of commercial hard-
ware and software (typically in the 
$200,000 range) as well as a ser-

vice agreement (typically $130,000 
over several years) that can total 
more than $300,000 of capital 
spending (estimates of InVivo™ 
pricing, 2020). In addition to an 
MRI facility, a radiologist facile 
in prostate MRI interpretation is 
a requirement. Implementation of 
these modalities involves a learn-
ing curve for the urologist, as well 
as training for staff which adds a 
less tangible cost.

Downstream Cost 
Savings

Both TR-bx and TP-bx ap-
proaches are associated with unique 
downstream costs, primarily hospi-
talizations for biopsy-related com-
plications and misdiagnosis at time 
of biopsy. Transperineal approach 
avoids introduction of the rectal 
flora into the prostate and lowers 
infectious complications consid-
erably. Unfortunately, infectious 
complications after TR-bx can be 
as high as 7%, and rates of sepsis 
nearing 3% have been reported,6 
whereas a recent meta-analysis re-
vealed an infectious complication 
rate after TP-bx around 0.1%, re-
gardless of prophylactic antibiotic.7 
Cost of admissions for sepsis after 
prostate biopsy is significant and 
has been estimated to total $8,672 
to $19,100 per episode.8 Finally, 

Figure 2. Estimated median total cost of prostate biopsy by setting, MRI and approach using cost 
data from Leung et al (commercial claims data),3 Altok et al (academic, single institutional data)4 and 
cost of PrecisionPoint™ Transperineal Access System for TP-bx (estimated $200). Median total costs 
do not factor any capital or downstream cost. OR, operating room.

Figure 1. Decision tree diagraming available options for prostate biopsy. OR, operating room. Arrow-right Continued on page 72
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comparison of the cost to care for 
complications after TR-bx vs TP-bx 
showed over a fourfold increase in 
cost of admissions related to TR-bx 
complications relative to TP-bx.9 

Traditional practice of random 
biopsy for suspicion of prostate 
cancer often leads to unneces-
sary biopsy, as well as over-diag-
nosis of low-risk prostate cancer, 
both major sources of additional 
downstream cost. Addition of 
prostate MRI to the diagnosis 
algorithm has been suggested to 
improve accuracy. A randomized 
study evaluating MRI-targeted 
or standard biopsy showed that 
prostate MRI decreased negative 
biopsy (21% vs 40%), increased 
detection of clinically significant 
prostate cancer (38% vs 26%) and 
helped to avoid 28% of biopsies 
with negative MRI.5 In anoth-

er study using cost modeling to 
investigate cost-effectiveness of 
prostate MRI, it was shown that 
use of prostate MRI after elevat-
ed prostate specific antigen was 
more cost effective than standard 
biopsy alone and helped omit 
15% of unnecessary biopsies.10 

On a policy level, reimburse-
ment for prostate biopsy in the U.S. 
is the same regardless of approach. 
However, in countries such as Aus-
tralia, urologists are financially in-
centivized to perform the transper-
ineal approach as it pays 2.4× more 
than the transrectal approach. If 
this policy were implemented in 
other countries, it would present 
an opportunity cost for urologists 
performing TR-bx and incentivize 
physicians to learn TP-bx.

Achieving a cost-effective pros-
tate biopsy approach provides an 

opportunity to mitigate waste, de-
crease the financial burden placed 
on our patients and provide a 
high-quality diagnosis. While es-
tablishing a new biopsy modality 
can have expensive capital cost, it 
should be factored against down-
stream savings unique to each 
modality. An increasing body of 
evidence indicates that advances 
in technique and targeting have 
moved the needle, inching us clos-
er to the intersection between cost 
and quality. STOP
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Introduction
The 2011 Institute of Medicine 

Report “Crossing the Quality 
Chasm” placed patient-centered 
care at the forefront of medical 
reform, specifically focusing on 
ensuring that patient values and 
preferences guide clinical deci-
sion making.1 Goal-concordant 
patient-centered decision making 
requires knowing and understand-
ing the best available evidence 
around risks and benefits across all 
available treatment options, while 
ensuring patients’ values and pref-
erences are taken into account.2–5  
For those seeking surgical consul-
tation, providers must explain sur-
gical options, review the common 
risks and benefits, and weigh pa-
tient comorbidities and priorities 
in order to help guide patients 
to the best treatment option for 

them. This can be an overwhelm-
ing process, and often physicians 
(and sometimes patients them-
selves) do not actually know what 
the patients’ goals and values are, 
thus making it difficult to incorpo-
rate this into the decision-making 
process. Patient values and prefer-
ences can be determined through 
a better understanding of the pref-
erences of the patient population 
as a whole, as well as on an indi-
vidual patient level.

Applying a Conjoint 
Analysis Approach

Conjoint analysis utilizing dis-
crete choice experiments (DCEs) 
can be a useful method to evaluate 
patient preference in health care 
decision making. This method uti-
lizes patient choices to systemat-
ically elicit risk-benefit trade-offs 
and quantify the relative preferenc-
es and risk acceptance for attributes 
of medical interventions. DCEs 
have a long-standing track record 
of use by industry to facilitate pri-
ority setting and in market research 

to determine preferences, and are 
emerging as a novel tool for use in 
health care research to determine 
treatment preferences, including 
surgical treatments.6–9 Conduct-
ing a DCE for treatment decisions 
first requires defining the treatment 
attributes of interest. Ideally, this 
work is done from the ground up, 
finding out what patients them-
selves think rather than merely re-
lying on what physicians believe is 
important to the decision-making 
process. Next, these attributes are 
used to populate paired hypothet-
ical scenarios, where individuals 
must choose their preferred treat-
ment between 2 choices where the 
attribute levels are varied. Conjoint 
analysis can then determine the 
ranked importance and utility of 
the treatment attributes among the 
population, how preferences are 
associated with various treatment 
attributes and what patient charac-
teristics are associated with these 
preferences. This analysis can pro-
vide robust information about pref-
erences that can inform treatment 
counseling.

Employing Conjoint 
Analysis: An Example in 
Urethral Stricture Surgery

Conjoint analysis with DCEs 
has been used to improve under-
standing of what patients value 
when making surgical treatment 
decisions for urethral stricture sur-
gery.10 Patient-derived treatment 
attributes including success rate, 
recovery time and need for addi-
tional procedures were integrated 
into paired treatment scenarios. 
Participants were presented with a 
series of paired treatment scenarios 
from which they needed to choose 
their preferred treatment (see fig-
ure). Conjoint analysis of the DCEs 
determined that success rate was by 
far the most important attribute to 
participants, as well as strong pref-
erences against longer catheter du-
ration.7 Attributes such as recovery 
time and procedure type actually 
played a small role in participants’ 
treatment decisions. In addition, 

Arrow-right Continued on page 73
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subgroup analysis showed that old-
er participants preferred a higher 
success rate with fewer procedures 
even in the face of a more invasive 
surgery, whereas younger partici-
pants preferred a less invasive ap-
proach and were willing to accept 
a higher number of future proce-
dures if needed. These data help 
to inform counseling and provide 
data toward changing practice pat-
terns. In this example, knowing the 
preferences of older men can help 
anchor treatment counseling in 
patient preferences instead of pro-
vider biases, perhaps moving away 
from repeated urethral dilation or 
endoscopic incision.

Conjoint Analysis as a 
Decision Tool

In addition to understanding 
patient preferences of a treat-

ment population, these DCEs can 
also be used to effectively help 
patients define their own values 
related to treatment decisions. 
Research has shown that the pro-
cess of preference assessment via 
hypothetical case-based scenarios 

used in DCEs helps individuals 
understand their own values and 
preferences related to treatment 
decisions.10 In a study of men who 
completed a series of case-based 
scenarios regarding urethral stric-
ture treatment, 70% of partici-
pants felt the exercise was helpful 
in deciding what was important in 
making treatment decisions, and 
82% felt it helped them to express 
their priorities and treatment 
preferences. These data provide 
support for utilizing hypothetical 
case-based scenarios as the basis 
of determining individuals’ own 
values and preferences related to 
surgical treatment. For example, 
some patients may put more val-
ue on success rate, while others 
may value risk of complication 
more strongly. A DCE-based tool 
can help to highlight the key at-
tributes that patients value and 

guide them toward the treatment 
choice that best fits their needs 
and preferences.  

Conclusions
Conjoint analysis is a novel, 

useful tool to understand patient 
preference in treatment decision 
making, as well as to help patients 
define their own preferences. Giv-
en the importance of determining 
patient preference for surgical 
treatment, particularly when it 
comes to reconstructive urology 
oriented toward improving qual-
ity of life, one can see the utility 
of employing conjoint analysis for 
many preference-sensitive deci-
sions such as reconstruction after 
cystectomy, management of in-
continence and gender-affirming 
surgical reconstruction. Ultimate-
ly, it is vital to incorporate patient 
preference into treatment deci-
sions; to do so, we need to identify 
preferences on both an individual 
and a population level in order to 
ensure that treatment decisions 
are truly patient centered and val-
ues driven. STOP
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Figure. Discrete Choice Experiment (DCE) case-based conjoint analysis scenario examples.7
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“ Patient values 
and preferences 
can be determined 
through a better 
understanding of 
the preferences 
of the patient 
population as a 
whole, as well as 
on an individual 
patient level.”
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Study Need and 
Importance

With a growing body of evi-
dence indicating that robotic sur-
gery for pediatric urological con-
ditions can be performed in an 
outpatient setting, we aimed to as-
sess the short-term safety and feasi-
bility of robotic reconstructive and 
extirpative surgery in children as 
scheduled outpatient procedures. 
We describe the largest cohort of 
pediatric patients undergoing out-

patient robotic urological surgery 
thus far. This study can help inform 
physicians and patients regarding 
the feasibility of such surgeries and 
help implement outpatient robotic 
programs. 

What We Found
We describe the perioperative 

outcomes, rates of 30-day com-
plications, emergency room (ER) 
visits and readmissions in a cohort 
of 135 pediatric patients who un-
derwent outpatient robotic surgery 
from June 2012 to December 2019. 
In our cohort, the majority of pa-
tients underwent pyeloplasty (62) 
or extravesical ureteral reimplan-
tation (55; see table). Ten patients 
underwent extirpative procedures 

(nephrectomy, partial nephrec-
tomy) and 8 patients underwent 
ureteroureterostomy. During the 
30-day followup period there were 
9 complications (6.7%), of which 
only 1 (0.7%) was high grade (Cla-
vien-Dindo 3). There were 9 ER 
visits (6.7%) including 5 cases of re-
admission (3.7%). Our study shows 
that robotic reconstructive and ex-
tirpative procedures in pediatric 
urology can be safely performed as 
scheduled outpatient procedures in 
the majority of patients, obviating 
the need for routine inpatient care.

Limitations
This study is limited by the 

performance of surgery by 2 sur-
geons, potentially limiting gen-

eralizability, and a short-term 
assessment of outcomes as our 
goal was to establish safety and 
feasibility. 

Interpretation for Patient 
Care

This study supports the feasibil-
ity of pediatric urological outpa-
tient robotic surgery. Implemen-
tation of such programs may help 
to minimize intervention, allow the 
patients to quickly return to their 
routine and diminish the risks of 
exposures that exist in an inpatient 
setting. STOP

Table. Demographic data of patients undergoing outpatient robotic surgery

Robotic Assisted 
Laparoscopic Ureteral 

Reimplantation

Robotic Assisted 
Laparoscopic  
Pyeloplasty

Robotic Assisted Laparoscopic 
Nephrectomy/Hemi-Nephrectomy/

Nephroureterectomy/Other

Robotic Assisted 
Laparoscopic Ipsilat 
Ureteroureterostomy

No. pts 55 62 8 10

Median mos age (IQR) 68 (47–90) 41 (11–102) 42 (20–156) 75 (43–115)

Median kg wt (IQR) 21 (16–28) 16 (10–30) 15 (12–51) 25 (17–31)

Median kg/m2 body mass 
index (IQR)

16 (15–17) 17 (15–18) 17 (16–21) 16 (15–18)

Laterality (rt/lt) 28/27 25/37 4/2 4/6

Gender (male/female) 13/42 44/18 5/3 6/4

Scrotal Hematoma: An Infrequent Sign of Renal  
Hematoma after Extracorporeal Shockwave Lithotripsy
Horacio Sanguinetti, MD, PhD
Hospital de Clinicas Jose de San Martin, Clinica San 
Camilo Buenos Aires, Argentina 

Benjamin Tumburus, MD
Clinica San Camilo, Buenos Aires, Argentina

Introduction
Extracorporeal shockwave lith-

otripsy (ESWL) is a very common 
and safe procedure for kidney 
stones. Renal hematoma is an in-

frequent and feared complication. 
The probability of developing a 
hematoma increases significantly 
with age, coagulation disorders, 
hypertension and obesity.1 

We report a case of a 45-year-old 
man who developed a scrotal he-
matoma 4 days following ESWL. 
This finding led us to investigate 
the kidney, detecting a hematoma 
that resolved spontaneously after 8 
weeks of observation.

Clinical Case
This is a 45-year-old patient with 

no medical history, with a 16 mm 
and 1,500 HU stone located in the 
left renal pelvis. He received 3,000 
shocks with growing intensity using 
a Sonolith-I-move lithotripter. He 
was medicated with 50 mg of trama-
dol before the procedure. No symp-
toms were present, and he was dis-
charged 2 hours after the procedure.

Four days later, he was consult-
ed for hematoma at the left ingui-
noscrotal zone (fig. 1); no scrotal or 
lumbar pain was noted. The blood 
test showed hemoglobin of 14.3 g/L 
and normal renal function. The  
renal ultrasonography showed 2  
residual stones at the renal pelvis 
of 4 and 3 mm. No renal or scro-
tal hematoma was visualized. Two 
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days later, abdominal computer-
ized tomography (CT) showed a 
32 mm renal hematoma and two  
4 mm stones at renal pelvis (fig. 2). 
With these results, an ambulatory 
management of the patient was de-
cided. He continued progressing 
asymptomatically, with no change 
in lab results. The hematoma reab-
sorbed completely after 2 months. 

Discussion
Renal hematomas are rare after 

ESWL. The reported incidence 
ranges between 0.32% and 13% 
depending on the method used to 
assess this complication.1,2 Manage-
ment is usually conservative, with 
complete spontaneous reabsorp-
tion after some weeks. On the oth-
er hand, scrotal hematoma after 
ESWL is very rare. To our knowl-
edge, only 4 cases were reported.3–6 

Fortunately, all cases progressed 
without requiring treatment, with 

a complete remission after sever-
al weeks. In our case, the patient 
had the same evolution, without 
requiring hospitalization or any 
treatment.  

The most probable explana-
tion for this finding is that blood 
tracked down from the retroperi-
toneum, as reported in other case.6 
Nevertheless, in our case there 
was no retroperitoneal blood in 
the CT—only the perirenal hema-
toma. It is possible that a small 
quantity of blood drained the way 

down to the scrotum without leav-
ing signs in the CT.

Although ESWL technology 
has evolved significantly over the 
past 2 decades, there is still debate 
regarding the physical basis and 
clinical benefits of technical mod-
ifications such as the tight focal 
width and high peak pressure fields 
often used in many contemporary 
lithotripters. The cigar-shaped fo-
cal region of a lithotripter exceeds 
the average stone size along the 
propagation direction of the in-

cident shock waves. Therefore, a 
significant volume of the kidney 
including the perirenal tissue will 
be exposed to high-energy and 
high-pressure shock waves. More-
over, the patient’s motion (due to 
respiration or pain-induced move-
ments) will exacerbate the risk of 
tissue injury because a significant 
portion of the shock waves may 
completely miss the target stone 
and hit the tissue solely.7

In conclusion, we present a 
rare clinical presentation of an in-
frequent complication of ESWL. 
We suggest that the appearance of 
a scrotal hematoma after a shock 
wave procedure should make it 
necessary to investigate the possible 
presence of a renal hematoma. STOP
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Figure 1. Scrotal hematoma. 

Figure 2. Renal hematoma.
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Global Surgical Expedition: 2022 Global Surgery Update
David E. Rapp, MD
Global Surgical Expedition, Glen Allen, Virginia 
University of Virginia School of Medicine, 
Charlottesville

Global surgery has received 
sorely needed attention in more 
recent years. Given the limited 
surgical capacity of low and mid-
dle income countries (LMICs), it 
is estimated that 5 billion people 
lack access to safe and affordable 
surgical care and that 143 million 
additional surgeries are needed to 
save lives and prevent disability 
due to surgical disease.1 In 2015, 

the Lancet Commission on Glob-
al Surgery (LCGS) was purposed 
to promote widespread access to 
safe and high-quality surgical care.1 
As part of its efforts, the LCGS 
forwarded a group of 6 core indi-
cators and related goals to be used 
for assessment of efforts to improve 
worldwide surgical and anesthetic 
care access by 2030. Such metrics, 
including specialist surgical work-
force density, were widely support-
ed by global health leaders given 
the lack of established indicators 
for progress and the need to rapid-

ly introduce a framework for surgi-
cal care expansion.2 

Despite these actions, research 
assessing these global surgery in-
dicators shows that we remain far 
from the 2030 goals set by the 
LCGS.3–5 The implications of this 
surgical void are profound. In ad-
dition to resultant mortality, mor-
bidity and quality of life impacts, 
the lack of surgical care has equally 
deleterious impacts on the financial 
well-being of both individuals with 
surgical disease and, on a larger 
scale, LMICs themselves.

Unfortunately, the COVID-19 
pandemic has further impacted 
global surgery efforts, presenting 
both barriers to established pro-
grams as well as new challenges. 
Global Surgical Expedition (GSE) 
is a medical charity that provides 
surgical care internationally to 
populations in need. Since 2012, 
GSE has provided nearly 400 uro-
logical and urogynecologic surger-
ies in Belize and Rwanda to help 
treat surgical disease. Similar to 

Arrow-right Continued on page 76
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most international global surgery 
organizations, GSE has largely sus-
pended its on-site global surgery 
trips as a result of the pandemic. 
Although necessary, the impact of 
this suspension to the urological in-
frastructure developed over the last 
decade has been significant. 

While this impact has been 
disappointing, GSE has also ap-
proached this period as an oppor-
tunity to place focus on numer-
ous other programs critical to the 
global surgery effort. Accordingly, 
GSE has advanced its research ini-
tiatives to help better understand 
the financial impact of urological 
disorders in LMICs. As part of this, 
our recently completed data now 
demonstrate that, in a cohort of 
urological patients in Belize, their 
urological disorder results in a loss 
of over 10% of their annual income 
potential. This finding suggests that 
a routine surgery for benign pros-
tatic hyperplasia or pelvic organ 
prolapse not only can positively 
impact quality of life, but also can 
have an enormous positive impact 
on the financial health of urological 
patients and their dependents. 

Another area of focus has been 
GSE’s advocacy efforts. Certainly, 
advocacy remains the cornerstone 
of generating the worldwide sup-

port needed to provide safe and 
affordable surgical care to all. On 
a larger scale, GSE is a committed 
member of the G4 Alliance. This 
organization is a group of more 
than 70 academic institutions, pro-
fessional societies, nonprofit orga-
nizations and other organizations 
working in over 160 countries with 
the mission to advocate for in-
creased access to safe, essential and 
timely surgical, obstetric, trauma 
and anesthesia care. Advocacy op-
portunities have also been present 
with GSE’s individual international 
partners. GSE recently visited nu-
merous health care leaders across 
Belize not only to discuss needs 
related to the COVID-19 pandem-
ic, but also to reinforce awareness 
regarding the urological need and 
necessary program support. 

Further, GSE has placed focus 
on its educational efforts. A found-
ing vision of GSE was to foster the 
next generation of global surgery 
leaders. In addition to providing 
international global surgery expe-
riences for residents and students, 
GSE has also sought to provide 
more formal educational oppor-
tunities and curricula. In conjunc-
tion with the University of Virginia 
Global Health Leadership Track, 
GSE was proud to support the de-

velopment of a formal certificate 
program in global surgery/urology 
and recently celebrated its first res-
ident graduate, Dr. Clint Yeaman 
(see figure 1). These experiences 
have reinforced GSE’s strong be-
lief in the value of formal global 
surgery training programs and the 
need for support from the urologi-
cal community and leadership.

Finally, much like many interna-
tional surgery organizations, GSE 
has transitioned much of its in-per-
son surgical activity to alternate 
models of assistance. This transi-
tion includes virtual activities fo-
cused foremost on clinical care or 
education. Indeed, virtual lectures 

to health care providers in Rwan-
da have been very successful and 
well received. This transition also 
includes focus on developing strat-
egies to prevent or treat surgical 
illness such that surgery may not 
be necessary. In November 2021, 
GSE traveled to Belize to begin an 
exciting 2-year program to develop 
a pelvic floor therapy initiative in 
an effort to treat patients with pel-
vic floor disorders and train local 
providers to deliver this care inde-
pendently. 

Nonetheless, in-country efforts 
remain important. Determining 

Figure 2. Vesicovaginal fistula repair during November 2021 surgical trip to Belize. Pictured: Dr. 
Jacqueline Zillioux (left), Dr. David Rapp (middle), Dr. Jonathan Starkman (right).

Figure 3. Surgical team during November 2021 surgical trip to Belize.
Figure 1. Dr. Clint Yeaman (University of Virginia Global Health Leadership Tract Resident) during 
research and advocacy trip to Belize, September 2021.

GLOBAL SURGICAL EXPEDITION
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the optimal way and time to rein-
stitute on-site surgical trips is com-
plex but critical.6,7 In November 
2021, GSE was fortunate to com-
plete our first in-country surgical 
trip to Belize since the pandemic 
began and provided 31 urological 
surgeries to treat benign prostatic 
hyperplasia, urethral stricture, uro-
lithiasis, pelvic organ prolapse and 
urinary incontinence (see figures 2 
and 3). This trip took place follow-
ing a careful and longitudinal as-
sessment of risks and benefits. As 
part of this, a separate visit to Be-
lize was performed 2 months prior 
to meet with health care leaders 
across the country and assess nu-
merous considerations, including 
balancing unmet surgical need 
with potential deleterious impacts 

to hospital bed capacity, COVID 
transmission and use of hospital 
resources. Our experience demon-
strates the careful assessment that 
must take place as we seek to begin 
international trips once again. 

While the pandemic has neg-
atively impacted many import-
ant and long-standing in-country 
 efforts, our experience underscores 
the many new and exciting global 
surgery opportunities across re-
search, advocacy, education and 
clinical care. Not only are these 
efforts important during this peri-
od of widespread international trip 
suspension, they are also critical 
long-term approaches to help aug-
ment our global surgery efforts. In-
deed, the lessons learned through-
out the pandemic can help the 

surgery community to develop ap-
proaches that may better achieve 
the sustainable and scalable global 
surgery efforts that are needed to 
truly provide surgical care to all. 
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The Link between Nephrectomy and Mortality  
in the Acute Trauma Setting
Benjamin J. McCormick, MD
University of Utah, Salt Lake City

McCormick BJ, Horns JJ, Das 
R et al: Nephrectomy is not as-
sociated with increased risk of 
mortality or acute kidney injury 
after high-grade renal trauma: a 
propensity score analysis of the 
Trauma Quality Improvement 
Program (TQIP). J Urol 2021; 
207: 400.

The kidney is the most com-
monly injured genitourinary organ, 
with 1%–4% of all trauma patients 
sustaining some degree of renal in-
jury. Around 55% of renal injuries 
are low grade, ie AAST (Ameri-
can Association for the Surgery of 
Trauma) grade 1–2, in nature and 
are nearly universally managed 
with observation.1 High-grade in-
juries (AAST grade 3–5) are still 
common, however, and their man-
agement is less uniform. Over the 
past several decades, selective re-
nal artery angioembolization has 
emerged as safe and effective in 
treating patients with high-grade 

renal trauma (HGRT), but the rate 
of nephrectomy in HGRT patients 
remains high—up to 1% in grade 3 
injuries, 24% in grade 4 and 62% in 
grade 5.2

The rate of mortality in patients 
undergoing trauma nephrectomy is 
as high as 34% in the acute setting.3 
While early mortality is largely 
driven by hemorrhagic shock and 
unsurvivable injuries, late mortality 
is primarily due to multisystem or-
gan failure and sepsis. We hypothe-
sized that performing nephrectomy 
would decrease renal reserve, lead-
ing to an increased risk of acute 
kidney injury (AKI) and inhibiting 
the body’s ability to overcome the 
initial trauma and resultant multi-
system organ failure. 

To investigate the potential re-
lationship between nephrectomy 
and mortality, we first examined 
HGRT data from 21 level 1 trau-
ma centers through MiGUTS 
(Multi-institutional Genitourinary 
Trauma Study). We analyzed the 
association between nephrecto-
my and mortality, controlling for 
multiple demographic and injury 

severity markers, including shock. 
Our results showed that HGRT 
patients undergoing nephrectomy 
had an associated 2.1 times high-
er risk of mortality compared to 
those who did not undergo ne-
phrectomy (see figure).4 While we 
were intrigued by this strong rela-
tionship, the primary limitations of 
this study were low mortality num-
bers and significant missingness of 
blood transfusion data, allowing 
for the possibility of unaccounted 
confounders.

In order to better character-
ize the relationship between ne-
phrectomy and death, we utilized 
the National Trauma Data Bank® 
(NTDB®), a long-standing U.S. 
trauma registry maintained by the 
American College of Surgeons. In 
the NTDB we identified nearly 
49,000 patients with HGRT. We 
adjusted for physiological indica-
tors of injury severity, shock and 
whether or not the patient had a 
blood transfusion. We found that 
performing nephrectomy was in-
dependently associated with an 
82% increase in mortality (see fig-
ure).5 We published our findings 
in The Journal of Urology®, where 
we concluded that nephrectomy 
should be avoided if at all possi-
ble. However, while the NTDB 
does contain some data regarding 
blood transfusions, one of the lim-
itations of the NTDB study was 
lack of detailed blood transfusion 
data. In the NTDB, we were able 
to ascertain whether or not a pa-
tient had had a blood transfusion, 
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but we were unable to determine 
the number of transfusions. This 
limitation invited the possibility 
that we were not adequately adjust-
ing for the degree of hemorrhagic 
shock, and that this could be the 
primary driver of mortality rather 
than nephrectomy. 

In an effort to better account 
for degree of hemorrhagic shock 
as a possible confounder in mor-
tality after nephrectomy, we used 
the American College of Surgeons 
TQIP® (Trauma Quality Improve-
ment Program), which is a large 
national trauma database con-
taining very granular blood trans-
fusion data, including the exact 
number and timing of transfusions. 
In TQIP, we identified 12,780 pa-
tients with HGRT between 2013 
and 2017.6 To eliminate as much 
bias as possible, we performed pro-
pensity scoring. Propensity scoring 
essentially calculates a probabil-
ity for each patient according to 
their likelihood of receiving a ne-
phrectomy based on injury sever-
ity, concomitant intra-abdominal 
organ injuries and other factors. 
In order to develop 2 similar co-
horts for comparison, we matched 
nephrectomy patients and nonne-
phrectomy patients with similar 
propensity scores and created a 
pseudo-randomization to receiving 
nephrectomy.  Once patients had 
been matched, we used a similar 
adjusted analysis to our previous 
work analyzing the risk of death 

after nephrectomy, but this time 
including the volume of blood 
transfused in the first 24 hours af-
ter injury. In addition, we added 
AKI as a secondary outcome given 
our hypothesis that nephrectomy 
would increase risk of AKI, which 
would in turn increase mortality. 
The results of this study showed 
that performing nephrectomy was 
not associated with higher mortal-
ity or incidence of AKI. Rather, 
increasing blood transfusions, in-
creasing age, nonCaucasian race, 
addiction and decreasing Glasgow 
Coma Score were found to be as-
sociated with increased risk of 
mortality.6

Given our most recent results, 
which we believe represent a 
more accurate picture of the the 
relationship between nephrecto-
my and mortality, we concluded 
that while nephron-sparing treat-
ments should be first line for all 
stable HGRT patients, urologists 
and trauma surgeons should not 
hesitate to perform nephrectomy 
in patients who are unstable and 
requiring ongoing blood trans-
fusions, as the degree of hemor-
rhage appears to be the primary 
driver of mortality in this popula-
tion (see figure).

There are 2 findings that il-

lustrate current knowledge gaps 
about management of renal trau-
ma, which were highlighted in 
these studies. First, only 2% of 
the HGRT patient cohort under-
went selective renal artery angio-
embolization for management of 
hemorrhage. This is less than the 
expected 6% rate in other stud-
ies, and it would be important to 
investigate if centers with higher 
utilization of angioembolization 
demonstrate lower nephrectomy 

rates; if so, angioembolization 
could be encouraged as a means 
of avoiding nephrectomy and the 
potential long-term consequences.  
Second, we found that nonCau-
casian race was associated with 
substantially increased mortality 
in HGRT patients. Disparities in 
trauma outcomes based on race 
is not a new finding, but this re-
search into HGRT offers a new 
opportunity for us as urologists to 
make health care more equitable 
for all. STOP
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Figure. The evolution of our efforts to evaluate the link between nephrectomy and mortality in patients with high-grade renal trauma.

“ In order to better 
characterize 
the relationship 
between 
nephrectomy and 
death, we utilized 
the National 
Trauma Data 
Bank® (NTDB®), a 
long-standing U.S. 
trauma registry 
maintained by the 
American College 
of Surgeons.”

“ Propensity 
scoring essentially 
calculates a 
probability for 
each patient 
according to 
their likelihood 
of receiving a 
nephrectomy based 
on injury severity, 
concomitant intra-
abdominal organ 
injuries and other 
factors.”

https://sciwheel.com/work/citation?ids=12029569&pre=&suf=&sa=0
https://sciwheel.com/work/bibliography/10757125
https://sciwheel.com/work/bibliography/10757125
https://sciwheel.com/work/bibliography/10757125
https://sciwheel.com/work/bibliography/10757125
https://sciwheel.com/work/bibliography/9847247
https://sciwheel.com/work/bibliography/9847247
https://sciwheel.com/work/bibliography/9847247
https://sciwheel.com/work/bibliography/9847247
https://sciwheel.com/work/bibliography/9847247
https://sciwheel.com/work/bibliography/9847247
https://sciwheel.com/work/bibliography/9847247
https://sciwheel.com/work/bibliography/10773810
https://sciwheel.com/work/bibliography/10773810
https://sciwheel.com/work/bibliography/10773810
https://sciwheel.com/work/bibliography/10773810
https://sciwheel.com/work/bibliography/10773810
https://sciwheel.com/work/bibliography/12029461
https://sciwheel.com/work/bibliography/12029461
https://sciwheel.com/work/bibliography/12029461
https://sciwheel.com/work/bibliography/12029461
https://sciwheel.com/work/bibliography/12029461
https://sciwheel.com/work/bibliography/10372763
https://sciwheel.com/work/bibliography/10372763
https://sciwheel.com/work/bibliography/10372763
https://sciwheel.com/work/bibliography/10372763
https://sciwheel.com/work/bibliography/10372763


79AUANEWS   APRIL 2022

UPJ Insight: IsoPSA® Reduces Provider Recommenda-
tions for Biopsy and Magnetic Resonance Imaging in 
Men with Total Prostate Specific Antigen ≥4 ng/ml:  
A Real-World Observational Clinical Utility Study
Jason M. Scovell, MD, PhD
Glickman Urological and Kidney Institute, Cleveland 
Clinic, Ohio

Daniel Hettel, MD
Glickman Urological and Kidney Institute, Cleveland 
Clinic, Ohio

Robert Abouassaly, MD
Glickman Urological and Kidney Institute, Cleveland 
Clinic, Ohio

Nima Almassi, MD
Glickman Urological and Kidney Institute, Cleveland 
Clinic, Ohio

Ryan Berglund, MD
Glickman Urological and Kidney Institute, Cleveland 
Clinic, Ohio

Todd Breaux, MD
Glickman Urological and Kidney Institute, Cleveland 
Clinic, Ohio

Christopher Weight, MD
Glickman Urological and Kidney Institute, Cleveland 
Clinic, Ohio

Wahib Isac, MD
Glickman Urological and Kidney Institute, Cleveland 
Clinic, Ohio

Anna Zampini, MD
Glickman Urological and Kidney Institute, Cleveland 
Clinic, Ohio

Elizabeth Stark, PA-C
Glickman Urological and Kidney Institute, Cleveland 
Clinic, Ohio

Robert Rochelle, BS, MBA
Cleveland Diagnostics, Inc., Ohio

Aimee Kestranek, BS
Cleveland Diagnostics, Inc., Ohio

Mark Stovsky, MD, MBA
Cleveland Diagnostics, Inc., Ohio

Eric A. Klein, MD
Glickman Urological and Kidney Institute, Cleveland 
Clinic, Ohio
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men with total prostate specific an-
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Study Need and 
Importance

IsoPSA® is a novel, struc-
ture-based test directly linked to 
tumor biology. IsoPSA has been 
validated in a large, prospective, 
multicenter study to have superior 
performance compared to prostate 
specific antigen (PSA) and percent 
free PSA, and demonstrated to 
have the ability to reduce costs. Iso-
PSA is intended for use in men age 
≥50 years undergoing evaluation 
for total PSA levels ≥4 ng/ml and 
<100 ng/ml. It is clear that IsoPSA 
is an effective biological marker. 
Would IsoPSA be readily adopted 

and acted on by a broad group of 
practitioners assessing men under-
going evaluation for elevated PSA 
and concern for prostate cancer? 
Here we evaluated test utilization 
and impact on patient management 
recommendations in a real-world 
clinical setting.

What We Found
A total of 38 providers prac-

ticing in a range of settings, in-
cluding community-based fam-
ily health centers, hospital-based 
medical office facilities and the 
main campus academic practice 
location within the Cleveland 
Clinic system in Northeast Ohio, 
enrolled 900 patients. Providers 
used IsoPSA results to affirm or 
modify their recommendations for 
prostate biopsy. There was a 55% 
net reduction in biopsies recom-
mended and a 9% net reduction in 
magnetic resonance imaging scans 
recommended. Final provider rec-
ommendations for biopsy aligned 
closely with IsoPSA results (87% 
biopsy when recommended pre-
test, 92% against biopsy when not 
recommended pre-test). Biopsy 
reduction rates were similar across 
both biopsy-naïve (53%) and prior 
negative biopsy patients (58%; see 
table). Provider behavioral chang-
es were similar across practitioner 
type, suggesting that IsoPSA utili-
zation is practical among providers 

with different educational back-
grounds. 

Limitations
There are no long-term outcome 

data associated with this study, 
which was outside the scope of the 
assessed primary end point.

Interpretation for Patient 
Care

IsoPSA is readily adopted across 
a variety of practitioner types and 
practice settings. Clinicians are 
comfortable interpreting and act-
ing on these results. This led to a 
55% net reduction in prostate biop-
sies for men undergoing evaluation 
for elevated PSA. STOP

Table. Summary of biopsies recommended before and after IsoPSA results by patient biopsy history

Cohort No. 
No. Biopsies Recommended 

before IsoPSA
No. Biopsies Recommended  

after IsoPSA
% Reduction in Biopsies  

Recommended

All subjects 734 638 284 55.5

Biopsy naïve 408 370 173 53.2

Prior neg biopsy 326 268 113 57.8

“ IsoPSA has been 
validated in a 
large, prospective, 
multicenter study 
to have superior 
performance 
compared to 
prostate specific 
antigen (PSA) and 
percent free PSA, 
and demonstrated 
to have the ability 
to reduce costs.”

“ Final provider 
recommendations 
for biopsy aligned 
closely with 
IsoPSA results 
(87% biopsy when 
recommended pre-
test, 92% against 
biopsy when not 
recommended  
pre-test).”

https://doi.org/10.1097/UPJ.0000000000000291
https://doi.org/10.1097/UPJ.0000000000000291
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Two Wheels Move This Urologist’s Soul
J. Curtis Nickel, MD, FRCSC
Queen’s University, Kingston, Ontario, Canada

Standing on a rocky promonto-
ry on the northeast shore of James 
Bay in August 2021, I stared out 
into the vast expanse of Hudson 
Bay and reflected on how I got 
there: not by canoe, the traditional 
northern Canada mode of trans-
port, but on my trusty V-Strom 
Adventure touring bike (fig. 1, A 
and B). During medical school my 
transportation through good and 
bad weather (and even snow) was 
a 2-wheeled motorized iron horse, 
a state of affairs that lasted until my 
firstborn. After completing my re-
sponsibilties as a father, with my 
last kid successfully off to college, I 
reentered the world of motorcycle 
adventure touring. 

I needed this outlet from my busy 
academic career and urology prac-
tice. It is a wonderful experience to 
learn new operative techniques, im-
prove and even sometimes cure the 
ailments of our suffering patients, 
or teach a new idea or surgical ap-
proach to a student or resident, but 
we all need something outside the 
field of urology to make life as full 
as possible. During the last 15 years, 
my vacation has been motorcycle 
adventures through every Canadian 
province, the northern reaches of 
our continent (Yukon and Alaska), 
35 American states and many Eu-
ropean countries. Dipping the front 
wheels of my motorcycle in the 
brackish waters of a major bay of the 
Arctic Ocean wiped out the disap-
pointment of a previous attempt to 
do the same thing in Prudhoe Bay in 
Alaska, being thwarted by 1.5 feet of 
fresh snow in the last northern pass 
of the Dalton Highway (fig. 2, A and 
B). At least one of my motorcycles (9 
sit in my stable) has tasted the salty 
water of not only the Arctic Ocean, 
but also the Pacific and Atlantic, as 
well as the Gulf of Mexico. Rented 
motorcycles introduced me to awe-
some mountains, plains and salty 
seas beyond North America.

My wife and I followed her 
grandfather’s route as he fought 
his way from the beaches of Sicily 
though the mountains of southern 

Figure 1. A, the author pointing to Hudson Bay. B, the stripped-down bike that got him through the last rough part of the ride to the coast.

Figure 2. A, the sleet and ice experienced at the Arctic Circle in Alaska turned to snow, which forced me back from my first attempt at dipping the front 
wheel of my motorycle in the Arctic Ocean. B, Alaska provided other entertainment for a motoryclist.

Figure 3. Some memories from the dozens of motorcycle adventures in North America and abroad. A, Italy. B, national park tour. C, historic Ontario Mill. D, 
Michigan Tunnel of Trees. E, Bosnia. F, Death Valley.

Arrow-right Continued on page 81
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Italy to Rome in 1943–44 during 
World War II (fig. 3, A). Togeth-
er we toured the midwest U.S., 
camping in 9 of the western na-
tional parks (fig. 3, B). Following 
backroads across Canada from St. 
John’s, Newfoundland to Victoria, 
British Columbia led to discovery 
of countless little-known, out of 
the way gems (fig. 3, C). I followed 
Hemingway’s journey though the 
U.S. to northern Michigan (fig. 3, 
D) and rode through the eerie hid-
den battlegrounds of the Bosnian 
War (fig. 3, E), experiencing life 
from a different perspective, all on 
2 wheels. Renting a motorcycle fol-
lowing urology meetings led to jour-
neys to the edge of both the south 
and north rims of the Grand Can-
yon, Highway 1 skirting the Pacific 
Ocean, the depths of Death Valley 

(fig. 3, F) and tranquil rides through 
sacred grounds of American Civ-
il War Battlefields. When my wife 
and I decided to really explore the 
American psyche, we spent parts 
of 12 months (spread over 2 years 
of vacation time) circumnavigating 
North America (18,000 km) 8 to 9 
days at a time. We left the motor-
cycle and camping gear in various 
airport storage faciliies until vaca-
tion allowed us an opportunity to 
fly back and pick them up for the 
next leg of an epic motorcycle ad-
venture. Exploring the backroads 
of our southern neighbor on a mo-
torcycle helped us understand what 
makes America tick.

At home, I spend out-of-office 
time in my renovated 1880s barn 
shop, maintaining my 4 modern 
motorcycles and restoring old vin-

tage British motorcycles to their 
former glory (working on 5 at the 
present time). Sitting side by side in 
the shop are a 1971 Norton Com-
mando, 2 Matchless G15 MkIIs 
(very rare) and 2 restored Canadi-
an military bikes (the 1944 Norton 
WD 16H seeing action in Belgium 
in World War II; fig. 4, A). While 
my children do not share this pas-
sion (better at assessing risk), my 
grandkids and Koda (my Fox Red 
Labrador retriever) find touring the 
local country lanes in my sidecar 
rig a blast (fig. 4, B).

Urology was never left behind 
on these motorcycle adventures. 
The ride in the open air reinvig-
orated me, cleansed my mind and 
opened me to new possibilities, 
with ideas often leaping from the 
pages of my travelogue into urol-

ogy journals. The stories of many 
of these trips have found their 
way into motorcycle magazines, 
and while they may not have the 
impact of the urology journals I 
publish in, I am proud that they 
encouraged others to find paths to 
adventure they might have missed.

So as I reflect back on my urolo-
gy career and countless rewarding 
patient and teaching experiences 
in clinic and the operating room, 
I realize that inspiration can come 
from an activity outside the office. 
For some that might be a relaxing 
hobby, but I believe that a life 
lived is one where you do some-
thing that truly excites but also 
scares you. For me, that activity is 
the adventure, the thrill and per-
haps even the danger of riding a 
motorcycle just to discover what 
is around the next corner or over 
the next hill. STOP

Figure 4. A, my home motorcycle shop. B, Koda riding my sidecar rig.

“ The ride in 
the open air 
reinvigorated me, 
cleansed my mind 
and opened me to 
new possibilities, 
with ideas often 
leaping from 
the pages of my 
travelogue into 
urology journals.”

Arrow-right Continued on page 82
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Some Thoughts on How to Avoid Becoming Entrapped  
in a Medical Malpractice Litigation
Glenn W. Dopf, JD, LLM
DOPF, P.C.

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

To be blunt, no actively practic-
ing physician can produce consis-
tently good results without an occa-
sional or rare bad result. 

One of the differences between 

sued physicians and nonsued phy-
sicians is that some, but not all, 
physicians who have bad results 
“run to the fire.” Physicians who 
get sued all too often run away 
from the fire, that is, run away from 
the bad result/complication.

Almost without exception, hap-
py patients do not visit with law-
yers to discuss the possibility of 

commencing a medical malprac-
tice lawsuit. The formula or para-
digm for the initiation of a medical 
malpractice lawsuit is generally as 
follows:

Untoward result
+

Untoward feelings
= Malpractice suit

So what are the typical untoward 
feelings that we defense lawyers 
see over and over again? The un-
toward feelings can be summarized 
as follows:
• Abandonment
• Surprise
• Arrogance
• A refusal to listen

MEDICOLEGAL COLUMN
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An example of abandonment 
would be a physician who had a 
bad result following surgery and 
then disappeared. Surprise often 
involves an injury that occurred 
wherein the patient denies ever be-
ing warned of the possible injury. 
This is why an excellent informed 
consent document can go a long 
way! An example of arrogance 
might be, “I’ve already answered 
that question. I don’t answer ques-
tions twice. If you don’t get it right 
the first time, there will not be a sec-
ond time.” An example of a refusal 
to listen might be, “I’m still leaking 
urine. This is destroying my life. I 
can’t go to work … the diapers just 
don’t work well enough”; the phy-
sician’s response is, no response.

The typical claims that we see 
are as follows:
• A lack of informed consent
• Misdiagnosis
• Bad result
• Infection
• Neurological injuries

Neurological injuries tend to be 
where “the money” is. For the most 
part, the plaintiff’s bar does not 
want to take a case involving true 
malpractice—but with insignificant 
injuries.

So let’s talk about malpractice 
prevention. In my view, the 4 cor-
nerstones to attempt to prevent a 
malpractice suit are as follows:
• Empathize with the patient
• Listen to the patient
• Wean the patient from ideas of 

certainty

• Share the uncertainty
Another good way to avoid be-

coming entangled in a malpractice 
suit is to avoid overpromising and 
underwarning.

An extremely effective way to 
“chase” the plaintiff’s lawyers away 
is to secure a second opinion. It be-
comes very difficult for a plaintiff’s 
attorney to convince a jury that 2 
board-certified urologists agreed 
upon a plan … and that they were 
both negligent.

Appropriate documentation is 
absolutely critical to avoiding a 
malpractice suit. The decision of 
whether to commence a medical 
malpractice lawsuit is virtually al-
ways based upon the records. The 
records must be accurate. In this 
regard, special caution needs to be 
applied to templates. For example, 
checking off the box that you had a 
discussion with your patient about 
testicular cancer, when the patient 
was female, casts a putrid light on 
the accuracy of all of your records. 
It also suggests that the physician 
simply doesn’t care and is sloppy.

It is completely understood that 
perfect documentation is rarely 
attainable. There simply are not 
enough hours in the day. However, 
in the face of a bad result, all doc-
umentation must be as accurate as 
humanly possible. This means, for 
example, scrutinizing the operative 
report and the discharge summary. 
All too often, discharge summaries 
are done by physicians in training 
or outside physicians. Unfortunate-

ly, these discharge summaries, on 
occasion, do have inaccuracies. 
These inaccuracies will then be 
exploited to “bat you around” on 
cross-examination.

Always try to remember the 
maxim: “If you sign … the case 
is thine.” Simply put, before your 
affix your signature to any docu-
ment, be absolutely certain that 
you agree with what is written. A 
failure to do this may very well re-
sult in a very painful cross-exam-
ination at trial.

At trial, a typical plaintiff’s 
theme might be, “She/he fell 
through the cracks” or “The right 
hand didn’t know what the left 
hand was doing.” In this regard, 
it is profoundly important to com-
municate with concurrent treating 
physicians and to document these 
communications. There are plain-
tiff’s experts, who will come to 
court and under oath tell a jury: 
“If it’s not written down, that sim-
ply means it didn’t happen. That’s 
just how it goes!”

Another potential vulnerability 
relates to rules, regulations, stan-
dards and algorithms. Put simply, 
if you decide not to follow a rule, 
regulation, standard or algorithm, 
there had better be a very good 
reason for not complying. Equally 
important, the reason for not com-
plying must be documented.

In the presence of a bad result, 
documentation becomes even 
more important. You must think 
before you write. An easy test is to 

ask yourself, “Would I be comfort-
able seeing this note on the front 
page of The New York Times?” If you 
are not comfortable seeing your 
note on the front page of The New 
York Times, you might want to give 
this some serious thought before 
documenting anything!

One real life example of in-
appropriate charting involved a 
physician whom we represented 
who had written in his chart: “For 
office visit and bring payment. Or 
this will be her last visit!” In an-
other case, a physician recorded 
in his records: “? Allergic to the 
world.”

Bluntly stated, it is always our 
goal to present the defendant urol-
ogist as the “Mother Teresa of Urol-
ogy.” With notations such as the 
foregoing, this objective can never 
be accomplished.

The next subject that needs to be 
addressed is that of informed con-
sent. In simple language, informed 
consent requires, at a minimum:
• A discussion of the risks
• A discussion of the benefits
•  A discussion of the alternatives

With respect to alternatives, if 
there is a viable option to do noth-
ing, this too must be documented.

One final point. The foregoing 
advice will not prevent every law-
suit. Many lawsuits may be pre-
vented—but not all. However, if 
you are named in a lawsuit, you 
should find it less painful to defend 
yourself if you follow these admo-
nitions and exhortations. STOP

How to Code for Surgery on Hydroceles
Jonathan Rubenstein, MD, FACS
Chair, AUA Coding and Reimbursement Committee

A hydrocele is a common con-
dition seen in men. It occurs when 
fluid accumulates within the tunica 
vaginalis in the scrotum, whether 
congenital (communicating) or ac-
quired. Hydrocele surgery is indi-
cated when a patient has a symp-
tomatic hydrocele. 

When scheduling or perform-
ing surgery on a hydrocele, many 

providers inaccurately state that 
they will be doing a “hydrocelec-
tomy.” By definition, a word the 
suffix “-ectomy” implies excision 
of a structure, yet not all hydrocele 
surgeries involve the excision of 
the tunica vaginalis. Coding for hy-
drocele procedures is based upon 
the type of surgery performed: 
aspiration, excisional procedures 
(accurately called a “hydrocelecto-
my”) and nonexcisional (hydrocele 
repair) procedures, which do not 

involve excision of tissue. The ap-
plicable codes include: 

CPT code 55000 Puncture as-
piration of hydrocele, tunica vagi-
nalis, with or without injection of 
medication

CPT code 55000 should be cho-
sen if a hydrocele is aspirated, such 
as using a needle. Aspiration of a 
hydrocele is most commonly per-
formed in an office setting using a 
local anesthetic. As per the code de-

scription, CPT code 55000 would 
include the work of injecting a med-
ication such as a sclerosing agent to 
help reduce the risk of recurrence. 
If a sclerosing agent is injected, the 
agent itself can be billed separately 
if done within an office setting.

CPT codes 55040 Excision of 
hydrocele; unilateral and 55041 
Excision of hydrocele; bilateral

CODING TIPS AND TRICKS

SOME THOUGHTS ON HOW TO AVOID BECOMING ENTRAPPED
Arrow-right Continued from page 81

Arrow-right Continued on page 83
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As described above, these 2 
codes describe an excisional pro-
cedure approach to hydrocele 
surgery, also knows as a “hydroce-
lectomy.” This approach includes 
excising tunica vaginalis tissue. 
Excision and removal of tissue is 
often accompanied by over-sew-
ing the edges of the hydrocele sac. 
CPT code 55040 should be chosen 
if a hydrocelectomy is performed 
unilaterally and CPT code 55041 
chosen if a hydrocelectomy is per-
formed bilaterally. 

CPT code 55060 Repair of 
tunica vaginalis hydrocele (Bottle 
type)

Unlike the excisional proce-
dure, CPT code 55060 should 
be chosen for a nonexcisional 
hydrocele repair. The most com-
mon example of a nonexcisional 
repair is when the hydrocele sac 
is opened and sewn behind the 
testicle, which some may call a 
Jaboulet repair whereas others re-
fer to it as a bottle repair. Another 
example of a nonexcisional repair 
is a Lord’s technique of repair. 
While a Lord’s repair and other 
nonexcisional procedures are not 
specifically noted in the descrip-
tor of CPT code 55060, it would 
be most accurate to use this code 
for any procedure that does not 
involve excision of a hydrocele 
sac. Note that there is no code for 
performing this procedure bilat-
erally, so if repair is performed 
bilaterally then the  appropriate 
bilateral modifier would be used 
based upon the insurer. If a hy-
drocelectomy (CPT code 55040) 
is performed on one side and a hy-
drocele repair (CPT code 55060) 
on the contralateral side, both 
should be coded and the appro-
priate modifier appended. 

CPT code 55500 Excision of 
hydrocele of spermatic cord, unilat-
eral (separate procedure) 

From time to time a hydrocele 
may be found on the spermatic 
cord and not on the testicle. CPT 
code 55500 would be used to code 
the repair of a hydrocele found up 
on the spermatic cord. 

Other codes which may be ap-
plicable to coding for hydrocele 
surgeries:

CPT code 54840 Excision of 
spermatocele, with or without epi-
didymectomy

From time to time a patient may 
present with both a hydrocele and 
a spermatocele. At other times, a 
spermatocele may be discovered 
upon scrotal exploration. In these 
cases, both an excision of a sper-
matocele and a hydrocele surgery 
may be performed. The National 
Correct Coding Initiative (NCCI) 
edits bundles 54840 with 55040, 
meaning if both procedures are 
performed on the same side 
through the same incision then 
only one of the procedure(s) can 
be coded. Since 55040 is the high-
er value procedure, that should be 
reported.  If the procedures were 
performed on contralateral sides 
or through different incisions/ap-
proaches then both codes should 
be reported with the appropriate 
modifier. 

CPT codes 49491-49501 and 
49495-49525: initial inguinal 
hernia repair codes

There are unique codes for 
repair of initial inguinal hernia 
based upon the age of the patient: 
preterm infants (younger than 37 
weeks of gestation at birth) per-
formed from birth up to 50 weeks 
post-conception age, full-term 
infants younger than 6 months 
(or preterm infants >50 weeks 
post-conception age), age 6 months 
to 5 years and age 5 years or old-
er. The codes for initial inguinal 
hernia repair for preterm infants, 
younger than 6 months and age 6 
months to 5 years include the de-
scriptor “with or without hydroce-
lectomy” and therefore a concom-
itant hydrocele repair performed 
through the same incision (which 
is often the case) cannot be coded 
separately.  In these age groups, 
a hydrocele repair can be coded 
separately if performed through 
a separate incision or on the con-
tralateral side, with the use of the 
appropriate modifier.  The “with 
or without hydrocelectomy” lan-
guage is not part of the descriptor 
for initial inguinal hernia repairs 
for age 5 years or older and can be 
billed separately. STOP

HOW TO CODE FOR SURGERY ON HYDROCELES
Arrow-right Continued from page 82
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Have You Read?
Craig Niederberger, MD, FACS
University of Illinois at Chicago, Colleges of Medicine 
and Engineering

Yan J, Qin Y, Zhao H et al: Live 
birth with or without preim-
plantation genetic testing for 
aneuploidy. N Engl J Med 2021; 
385: 2047–2058. 

Special thanks to Drs. Joshua Calvert and 
Jim Hotaling at the University of Utah.

Preimplantation genetic testing 
for aneuploidy (PGT-A) is used in 
in vitro fertilization (IVF) clinics 
across the world: in fact, according 
to a 2018 Centers for Disease Con-
trol report, it was used in 37.7% of 
all IVF cycles in the U.S. that result-
ed in an embryo transfer. Theoret-
ically, by checking blastocysts for 
aneuploidy before implantation, 
couples can reduce the rates—and 
associated heartache—of implanta-
tion failure or pregnancy loss.

With this background and armed 
with the belief that cumulative 
birth rate per given oocyte retriev-
al cycle is the most patient-centric 
outcome, researchers in China ran-
domized a population of subfertile 
couples into 2 groups. In each IVF 
cycle, a single frozen embryo trans-
fer was performed with a euploid 
blastocyst in the PGT-A cohort 
and a blastocyst chosen based on 
morphologic criteria in the con-
ventional cohort. If live birth was 
not achieved after the first embryo 
transfer, subsequent embryo trans-
fers were performed for up to 3 
cycles. The researchers observed 
that PGT-A did not improve cumu-
lative live birth rates compared to 
conventional IVF methods (77.2% 
vs 81.8%). Additionally, time to live 
birth and the number of embryos 
transferred to result in a birth were 
similar in both the genetic testing 
and conventional groups (1.2 vs 1.3 
embryos).

From a urology perspective, 3 
points are worth highlighting. First, 
as the “sperm wranglers,” we are 
shielded from the increased cost of 
next gen sequencing and other tests 
that accumulate quickly for each 
IVF cycle. Second, the result of the 
increasing use of assisted repro-
ductive technology is that men are 
solely undergoing sperm retrieval 
rather than being evaluated as an 

integral component of the infer-
tile couple. Thus, we have a strong 
ethical and financial obligation to 
maximize the male partner’s fertili-
ty and potentially shielding couples 
from increased costs of more ag-
gressive assisted reproductive tech-
nology treatments. Lastly, these 
findings support the importance of 
the cumulative live-birth rate as the 
primary end point in reproductive 
clinical trials.

Nayan M, Hamilton RJ, Juurlink 
DN et al: Circumcision and risk 
of HIV among males from On-
tario, Canada. J Urol 2022; 207: 
424–430. 

Special thanks to Drs. Andrew Lai and 
Omer Acar at the University of Illinois at 
Chicago.

Several randomized controlled 
trials in Africa investigated the as-
sociation between circumcision 
and HIV infection, and pooled 
analysis demonstrated that cir-
cumcision had a significant impact 
on reducing the risk of acquiring 
HIV by 56%. Given the differenc-
es in patterns of spread and over-
all prevalence of the infection, 
recommending circumcision as a 
public health intervention to low-
er the risk of HIV transmission in 
Western countries remains an open 
question. In addition, studies con-
ducted in Western populations fo-
cused on men who have sex with 
men and lacked sufficient power to 
draw generalizable conclusions.

To investigate the effect of cir-
cumcision on HIV infection in 
a Western population, these au-
thors reviewed physician claim 

 databases covering a 26-year peri-
od in Ontario, Canada. More than 
half a million men were included 
to this population-based matched 
cohort study, making it the largest 
to date. The study population was 
divided into circumcised males and 
age-matched uncircumcised coun-
terparts. Neither the primary nor 
the additional sensitivity analyses 
demonstrated a significant differ-
ence in the risk of HIV infection 
between the groups.

While this study was large, it had 
limitations. It did not account for 
sexual orientation, variations in sex 
practices or other behaviors that 
could enable individualized risk as-
sessment. Yet studies that did assess 
those subpopulations were criti-
cized for small sample sizes and 
misclassification of exposure and 
outcome. As a result, circumcision 
may still be beneficial in reducing 
the risk of acquiring HIV in partic-
ular subgroups. Nevertheless, the 
results of this study imply caution 
in regarding circumcision in West-
ern populations.

Chen A, Caron A, Jackson NJ 
et al: Defining properly collect-
ed urine: thresholds to improve 
the accuracy of urinalysis for 
microscopic hematuria evalua-
tion in women. J Urol 2022; 207: 
385–391. 

Special thanks to Drs. Rabun Jones and 
Omer Acar at the University of Illinois at 
Chicago.

Microscopic hematuria is a 
highly common reason for referral 

to the urologist. Yet while women 
more often have microscopic he-
maturia, urological malignancies 
occur less frequently than in men. 
Menstruation and the presence 
of vaginal flora increase the like-
lihood of a contaminated sample, 
and current guidelines do not ex-
pressly address urinalysis speci-
men quality. 

These investigators obtained 
catheterized samples and repeat 
midstream clean-catch voided 
samples from 46 women referred 
for microscopic hematuria and 
compared the quality of the refer-
ral specimen to that collected in the 
urology clinic. No patient in the co-
hort was ultimately diagnosed with 
urothelial cancer. 

The authors observed signifi-
cantly lower squamous epithelial 
cells, red blood cells, and white 
blood cells on both voided and 
catheterized specimens when 
compared to referral samples. 
The highest number of squamous 
epithelial cells with catheterized 
specimens was 2 per high powered 
field, which was used as a threshold 
to designate a properly collected 
urine sample. When that threshold 
was applied to the referral urinal-
yses, the positive predictive value 
was increased from 46.1% to 68.8% 
for true microscopic hematuria. 

This prospective cohort study 
emphasizes the critical nature of 
the proper collection of urine to 
screen for microscopic hematu-
ria. Over 50% of referral screen-
ing tests do not meet the AUA/
Society of Urodynamics, Female 
Pelvic Medicine & Urogenital 
Reconstruction guidelines for mi-
croscopic hematuria. These im-
provements in specimen quality 
provided by midstream clean-
catch samples obtained in the 
urology clinic may be the result of 
something as attainable as better 
patient education regarding tech-
nique. When evaluating a voided 
urine specimen for microscop-
ic hematuria, the threshold of 2 
squamous epithelial cells per high 
powered field can be used to de-
termine the need for a repeat col-
lection with catheterization prior 
to performing any potentially un-
necessary diagnostic test, especial-
ly in low-risk female patients. STOP

“ The researchers 
observed that 
PGT-A did 
not improve 
cumulative 
live birth rates 
compared to 
conventional IVF 
methods (77.2% 
vs 81.8%).”

“ Menstruation 
and the presence 
of vaginal flora 
increase the 
likelihood of a 
contaminated 
sample, and 
current guidelines 
do not expressly 
address urinalysis 
specimen quality.”
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Ferry AM, Asaad M, Elmorsi R 
et al: Impact of the virtual in-
terview format on urology res-
idency interviews: a survey of 
program directors. Urol Pract 
2021; https://doi.org/10.1097/
UPJ.0000000000000292. 

Study Need and 
Importance

The COVID-19 pandemic has 
greatly affected the urology resi-
dency application process, with the 
implementation of the virtual in-
terview (VI) format being the most 
significant change when compared 
to prior application cycles. While 
VIs are cost-effective for applicants, 
there are limited data detailing the 
impact that the VI format had on 

interview logistics and applicant 
assessment. In this survey-based, 
cross-sectional study, we seek to 
assess the impact of the VI format 
on the urology residency interview 
process during the COVID-19 
pandemic from the viewpoint of 
program directors (PDs) of urology 
residency programs.

What We Found
VIs were found to negatively 

affect programs’ ability to eval-
uate subjective characteristics of 
applicants. Additionally, programs 
relied more heavily on objective 
applicant metrics when developing 
their rank list. VIs were also found 
to be more economical than in-per-
son interviews; however, only a 
third of our sample found them 
less time consuming. While PDs 
reported that in-person interviews 
were overall better than VIs, 60% 
intend on offering both in-person 
and VIs in future application cy-
cles, whereas 31% reported that 
they would exclusively offer in-per-
son interviews moving forward (see 
figure).

Limitations
Our study is cross-sectional in 

nature, and therefore it is unable 
to assess changes in PDs’ percep-
tions regarding VIs over time. 

Responses provided by PDs in 
this study may not be represen-
tative of all urology residency 
programs as several PDs chose to 
defer participation in this study. 
Despite this, the high concor-
dance of our findings suggests 
that this likely did not skew our 
observations.

Interpretation for the 
Specialty

VIs were found to be more eco-
nomical than in-person interviews; 

however, they limit urology resi-
dency programs’ ability to subjec-
tively assess applicants. While most 
PDs intend on offering both in-per-
son and VIs moving forward, it re-
mains to be seen how this will be 
implemented in future application 
cycles. STOP

Figure. PDs’ perspectives on use of VIs in future application cycles.

The Future of Virtual Education for the Urology  
Trainee: A Standardized Curriculum in the  
Post-COVID-19 Era
Miyad Movassaghi, MD
Columbia University Medical Center, New York,  
New York

The COVID-19 pandemic has 
changed all of our lives, and the 

impact on surgical training and ed-
ucation has been substantial. Train-
ees, students and faculty have met 
these changes with flexibility and 
resilience, all while stepping up to 

provide patient care on the front 
lines. In these trying times, there 
has been a silver lining: programs 
across the country have been 
pushed to find new ways of edu-

cating residents. These efforts have 
resulted in a multitude of cross-in-
stitutional collaborations to put 
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 together virtual didactic programs. 
The original Halstedian ap-

proach to surgical education sought 
to develop surgeon clinicians, 
teachers and researchers through 
apprenticeship and learning by 
doing, with graded responsibility 
granted to the trainee over time. 
From this model evolved more 
formal educational practices tak-
ing place outside of the operating 
room, including a combination of 
bedside rounds, faculty lectures, 
tumor board didactics, morbidity 
and mortality conferences, and in-
dependent textbook-oriented learn-
ing. This process has relied heavily 
on each institution designing its own 
curriculum, resulting in significant 
heterogeneity across programs. 

The rapid adoption and im-
plementation of virtual education 
platforms commanded by the pan-
demic has changed the landscape 
of surgical education altogether. 
At the onset of the pandemic, half 
of surveyed U.S. urology program 
directors reported a significant 
negative impact of the pandemic 
on resident surgical and didactic 
education.1 As a response, urologi-
cal educators from across the world 
came together and created daily 
topic-, guideline- and case-based 

didactic lectures, expert panels and 
surgical video reviews. The New 
York Section of the AUA (EM-
PIRE [Educational Multi-Institu-
tional Program for Instructing Res-
idents]), Albany Medical College 
(Urology Teaching Collaborative), 
University of Southern California 
(Urology 60 Minutes), Endourol-
ogy Disease Group of Excellence 
Consortium (EDGE Talks), Uni-
versity of California, San Francis-
co (COViD [Collaborative Online 
Video Didactics]) and many oth-
er groups answered the call and 
brought together experts in the field 
to give live video lectures. Social 

media and word of mouth quickly 
popularized these platforms, which 
soon had hundreds of daily views. 
In response, for both the COViD2 
and EMPIRE3 series, feedback 
from viewers reported over 90% 
positive impressions, with nearly 
100% of viewers reporting a desire 
to have the lectures continue in the 
future. 

It’s time for professional urolo-
gy societies to bring together the 
best from all of these independent 
lecture series to centralize and 
optimize a virtual learning plat-
form: a platform that provides a 
virtual curriculum to be accessed 
and used by all trainees. All of the 
virtual lectures should be peer re-
viewed, curated and organized 
based on guidelines, cases, surgical 
techniques and practice updates 
into a standardized curriculum. 
Tabakin et al have made a similar 
proposal: a national virtual curric-
ulum created by expert groups that 
supplements, rather than replac-
es, individual resident educational 
programs. The benefits of such a 
comprehensive, expert-reviewed 
curriculum would be long lasting. 
Furthermore, it would allow us to 
combine and complement existing 
AUA resources including the AUA 

Core Curriculum, AUA Universi-
ty Surgical Video Library, Funda-
mentals in Urology Course, Annu-
al Board Review and Oral Board 
Review courses.4 

We are in a new era of gradu-
ate medical education in urology. 
There is no doubt that we have 
made strides. For medical educa-
tors who have made “lemonade 
out of lemons” during the pandem-
ic and created the best possible cir-
cumstances for learners to continue 
to succeed, we thank you. But if we 
are to capitalize on the innovative 
advances during the pandemic, 
we need to channel our current 
momentum to optimizing a virtual 
platform; a platform that incorpo-
rates all the content available to 
trainees into a single standardized 
curriculum. The time is now. STOP

1. Rosen GH, Murray KS, Greene KL et al: Effect 
of COVID-19 on urology residency training: a 
nationwide survey of program directors by the 
Society of Academic Urologists. J Urol 2020; 
204: 1039. 

2. Li Y, Chu C, de la Calle CM, et al: Multi-institu-
tional collaborative resident education in the era 
of COVID-19. Urol Pract 2020; 6: 425. 

3. Smigelski M, Movassaghi M, Small A: Urol-
ogy virtual education programs during the 
COVID-19 pandemic. Curr Urol Rep 2020; 21: 
50. 

4. Tabakin AL, Patel HV and Singer EA: Lessons 
learned from the COVID-19 pandemic: a call for 
a national video-based curriculum for urology 
residents. J Surg Educ 2021; 78: 324. 

“ The rapid 
adoption and 
implementation of 
virtual education 
platforms 
commanded by 
the pandemic 
has changed 
the landscape of 
surgical education 
altogether.”
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Matin SF, Pierorazio PM, 
Kleinmann N et al: Durabil-
ity of response to primary 
chemoablation of low-grade 
upper tract urothelial car-
cinoma using UGN-101, a 
mitomycin-containing re-
verse thermal gel: OLYM-
PUS trial final report. J Urol 

2021; https://doi.org/10.1097/
JU.0000000000002350.

Study Need and 
Importance

Kidney-sparing treatment op-
tions such as endoscopic ablation 
are recommended for patients with 
low-grade upper tract urothelial 
carcinoma (UTUC) whose tumors 
are small and favorably located. 
Endoscopic management, howev-
er, is associated with a high rate of 
local disease recurrence. We previ-
ously reported interim results from 
a phase 3 trial in which clinically 
significant disease eradication was 
observed following 6 weekly in-
duction instillations of UGN-101 
(a mitomycin-containing reverse 
thermal gel), irrespective of wheth-
er the patients’ tumors were re-
sectable at baseline. We now have 
followed all patients with complete 
response to induction therapy for 
at least 12 months to evaluate dura-
bility of response.

What We Found
Of 41 patients who had complete 

response to induction therapy with  
UGN-101, 23 (56%) remained in 

complete response after 12 months 
(see table). Use of monthly main-
tenance treatment with UGN-101 
varied widely with 12 patients 
receiving no maintenance treat-
ment and 29 patients receiving ≥1 
maintenance instillation (median 
6, range 1–11). There was no clear 
association between durability of 
response and maintenance treat-
ment with 6/12 patients (50%) and 
17/29 patients (59%) maintaining 
complete response; however, an 
increasing number of instillations 
of UGN-101 appeared to be asso-
ciated with increased incidence of 
urinary adverse events.

Limitations
The primary limitations of 

this study are the small sample 
size, reflecting the rarity of low-

grade UTUC, and its open-label, 
single-arm design, which does 
not permit direct comparison of 
the observed recurrence rate with 
rates of local disease recurrence 
in patients managed endoscopi-
cally. 

Interpretations for Patient 
Care

Primary chemoablation with 
UGN-101 is a nonsurgical, kid-
ney-sparing treatment that results 
in clinically significant and durable 
disease eradication, thereby pro-
viding an additional option for the 
management of patients with low-
grade UTUC, including those with 
multifocal disease and those whose 
tumors are difficult to treat endo-
scopically. STOP

Table.  Proportion of 41 patients with durable complete response at followup

Time Since Primary  
Disease Evaluation (mos)

No. Pts with Evaluation at 
Followup Visit

No. Pts Maintaining  
Complete Response (%)

3 38 35 (85)

6 38 33 (80)

9 35 28 (68)

12 31 23 (56)
Percentage is calculated from no. of patients with complete response at primary disease evaluation visit (41).

JU INSIGHT: DURABILITY OF RESPONSE TO PRIMARY CHEMOABLATION
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Payment/Reimbursement
Eugene Rhee, MD, MBA
Chair, AUA Public Policy Council

The end of 2021 saw a flurry of 
activity with respect to Medicare 
funding for calendar year (CY) 
2022. These actions not only im-
pact payment and reimbursement 
for CY 2022, but have significant 
ramifications for future provision of 
Medicare funding. On December 
10, 2021, President Biden signed 
S.610, “Protecting Medicare and 
American Farmers from Sequester 
Cuts Act” (the Act) into law. This 
legislation mitigated potentially 
devastating cuts to Medicare fund-
ing that would have kicked in on 
January 1, 2022. The original cuts, 

which came out to a nearly 10% 
reduction in Medicare funding, 
would have had a catastrophic im-
pact on urologists’ ability to pro-
vide quality care to their patients 
(see figure).

Overall, this legislation mitigat-
ed Medicare cuts from what would 
have been an overall 9.75% cut for 
CY 2022 to an overall 2% cut for 
CY 2022. While this legislation 
significantly blunted the impact of 
these Medicare funding cuts, the 
fact remains that they are taking 
place at the worst time.  

It’s clear that Congress needs to 
address systemic issues in Medi-
care’s funding mechanism—specif-
ically in the Medicare Physician 

Fee Schedule (MPFS)—in a holistic 
way to avoid such funding cliffs in 
the future. It is inappropriate for 
patients’ care to be put at risk due 
to the constraints of a rigid funding 
system. 

In addition to the cuts described 

above, urology faces additional 
Medicare funding cuts due to the 
implementation of an update to 
clinical labor rates that the Centers 
for Medicare & Medicaid Services 
(CMS) use as one of the direct 
Practice Expense components that 
go into the valuation of services 
on the MPFS (these rates had not 
been updated in 20 years). 

Due to the budget neutral nature 
of the MPFS, this update will have a 
significant negative impact on pro-
cedures with a major direct Practice 
Expense supply and equipment 
component. This includes a num-
ber of urology procedures, several 

FROM THE AUA PUBLIC POLICY COUNCIL

“ It is inappropriate 
for patients’ 
care to be put at 
risk due to the 
constraints of 
a rigid funding 
system.”
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of which face cuts of over 10%—for 
no other reasons than the statutorily 
required, budget-neutral nature of 
the MPFS and CMS’s inaction with 
respect to updating direct Practice 
Expense clinical labor rates. 

AUA advocacy heavily engaged 
in these issues throughout 2021. 
AUA’s Congressional grassroots 
action in the fall of 2021 related 
to the Congressional “Dear Col-
league” letter from Representatives 
Ami Bera, MD (D-CA-07) and  
Larry Bucshon, MD (R-IN-08) urg-
ing AUA members to contact their 
Members of Congress to oppose 
these payment cuts. That letter, 
signed by more than 245 lawmak-
ers, outlined the breadth of poten-
tial payment cuts and was a major 
reason that Congressional leader-
ship took notice of these issues. 

The AUA also engaged with 
CMS and other medical special-
ties on the clinical labor update 
to ensure that CMS was aware of 
the major negative impacts that 
it would have on specialties with 
high supply and equipment direct 
Practice Expense components. The 
AUA’s written comments and face-
to-face meeting with CMS officials 
ensured that several of the compo-
nents of the clinical labor update 
were changed to blunt the impact 
of the update—including its phased 

implementation over a 4-year pe-
riod. The AUA also continues to 
work as a partner in the Clinical 
Labor Coalition to engage Con-
gress in trying to formulate a fix to 
this update.

The AUA will continue to en-
gage with Congress through 2022 
alongside other physician specialty 
societies to ensure a long-term solu-
tion to Medicare’s inherent funding 
issues. It is critical to ensure appro-
priate payment and reimbursement 
for urological procedures so that 
we are able to provide the highest 
quality care to our patients—we can 
accept no less. STOP

Figure. CY 2022 MPFS.

On January 1, the Centers for Medicare & Medicaid Services implemented the CY 2022 Medicare 
Physician Fee Schedule which included a 0.75% reduction to the Medicare conversion factor. The 
Protecting Medicare and American Farmers from Sequester Cuts Act (enacted on December 10, 2021) 
mitigated what would have been a 3.75% reduction to the Medicare conversion factor. The Act also 
mitigated a 2.0% reduction to Medicare funding as a result of the federal budget sequester and 
eliminated a 4.0% reduction to Medicare funding as a result of the federal Pay-As-You-Go (PAYGO) Act. 

These cuts, which amounted to a nearly 10% reduction in Medicare funding, would have had a 
catastrophic impact on urologists’ ability to provide quality care to their patients.

CY 2022 Medicare  
Physician Fee Schedule

Overall, this legislation mitigates Medicare cuts from what  
would have been a 9.75% cut to a 2% cut for 2022.

For payment rates for Medicare Physician Services specific to Urology visit:  
List of Impacted Urology Codes

The Medicare cuts in effect in 2022 now include:

INDIVIDUAL IMPACT CUMULATIVE IMPACT*

JAN 1:

-0.75% Medicare  
conversion factor

JANUARY 1 – MARCH 30: 

-0.75% compared with CY 2021

APRIL 1: 

-1.0% budget sequester

APRIL 1 – JUNE 30: 

-1.75% compared with CY 2021

JULY 1: 

Additional -1.0% budget  
sequester (total -2.0%)

JULY 1 – DECEMBER 31: 

-2.75% compared with CY 2021

OVERALL CY 2022 IMPACT  
COMPARED WITH CY 2021: -2.0%

*4.0% PAYGO reduction eliminated for CY 2022
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Kang D-W, Fairey AS, Boulé NG 
et al: A randomized trial of the ef-
fects of exercise on anxiety, fear 
of cancer progression and quality 
of life in prostate cancer patients 
on active surveillance. J Urol 
2021; https://doi.org/10.1097/
JU.0000000000002334.

Study Need and 
Importance

Active surveillance (AS) has al-

lowed men with low-risk prostate 
cancer (PCa) to avoid immediate 
treatments and their side effects. 
Unfortunately, some men on AS 
experience psychosocial distress, 
which can be associated with 
poor quality of life and may even 
prompt some men to opt for rad-
ical treatments despite no clinical 
PCa progression. Exercise has 
been shown to manage distress 
in PCa patients during and after 
treatments; however, no study 
has examined the role of exercise 

in the AS setting.

What We Found
We conducted the Exercise 

during Active Surveillance for 
Prostate Cancer (ERASE) trial to 
examine the effects of 12 weeks 
of high-intensity interval training 
(HIIT) compared to usual care in 
52 PCa patients on AS. We pre-
viously reported that the HIIT 

“ The AUA will 
continue to 
engage with 
Congress through 
2022 alongside 
other physician 
specialty societies 
to ensure a long-
term solution 
to Medicare’s 
inherent funding 
issues.”

PAYMENT/REIMBURSEMENT
Arrow-right Continued from page 87

Arrow-right Continued on page 89

https://doi.org/10.1097/JU.0000000000002334
https://doi.org/10.1097/JU.0000000000002334


89AUANEWS   APRIL 2022

intervention was feasible (96% ad-
herence), improved cardiovascular 
fitness and reduced biochemical 
progression of PCa. In our analy-
ses on psychosocial outcomes, we 
found that HIIT also significantly 
improved total prostate cancer-spe-
cific anxiety (p=0.024), the fear of 
progression subscale (p=0.013), 
hormonal symptoms (p=0.005), 
perceived stress (p=0.037), fa-
tigue (p=0.029) and self-esteem 
(p=0.007; see figure). 

Limitations
The limitations of our study in-

clude potential confounding from 
social interactions that occurred 
during supervised exercise, the 
small sample size and limited sta-
tistical power, the risk of chance 
findings due to multiple testing 
without adjustment, potential re-
cruitment bias and lack of long-
term followup.

Interpretation for Patient 
Care

Our findings suggest that su-
pervised HIIT may improve 
PCa-specific anxiety, fear of 
cancer progression, hormonal 

dysfunction, stress, fatigue and 
self-esteem in PCa patients on 
AS. These outcomes may be par-
ticularly important for a subgroup 
of AS patients who show higher 
anxiety and potentially opt for 
radical treatment to manage their 

distress. Larger trials are needed, 
however, to confirm our findings 
and to establish the longer-term 
effects of exercise on patient-re-
ported and treatment outcomes in 
the AS setting. STOP

Figure. A 12-week high-intensity aerobic interval training program significantly reduced total PCa-specific anxiety (left graph) and fear of progression 
subscale (right graph). 
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Society of Academic Urologists Hybrid Meeting  
a Success Despite COVID Challenges!
James A. Brown, MD
University of Iowa Hospitals & Clinics, Iowa City

I begin this article on January 29 

from the Crystal C ballroom at the 
Renaissance Orlando at SeaWorld 
Hotel wearing a KN95 mask. I am 
surrounded by a few dozen attend-
ees who have braved the Omicron 
surge in the COVID pandemic. 
Somehow after nearly 2 years this 
is no longer foreign. A month ago, 
thanks to the hard work of Monica 
Bertz and Heather Swanson of WJ 
Weiser & Associates, the Society of 
Academic Urologists (SAU) board 
pivoted to make this a hybrid meet-
ing. Overall, there were 194 regis-
trants, 79 live and 115 virtual. The 
meeting went off without a hitch. I 
am happy to report it was a success.

The meeting was organized 
and chaired by Tom Jarrett (Chair, 
George Washington University) and 
Jill Buckley (Program Director, UC 

San Diego). They kicked it off Fri-
day morning, January 28 with a ses-
sion on resident education. Lindsay 
Hampton of UCSF, in her presen-
tation How Do Residents Learn Today 
in 2022, and Sarah Kryzastek and 
Tyler Roseman (Virginia Common-
wealth University), in their lecture 
Are We Effective Teachers or Stuck in 
the Past?, informed us of our genera-
tional differences and of the optimal 
approach for educating millennials 
and Generation Z residents. Their 
take-home messages were that we 
need personalized education, in-
teractive hands-on training and re-
al-time adaptive feedback.

Boyd Viers of the Mayo Clinic, 
Kate Kraft of Michigan and Brett 
Johnson of UT Southwestern then 
discussed surgical education out-
side the operating room, the opti-
mal role of a fellow in resident edu-
cation and the impact of the use of 
an Advanced Practice Provider as 

a bedside assistant. They reminded 
us that we should use the flipped 
classroom and move toward virtual 
reality robotic surgery simulation. 

The next round of lectures cov-
ered helping faculty give feedback 
(Daniel Lin, University of Wash-
ington, and Humphrey Atiemo, 
Henry Ford Hospital) and the re-
sources necessary for struggling 
residents (Daniel Stein, George 
Washington University) as well as 
addressing challenging resident di-
lemmas (Una Lee, Virginia Mason, 
and Christopher Warlick, Universi-
ty of Minnesota). The bottom line 
is that we should seek out available 
resources in these situations. Next, 
Elspeth McDougall brought us her 
retirement perspective on how res-
idents learn. This was followed by 
a panel discussing the Past, Pres-
ent and Future of Urologic Education 
(fig. 1). Next came Dave Penson’s 
(Vanderbilt University) overview 

of a current SAU initiative for stan-
dardizing the medical student away 
rotation invitation process.

Friday afternoon provided 
teaching on what it takes to be a 
highly successful program direc-
tor (Ganesh Palapattu, University 
Michigan), keeping your faculty 
involved in resident education 
(Cheryl Lee, Ohio State Universi-
ty), building the next generation of 
leaders (Ann Gormley, Dartmouth) 
and the value of protected research 
time (Edward Schaeffer, North-
western University).

The big fun of the afternoon was 
a spirited debate between Marisa 
Clifton ( Johns Hopkins University) 
and Wes Mayer (Baylor College of 
Medicine) on whether we are too 
hard or too soft on residents. Both 
made compelling arguments. It was 
a draw. Their debate was  followed 

SECTION AND SPECIALTY MEETINGS
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by Kristen Scarpato’s (Vanderbilt 
University) talk on how to inspire 
our residents to work hard and live 
well. The punchline was that we 
should all lead by example. Gina 
Badalato (Columbia University) 

concluded the session with her 
New York perspective on what, be-
yond the milestones, determines a 
well-trained resident.

The remainder of Friday was 
dedicated to updates from leaders 

of the SAU, ACGME (Accredita-
tion Council for Graduate Medical 
Education) Review and Recogni-
tion Committee, ACURe (Associ-
ation of Coordinators for Urologic 
Residency Education), Society of 
Women in Urology, the R. Frank 
Jones Urological Society and the 
AUA Offices of Education, and 
Science and Quality. The day was 
capped with a festive welcome 
 reception.

Saturday morning was orga-
nized into a series of group discus-
sions. These were led by leaders 
of the SAU’s 4 current task forc-
es (Kate Kraft, Heidi Stephany of 
UC Irvine Medical Center, Wesley 
Mayer, Patrick Shenot of Thomas 
Jefferson University, Gina Badala-
to, Elizabeth Takacs of the Univer-
sity of Iowa and Moben Mirza of 
Kansas University): Incorporation of 
Best Practices in Avoidance of Bias & 
Discrimination in Resident Recruit-
ment & Training, Assessing Residency 
Applications in the Post-USMLE Step 
1 Score Era, Optimizing the Applicant 
Experience in the Virtual Interview 
Era, and Resident Mental Well-Being 
and Suicide Prevention. The attend-
ees shared germane thoughts and 
learned of the importance and 
challenges of each.

Saturday afternoon was kicked 
off by Willie Underwood (Buffalo, 
New York) and his moving lecture 
on addressing racial disparities in 
urology residencies (fig. 2) and 
Eila Skinner’s (Stanford Univer-
sity) address on female leader-
ship in urology. Their talks led 
into a Young Urologists panel on 
What is Missing in Urology Training? 
(Heather Chalfin of the National 
Cancer Institute, Jessica Lange 

of Chattanooga, Tennessee and 
Sunil Patel of Johns Hopkins Uni-
versity). Justin Ziemba (Universi-
ty of Pennsylvania) advised us to 
be proactive and to ask, “What 
are we doing to mitigate harm?” 
in his talk about fostering partic-
ipatory and experiential patient 
safety learning. This was followed 
by Simon Kim’s (University of 
Colorado) advice on training resi-
dents well while being productiv-
ity driven. Sarah McAchran (Uni-
versity of Wisconsin) wrapped up 
the midafternoon with her talk on 
well-being and burnout. 

The meeting was concluded 
with members of the SAU exec-
utive committee (Simone Tha-
vaseelan, Kirsten Greene, Lee 
Richstone, Raj Pruthi and Moben 
Mirza) discussing the recent chang-
es in urology: preference signaling, 
resident interview flush day, the 
new ACGME Program Director 
Patient Safety and Quality (PDPQ) 
Educators Program, the SAU 2021 
Benchmark Survey on Compensa-
tion and Productivity, and an SAU 
surveys update.

Those of us attending in person 
headed to the airport Saturday 
night or Sunday morning. We all 
flew home, including me to Iowa 
City, where I now complete this 
article and look across a backyard 
covered in snow. My biggest take-
away from this year’s Orlando 
SAU winter meeting, after the past 
2 meetings held virtually, was the 
joy of seeing so many of you in 
person after nearly 2 years apart. I 
look forward to seeing the rest of 
you in person in New Orleans on 
May 12! STOP

SOCIETY OF ACADEMIC UROLOGISTS HYBRID MEETING
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Figure 1. SAU Panel discussing the Past, Present and Future of Urologic Education.

Figure 2. Willie Underwood (Buffalo, New York; right) discussing how to address racial disparities in 
urology residences.
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Reshaping BPH Treatment
•  The iTind procedure involves a temporarily implanted nitinol device that reshapes the prostatic urethra and bladder neck to deliver 

signifi cant and long-lasting relief of BPH symptoms, all without heating prostatic tissue or a permanent implant.1,2 The iTind device 
can be placed in an outpatient or offi ce setting using either a slim rigid or fl exible cystoscope. 

•  Through continuous ischemic pressure and subsequent tissue necrosis, the iTind device struts slowly expand to reshape the 
prostatic urethra and bladder neck to better allow urine fl ow, while preserving erectile and ejaculatory function.1,2

•  Post-op catheterization is rare, and patients are able to return home during  the 5-7 day treatment, at the end of which the device 
is completely removed.1

Before After

1 2 3Implantation of the iTind device Treatment Period (5 to 7 days) Removal of the iTind device

Implantation of the iTind device may cause urinary urgency, pelvic discomfort, dysuria or hematuria. In rare cases, iTind may cause urinary tract 
infection or acute urinary retention. 

 © 2022 Olympus America, Inc. All rights reserved. Printed in USA. ™ & ® Trademark or Registered Trademark of Olympus or its affi liated entities in the U.S. and/or other countries of the world.  
1. Amparore et al., 2021;  2. Chughtai et al., 2020   I   Subject to change without notice.   I   OAIURO0322AD44187

How the iTind™ Procedure Works

 Scan for more information
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