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Clinically Localized Prostate Cancer: AUA/ 
American Society for Radiation Oncology Guideline
James Eastham, MD
Memorial Sloan Kettering Cancer Center, New York, 
New York

Stephen A. Boorjian, MD
Mayo Clinic, Rochester, Minnesota

Introduction
Prostate cancer remains the 

most common noncutaneous can-
cer among U.S. men, with an es-
timated 268,490 new cases and 
34,500 deaths in 2022.1 The ma-
jority of newly diagnosed patients 
have clinically localized disease.1 
Providing evidence-based guide-
line statements to support clinical 
decision making represents an im-
portant component of delivering 
high-quality care. Given the recent 
breadth of investigation into var-
ious aspects of the evaluation and 
management of clinically localized 
prostate cancer (CLPC), the AUA, 
in collaboration with ASTRO 
(American Society for Radiation 
Oncology), updated the organiza-
tion’s prior guideline. The 2022 
iteration summarizes current evi-
dence and provides specific guid-
ance for patients and physicians in 
the management of CLPC. 

The selection of a management 
strategy for CLPC is preference 
sensitive and includes patients’ in-
terpretation of treatment-specific 
risks and benefits. Clinicians must 
inform patients thoroughly regard-
ing the risks and benefits of various 
management options. Clinicians 
also must elicit patient values, 
preferences and concerns about 
treatment outcomes. This collab-
orative shared decision making 
(SDM) process is designed to yield 
a well-informed, high-quality man-
agement decision.2 

Risk Assessment
An important component of the 

updated guideline is the contin-
ued utilization of a risk stratifica-
tion classification for patients with 
newly diagnosed CLPC. Patients 

should be counseled regarding the 
severity of disease and documented 
natural history to provide perspec-
tive for SDM regarding the tradeoff 
between treatment-related side ef-
fects and the likelihood of disease 
progression.3–5 Furthermore, risk 
level dictates the intensity of the 
staging evaluation and subsequent 
management while also facilitating 
clinical trial enrollment.

While recognizing that risk 
groups are updated as new infor-
mation is gained, the guideline 
maintains a risk group approach 
as a framework to discuss relevant 
management options. To this end, 
the guideline discusses the roles of 
clinical T stage, serum prostate spe-
cific antigen, Grade Group (Glea-
son score) and tumor volume on 
biopsy as means to inform risk. 

Staging
Imaging studies are intended to 

define the local extent of disease 
as well as determine the presence 
of nodal and distant metastases, 
and thereby inform management. 
The guideline emphasizes the use 
of a risk-based approach to staging 
for patients with newly diagnosed 

CLPC, considering the probability 
of the patient harboring metastat-
ic disease as well as the sensitivi-
ty and specificity of each imaging 
modality. The Panel acknowledges 
that the role of next generation im-
aging is an area of active investiga-
tion and that the impact on clinical 
decision making and patient out-
comes remains to be determined.

Risk-Based Management
Recognizing that each manage-

ment option is associated with its 
own unique benefit/risk profile for 
each patient, the patient should be 
well informed regarding potential 
cancer control outcomes as well as 
expected risks and side effects in 
order to compare the options and 
facilitate clear expectations. Spec-
ifying the likelihood of various 
outcome scenarios with each treat-
ment can facilitate SDM, and there 
are tools available to estimate the 
likelihood of functional outcomes 
with each treatment.3 With this in 
mind, the Panel makes risk-based 
recommendations regarding mul-
tiple management options, includ-
ing active surveillance, surgery, 
radiation, systemic therapy and 
ablation. 

Followup after Treatment
Monitoring after treatment is 

necessary to identify recurrence as 
well as complications from treat-
ment, and thereby facilitate early 
intervention as appropriate. The 
Panel includes specific recommen-
dations regarding initial and ongo-
ing monitoring, and highlights the 
importance of routine discussion of 
urinary, bowel and sexual function 
with the use of standardized/vali-
dated instruments. 

Clinicians should support pa-
tients with CLPC through contin-
ued symptom management and 
encourage engagement with pro-
fessional or community-based re-
sources. The array of survivorship 

needs for an individual patient and 
caregiver may be broad and should 
be explored by the clinician and 
team to ensure that appropriate 
support, especially peer support, is 
offered. 

Conclusion
CLPC remains among the most 

active areas of investigation in 
urology. As such, patient care will 
likely continue to be refined—and 
enhanced—in the near future. The 
full unabridged guideline will be 
available online at auanet.org/
guidelines and featured in plenary 
and course presentations at AUA 
Annual Meeting 2022. STOP

1. Siegel RL, Miller KD, Fuchs HE et al: Cancer 
statistics, 2022. Ca Cancer J Clin 2022; 72: 7.

2. Légaré F, Stacey D, Turcotte S et al: Interven-
tions for improving the adoption of shared 
decision making by healthcare profession-
als. Cochrane Database Syst Rev 2014; 9: 
CD006732.

3. Laviana AA, Zhao Z, Huang L et al: Develop-
ment and internal validation of a web-based tool 
to predict sexual, urinary, and bowel function 
longitudinally after radiation therapy, surgery, 
or observation. Eur Urol 2020; 78: 248.

4. Cooperberg MR, Pasta DJ, Elkin EP et al: The 
University of California, San Francisco Cancer 
of the Prostate Risk Assessment score: a straight-
forward and reliable preoperative predictor of 
disease recurrence after radical prostatectomy. J 
Urol 2005; 173: 1938.

5. D’Amico AV, Whittington R, Malkowicz SB et 
al: Biochemical outcome after radical prostatec-
tomy, external beam radiation therapy, or inter-
stitial radiation therapy for clinically localized 
prostate cancer. JAMA 1998; 280: 969.

ANNUAL MEETING GUIDELINE PRESENTATION

“ Clinicians must 
inform patients 
thoroughly 
regarding the 
risks and benefits 
of various 
management 
options. Clinicians 
also must elicit 
patient values, 
preferences 
and concerns 
about treatment 
outcomes.”

“ Clinicians should 
support patients 
with CLPC 
through continued 
symptom 
management 
and encourage 
engagement with 
professional or 
community-based 
resources.”
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Renal Mass and Localized Renal Cancer: Evaluation, 
Management and Followup
Steven C. Campbell, MD, PhD
Chair, AUA Guidelines Panel for Renal Mass and 
Localized Kidney Cancer 
Glickman Urologic and Kidney Institute 
Cleveland Clinic, Ohio

On behalf of the AUA Guidelines Panel: 
Steven C. Campbell, Robert G. Uzzo, 
Peter E. Clark, Sam S. Chang, Jose A. 
Karam and Lesley Souter

Conflict of Interest: Dr. Campbell has no 
conflict of interest or disclosure regarding 
this educational activity.  

The AUA Guidelines for Renal 
Mass and Localized Kidney Cancer 
were revised in 2021, and an update 
regarding this will be provided at 
the AUA Plenary Session on May 
13, 2022. Dr. Steven Campbell will 
present this summary on behalf of 
the panel, which included Robert 
G. Uzzo, Peter E. Clark, Sam S. 
Chang, Jose A. Karam and Les-
ley Souter. The full version of the 
Guideline is available at https://
www.auanet .org/guide l ines/
guidelines/renal-mass-and-local-
ized-renal-cancer-evaluation-man-
agement-and-follow-up and is 
also presented more concisely in 
Executive Summaries published 
by The Journal of Urology®.1,2 The 
methodology for this process was 
rigorous and evidence-based, in-
cluding a systematic literature re-
view and meta-analysis. Input from 
related societies and stakeholders 
involved in the care of this patient 
population was incorporated, and 
all recommendations underwent 
extensive peer review.  The 2021 
Guideline represents a substantial 
update of the 2017 Guideline for 
Renal Mass and Kidney Cancer, 
and it also incorporates other im-
portant changes.  

What Is New or Different for 
2021−22?
• The literature has been updated 

to 2021
• Updated risk-based surveillance 

protocols for patients after in-
tervention are merged into this 
documentthis was a separate 
Guideline previously

• The indications for genetic coun-

seling have been expanded
• For the first time, the issue of 

adjuvant therapy has been ad-
dressed

• Regarding imaging, magnetic 
resonance imaging (MRI) with 
contrast can now be used even 
in patients with severe chronic 
kidney disease (CKD) or end-
stage renal disease 

• The indications for renal mass 
biopsy (RMB) are now more 
clearly defined, emphasizing a 
utility-based approach

• The issue of deciding about rad-
ical nephrectomy (RN) vs partial 
nephrectomy (PN) is now more 
clearly stated to make the rec-
ommendations more granular 
and useful

• The indications and rationale for 

active surveillance (AS) are now 
more granular, and followup on 
AS is now defined in a more ro-
bust manner 
The algorithms for evaluation, 

counseling and intervention are 
illustrated in figure 1, AS princi-
ples and protocols are illustrated in 
figure 2 and similar specifications 
for followup after intervention are 
highlighted in figure 3.  

One important statement in the 
Guidelines relates to the utilization 
of RN (fig. 1). This specifies that 
RN should be considered whenev-
er increased oncologic potential is 
suggested by increased tumor size, 
RMB suggesting aggressive grade/
histology, and/or imaging features 
suggesting infiltrative or locally ad-
vanced features. In this setting, the 

Guidelines advise that RN is pre-
ferred if all of the following criteria 
are also met: 1) the tumor is high 
complexity and PN would be chal-
lenging even in experienced hands, 
2) the patient does not have preex-
isting CKD/proteinuria and 3) the 
patient has a normal contralateral 
kidney and the new baseline esti-
mated glomerular filtration rate will 
likely be >45 ml/minute/1.73 m2 
even if RN is performed. If all these 
criteria are not met, PN should 
be considered unless there are 
 overriding concerns about the safe-
ty or oncologic efficacy of PN.  In 
general, which patients should un-
dergo RN vs PN has been very con-
troversial, and the European Asso-

AUA GUIDELINES 

Figure 1. Algorithms for evaluation, counseling and intervention. CBC, complete blood count. CMP, comprehensive metabolic panel. eGFR, estimated 
glomerular filtration rate. FNA, fine needle aspiration. GFR, glomerular filtration rate. UA, urinalysis.

Arrow-right Continued on page 9
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ciation of Urology and  National 
Comprehensive Cancer Network® 
guidelines leave it up to the sur-
geon to decide based primarily on 
whether PN is potentially feasible.  
The AUA Guidelines are unique in 
that they provide granular informa-
tion to help clinicians make solid 
decisions with the goal of providing 
RN to patients who really need it 
while avoiding the overutilization 
of RN that has been a major con-
cern in the field. 

Another important development 
is that MRI with contrast can now 
be obtained even in patients with 
severe CKD or end-stage renal dis-
ease. The risk of nephrogenic fibro-
sis with second- and third-genera-
tion gadolinium agents is extremely 
low (essentially nonexistent), and 
this will represent a real game 
changer for our daily practices.

The indications for genetic 
counseling have been expanded, 
and it is now recognized that >6% 
of all renal cell carcinoma (RCC) 
cases are familial.  Genetic coun-
seling is now recommended for 
all patients ≤46 years of age with 
renal cancer, those with multifo-
cal or bilateral renal masses, or 
whenever 1) the personal or fami-
ly history suggests a familial RCC 
syndrome, 2) there is a first- or 
second-degree relative with a his-
tory of RCC, or a known genetic 
or clinical diagnosis of a familial 
renal neoplastic syndrome, even 
if RCC has not been observed, or  
3) whenever the pathology 
demonstrates histology suggestive 
of such a syndrome.  

The Guidelines now provide 
recommendations about adjuvant 
therapy after surgery in high-risk 
patients, reflecting recent studies 
suggesting potential benefits of tar-
geted therapies or immune check-
point inhibitors in certain cohorts 
of patients.  Additional data about 
this topic are expected in the near 
future that might further impact pa-
tient management.  

Regarding thermal ablation 
(TA), RMB is now recommend-
ed prior to TA as a separate pro-
cedure.  This is preferred over 
RMB at the time of TA because 
it will facilitate more rational 
management.  

Figure 2. AS principles and protocols. LFT, liver function test. mRCC, metastatic RCC. Rx, management. sCr, serum creatinine. US, ultrasound.

Figure 3. Followup after intervention. CBC, complete blood count. CT, computerized tomography. eGFR, estimated glomerular filtration rate. LDH, lactate 
dehydrogenase. LFT, liver function test. PE, physical examination. PET, positron emission tomography. SCr, serum creatinine.

RENAL MASS AND LOCALIZED RENAL CANCER
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The Guidelines now recommend 
consideration of AS for  patients 
with solid masses <2 cm and for 
those with complex but predomi-
nantly cystic renal mass, reflecting 
a relatively low oncologic risk when 
observing such patients (fig. 2).  For 
various cohorts of patients on AS, 
the Guidelines now provide specif-
ic recommendations about coun-
seling, intensity of surveillance and 
potential role for RMB.  

Followup after intervention has 
now been updated and merged into 

the Guidelines, with detailed rec-
ommendations regarding general 
principles and risk-based protocols 
for surveillance (fig. 3). Appropri-
ate counseling, laboratory testing, 
and abdominal and chest imaging 
are reviewed, and the limited role 
of bone scans, central nervous sys-
tem imaging and positron emission 
tomography scans is discussed.  For 
patients with findings suspicious for 
metastases, the extent of disease 
should be defined and the patient 
should be referred to medical on-

cology.  If isolated or oligometastat-
ic disease is identified, surgical re-
section or ablative therapies should 
be considered in select patients. 
Patients with a new renal primary 
or local recurrence should under-
go thorough metastatic evaluation, 
and if the disease is isolated to the 
ipsilateral kidney and/or retroper-
itoneum, a urologist should be in-
volved in the counseling and surgi-
cal resection, or ablative therapies 
can be considered.  For various risk 
categories, a surveillance schedule 

is provided, defining the intensity 
and duration of surveillance (fig. 3).

The Guidelines should prove 
helpful for urologists in their daily 
practice for the evaluation, counsel-
ing, management and surveillance 
of patients with renal cancer. STOP

1. Campbell SC, Clark PE, Chang SS et al: Renal 
mass and localized renal cancer: evaluation, 
management and follow-up: AUA Guideline: 
part I. J Urol 2021; 206: 199.

2. Campbell SC, Uzzo RG, Karaam JA et al: Re-
nal mass and localized renal cancer: evaluation, 
management and follow-up: AUA Guideline: 
part II. J Urol 2021; 206: 209.
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AUA Plenary: Laparoscopic Robotic Surgical Systems: 
Emerging Systems in Urology Use
S. Duke Herrell, MD, FACS
Vanderbilt University Medical Center, Nashville, 
Tennessee

Breakthrough surgical technolo-
gies make leaps from revolution to 
evolution to eventual competition.  
As Charles Caleb Colton said,  
“Imitation is the sincerest form of 
flattery.”

Credit must go to Intuitive Sur-
gical® (ISRG) for the revolution 
they initiated in spreading robot-
ics to widescale community and 
surgeon acceptance starting with 
urology.1 Two decades later, ISRG 
has a $100+ billion market cap, has 
advanced into multiple specialties, 
and has created several evolutions 
such as Xi®, SP® (single port) and 
Firefly® fluorescence imaging. 

Urological laparoscopic surgery 
started in earnest in the early 1990s 
after the success of laparoscopic 
cholecystectomy in general sur-
gery. Pioneers such as Clayman, 
Kavoussi and others led the early 
use in urology for kidney proce-
dures, and other operations soon 
followed. By the late 1990s com-
plex laparoscopic interventions 
including even suturing and recon-
structions were being pursued by a 
small group of dedicated minimally 
invasive urological surgeons. How-
ever, the barriers to widespread 
translation to larger numbers of ac-

ademic and community urologists 
and trainees was severely limited 
by the challenging learning curve 
and skill requirements. Even with 
the emergence of laparoscopic 
radical prostatectomy led by our 
French colleagues, translation was 
limited to a few centers and sur-
geons, and was not embraced by 
most urologists and only a few 
uro-oncologists. 

During the same 1990s time 
frame, researchers at the Stanford 
Research Institute were developing 
a system for the U.S. military fund-
ed by DARPA (Defense Advanced 
Research Projects Agency) and 
aimed at battlefield remote sur-
gery, which was then transitioned 
to a laparoscopic system. The sys-
tem functioned as a “tele presence 
manipulator” with multiple instru-
ments, a stereo (3D) camera dis-
play and wristed instruments all 
controlled by the surgeon from a 
remote console. The platform was 
soon referred to as a “robot” de-
spite the lack of autonomous func-
tion. As project funding slowed, a 
group of visionary entrepreneurial 
investors led by Dr. Fred Moll and 
others licensed the emerging tech-
nology and started the company 
ISRG. The da Vinci® (fig. 1) system 
was developed and marketed ini-
tially targeted at cardiac surgery but 
achieved little traction in that spe-

cialty. Initial use for radical prosta-
tectomy was reported in Europe 
and subsequent rapid acquisition 
and deployment by Dr. Mani Me-
non at Henry Ford Hospital created 
a surge of interest and competition 
in the U.S. to learn robotic prosta-
tectomy. The wristed instruments, 
steady platform, stereovision, sur-
geon interface intuitiveness, ease 
of learning complex tasks such as 

suturing, and marketing led to rap-
id adoption at many centers that 
sought to maintain radical prosta-
tectomy operative volume. Transla-
tion to other procedures occurred 
organically as radical cystectomy, 
partial nephrectomy and a host of 
other procedures followed, as well 
as growth in other markets such 

SPECIAL LECTURES

Figure 1. ISRG da Vinci Xi robotic system. Figure used with permission of Intuitive Surgical.
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as gynecology. A lone competitor 
company, Computer Motion, was 
acquired by ISRG in the early 
2000s creating a market monopoly. 
ISRG had a significant intellectual 
property barrier to competition en-
tering the market as well as market 
dominance. 

While still dominating the sec-
tor and developments, ISRG’s 
first mover advantage, strong in-
tellectual property and market 
dominance seem to be weakening 
slowly as others rush to capture 
lucrative market share globally. 
Growth is estimated by Verified 
Market Research to grow from 
$6.1 billion in 2020 to $22.27 bil-
lion by 2028. Competitive systems 
are now being deployed where 
patent and regulatory require-
ments permit and are emerging 
from Asian (China: KangDuo; Ko-
rea: Revo-i and Japan: Hinotori), 
Europe (CMR Surgical: Versius  
[fig. 2]) and U.S. (Asensus: Sen-
hance and Medtronic: Hugo®) 
manufacturers. How many of these 
see ultimate regulatory approval 
and successful financial and clini-
cal adoption in the important U.S. 
market is yet to be seen. 

This panel will review the sys-
tems that are emerging in the 

space of laparoscopic robotic 
 surgery and attempt to give the 
audience some initial exposure 
to what information is avail-
able about the systems that have 
reached some urology use. The 
expert panelists will discuss a 
“report card” of each system and 
how the current systems compare 
in terms of specific form factors, 
mechanisms and purported ad-
vantages. Laparoscopic robotic 
systems will likely see small me-
chanical advances going forward 
but continued scientific progress 
will appear as augmentations like 
tumor cell imaging, true imag-
ing-based surgical guidance and 
subtask cooperative automation. 

The next urology-focused revolu-
tion is rumored to already be in mo-
tion in the form of developing “ro-
botic flexible endoscopy” (ISRG: 
Ion; Auris: Monarch) adapting 
systems from bronchoscopy to ure-
teroscopy.2 Another company, Vir-
tuoso Surgical, aims to revolution-
ize rigid endoscopy (enucleation, 
en-bloc transurethral resection of 
bladder tumor, hysteroscopy etc) by 
deploying multiple dexterous robot-
ic 1 mm arms through a 26Fr scope, 
allowing retraction, precise tissue re-
moval and manipulation.3 

Just as competition is inevitable 
with the emergence of the differ-
ent larger laparoscopic robotic 
surgery systems, it is also inevita-
ble that bold urological surgeons, 
engineers and companies will 
continue to push all minimally 
invasive surgery forward and cre-
ate amazing new opportunities to 
benefit patients and society. This 
panel will inform the AUA attend-
ees on the status of current laparo-
scopic  robotic surgery and emerg-

ing robotic systems. STOP

1. Felix E: The History of Robotic-Assisted 
Surgery. General Surgery News, September 
10, 2021. Available at https://www.general-
surgerynews.com/Opin ion/Ar t icle /09 -21/
T h e - H i s t o r y - o f - R o b o t i c - A s s i s t e d - S u r -
gery/64651?utm _ source = site &utm _medi-
um=email_friend&utm_campaign=64651.

2. Chew BH, Chi T, Monga M et al: Advances 
in Robotic URS Will Help Target Stones and 
Reduce Ionizing Radiation. Urology Times,  
January 2021. Available at https://www.urol-
ogytimes.com/view/robotic-ureteroscopy-fu-
ture-stone-management.

3. Harvey L, Hendrick R, Dillon N et al: A novel ro-
botic endoscopic device used for operative hysteros-
copy. J Minim Invasive Gynecol 2020; 27: 1631.
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The Urology Workforce in the 21st Century:  
Trends and Predictions
Christine Campisi, MS
Albert Einstein College of Medicine, Bronx, New York

Justin Loloi, MD
Montefiore Medical Center, Bronx, New York

Amanda North, MD
Albert Einstein College of Medicine, Bronx, New York 
Montefiore Medical Center, Bronx, New York

According to the 2020 Ameri-
can Urological Association Census, 
there are 13,352 practicing urol-
ogists in the United States, an in-
crease from 11,703 in 2014, when 
the first AUA Census was conduct-
ed.1 The urologist-to-population 
ratio has also increased from 3.70 
per 100,000 in 2014 to 4.07 in 2020. 
However, despite this increase 62% 
of counties in the United States 
currently have no practicing urolo-
gists, and the majority of urologists, 

approximately 90%, practice in a 
metropolitan area compared to just 
0.4% practicing in rural areas. 

Though the increased number 
of practicing urologists has posi-
tive implications, the demograph-
ic makeup of the workforce pres-
ents concerns for a future shortage 
in the field. Specifically, a consid-
erable and increasing proportion 
of practicing urologists are over 
65 years of age, increasing from 
23% of urologists over the age of 
65 in 2014 to 30% in 2020. Fur-
thermore, the percent of practic-
ing urologists under the age of 34 
years has decreased from 7.2% in 
2014 to 5.4% in 2020. In combina-
tion with increased demand from 
an aging population, an aging 
workforce is cause for concern as 

the number of postgraduate train-
ing positions may not be enough 
to replace a rising number of re-
tiring surgeons. 

It is encouraging to see that in-
creasing numbers of female trainees 
are entering the field. The percent-
age of female practicing urologists 
has seen a steady increase from 7.7% 
in 2014 to 10.3% in 2020. Addition-
ally, the percentage of female prac-
ticing urologists under the age of 45 
years has increased from 18.7% in 
2014 to 21.3% in 2020, while less 
than 1% of urologists over the age of 
65 are women. Encouraging wom-
en to pursue careers in urology, es-
pecially as women now make up the 
majority of medical school matricu-
lants,2 may combat the pressures of 
a workforce shortage.3  

However, differences in how 
women and men practice may indi-
cate ongoing inequalities that prop-
agate unequal gender representa-
tion in the field. Male and female 
urologists worked an equal number 
of hours per week, on average (52.7 
male vs 52.5 female), and it has 
been previously shown that there 
are no significant gender differenc-
es in weekly clinical and nonclini-
cal hours worked.4 However, male 
urologists saw more patients per 
week (65 male vs 60 female) and 
female urologists spent more time 
on average with each patient (16.5 
minutes male vs 19.2 minutes fe-
male). More female urologists prac-
ticed in academic medical centers 

Arrow-right Continued on page 12

Figure 2. CMR Surgical Versius robotic system. Figure used with permission of CMR Surgical.
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(27.3% male vs 41.5% female), while 
more male urologists were in pri-
vate practice (53.1% male vs 36.4% 
female). Longer clinical hours, 
more frequent and short-duration 
office visits, and private practice are 
all associated with higher pay, high-
lighting potential contributors to 
the gender pay gap between male 
and female urologists.

When asked about barriers that 
impacted professional success, 
92.7% of females reported any bar-
rier compared to 74.5% of males. 
Specifically, lack of control over 
staffing decisions or scheduling was 
cited as a barrier to professional suc-
cess (24.1% males vs 46.2% females). 
This indicates that in practice rather 
than gendered differences being fa-
cilitated by the preferences of indi-
vidual female urologists, they may 
instead reflect practice decisions 
that are out of their control.

Alarmingly, racial and ethnic di-

versity in the urological workforce 
continues to stagnate. The percent-
age of urologists who are Black or 
African American has remained 
virtually unchanged since 2014 
(2.5% in 2014 vs 2.1% in 2020), and 
the same is true for urologists who 
are Hispanic or Latino (4.1% in 
2014 vs 3.8% in 2020). These per-
centages are disproportionately low 
compared to the U.S. population as 
a whole, as 12.4% of people living in 
America identified as Black or Afri-
can American and 18.7% of the U.S. 
population identified as Hispanic or 
Latino according to the 2020 Unit-
ed States Census data. The pipeline 
that begins with medical school, fol-
lowed by residency, fellowship and 
faculty appointment, has multiple 
points at which applicants from un-
derrepresented groups may be lost.5 
For example, significant differences 
in the number of residency applica-
tions submitted per applicant based 

on race suggest potential disparities 
in applicant counseling. It has been 
suggested that multiple interven-
tions be put in place throughout 
identified training milestones to 
mitigate barriers, such as structured 
mentoring programs and partner-
ships with student groups such as 
the Latino Medical Student Associ-
ation and Student National Medical 
Association.6

In conclusion, examination of 
data from The State of Urology Work-
force and Practice in the United States 
identifies areas of improvement as 
well as potential sources of ongoing 
inequality. The urology workforce 
continues to see an increasing num-
ber of female trainees. However, 
the workforce has not seen a signif-
icant improvement in its inclusion 
of racial and ethnic groups under-
represented in medicine. Thus, in-
vestment in programs aimed at di-
versifying the field of urology, and 

the medical field as a whole, is as 
important as ever. STOP

1. American Urological Association: The State of 
Urology Workforce and Practice in the United 
States 2020. Linthicum, Maryland: Ameri-
can Urological Association 2021. Available at 
https://www.auanet.org/research/research-re-
sources/aua-census/census-results. Accessed 
January 26, 2021.

2. Accreditation Council for Graduate Medical Edu-
cation: ACGME Data Resource Book 2020-2021. 
Chicago, Illinois: Accreditation Council for Grad-
uate Medical Education 2021. Available at https://
www.acgme.org/About-Us/Publications-and-Re-
sources/Graduate-Medical-Education-Data-Re-
source-Book. Accessed February 18, 2021.

3. Koo K, North AC and Granberg CF: Trends in 
female representation in urology residency: im-
pact on workforce projections. Urology 2021; 
147: 324.

4. North AC, Fang R, Anger J et al: The gender pay 
gap in urology. Urol Pract 2021; 8: 149. 

5. Findlay B, Bearrick E, Granberg C et al: MP12-
13 Representation in the pipeline: trends in 
racial and ethnic diversity among urology res-
idency applicants. J Urol, suppl., 2021; 206: 
e193.

6. Ghanney Simons EC, Arevale A, Wash-
ington SL et al: Trends in racial and ethnic 
diversity in the US urology workforce. Urol-
ogy 2021; https://doi.org/10.1016/j.urolo-
gy.2021.07.038. 
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Patient Reported Quality of Life with Different Urinary 
Diversion Options after Radical Cystectomy 
Isamu Tachibana, MD  
Indiana University School of Medicine, Indianapolis

Hristos Z. Kaimaliotis, MD  
Indiana University School of Medicine, Indianapolis

Clint Cary MD, MPH 
Indiana University School of Medicine, Indianapolis

After extirpative management of 
bladder cancer, urinary diversion 
can play an integral role in patient 
outcomes and perceived quality of 
life. Choices for urinary diversion 
typically include ileal conduit (IC), 
neobladder (NB) and continent uri-
nary reservoir (Indiana Pouch, IP). 
Both short- and long-term quality 
of life outcomes as well as post-
operative complication rates have 
been studied among these differ-
ent types of diversions. A urinary 
diversion is life-altering, and the 
best choice for patients not only 
involves the consideration of clin-
ical characteristics, such as baseline 
renal function, that may preclude 
patients from a NB or IP, but also 
allowing patients to have an ade-
quate understanding of the options 
and the potential effect on quality 
of life. Patient satisfaction is pred-
icated on this balance between pa-
tient choice and what may be the 
most clinically appropriate option.

At Indiana University, we iden-
tified 233 patients between 2011 
and 2013 who underwent cystecto-
my with urinary diversion (139 IC, 
39 IP and 55 NB patients).1 At the 
30-day postoperative mark, patients 
undergoing IP creation experienced 
higher overall complication rates 
(p=0.009) compared to IC or NB 
(fig. 1). However, there was no differ-
ence in Clavien Grade III-V compli-
cation among the groups (p=0.884). 
Longer-term health related quality 
of life (HRQOL) measures have 
also been measured using the Blad-
der Cancer Index (BCI) in patients 
who were operated on at our insti-
tution from 1991 to 2009 with a total 
of 128 patients completing the sur-
vey in this period.2 The mean time 
between radical cystectomy and sur-
vey completion in this cohort was 
11 years with all patients having at 
least 6 years of followup. Urinary 
function was significantly better 
in IC and IP patients compared to 
NB patients (fig. 2, p=0.0013). This 
difference may have been due to 
the focus on urinary leakage in the 
BCI, which preferentially affects NB 
as leaks are relatively rare with IC 
or IP. Patients who underwent IP 
did experience more bowel issues, 

which may be related to the techni-
cal aspect of creating the pouch with 
the ascending colon (p=0.0095).2 
Our group also used the Function-

al Assessment of Cancer  Therapy–
Vanderbilt Cystectomy Index 

Figure 1. Clavien complication rates of urinary diversion after radical cystectomy.

Figure 2. BCI. NB (blue), IP (red), IC (green) in males ≥65 years old (A), males <65 years old (B) and 
females <65 years old (C). †‡NBs had significantly worse urinary function scores. *Bowel bother was 
significantly worse with IPs. **Sexual function was not measured.
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(FACT-VCI) for the various diver-
sion types to assess HRQOL over 
a median of 12.3 months of follow-
up.3 FACT-VCI was composed of a 
general questionnaire with specific 
aspects in physical, social, emotion-
al and functional well-being. In this 
HRQOL study, 146 patients from 
2015–2018 were analyzed, with 83 
IC, 32 NB and 31 IP patients. The 
findings demonstrated a difference 
in the general category and partic-
ularly with functional and social 
well-being in favor of NB compared 
to IC. However, on a more global 
scale, no differences were noted 
in the FACT-VCI questionnaires 
among the urinary diversion types 
(fig. 3). This study also accounted 
for changes in scores over a medi-
an followup of 12.3 months, which 
demonstrated notable improve-
ment in scores at the 12 month 
mark.3 Factors such as age and oth-
er medical comorbidities may play 
a role in the differences between 
these groups, as patients were sig-
nificantly older and had more med-
ical comorbidities in the IC group. 
Patients undergoing NB creation 
had a higher baseline FACT-VCI 
score which is likely reflective of a 
younger and healthier group. 

Surgical complications of urinary 
diversion have been studied by oth-
er institutions, which further eluci-
dates the driving factors for early 
and late complications. Nieuwen-
huijzen et al found that IC patients 
were more likely to develop early 
complications compared to IP or 

NB, but later patients that had IC 
experienced fewer complications.4 
Patients with early complications 
had higher ASA® (American So-
ciety of Anesthesiologists®) scores 
and may have been the reason for 
IC patients having higher compli-
cation rates in the early postopera-
tive period. While our study did not 
investigate medical comorbidities 
as the driver of early complications, 
our study did have more patients 

with higher ASA and body mass 
indexes receiving ICs. The rela-
tively similar complications rates 
between urinary diversion groups 
may speak to the fact that patients 
were appropriately counseled and 
received the ideal urinary diversion 
based on medical comorbidities. 

Various centers have also ex-
perienced similar findings to our 
group, where patients with NBs 
may have a slightly improved 
HRQOL. Many of these studies 
did not include continent urinary 
reservoirs (ie IPs) in the analysis. 
However, patient health and age 
may be confounding variables 
that affect these findings. Dutta 
et al also found similar findings 
to our group, where HRQOL fa-
vored NB over IC but was not sig-
nificant (p=0.09) and overall satis-
faction was slightly higher in the 
NB group (96% compared to 85% 
in the IC group).5 In categories of 
general health, physical function-
ing, physical health, social func-
tioning and energy, NBs scored 
higher than ICs.5 It is important 
to note that patients undergoing 
NB creation were younger, and 
these scores may have reflected 
the baseline clinical character-
istics. Clements et al found that 
patients experienced initial det-
riments to HRQOL within the 
first 3–6 months postoperatively 
but typically recovered after 12 
months of followup.6 Patients who 
underwent IC creation had worse 
sexual functioning and body im-

age scores that did not recover to 
baseline compared to continent 
diversion. Patients who received 
a continent diversion had signifi-
cantly better baseline scores with 
sexual, urinary and physical func-
tion, but had lower social function 
scores compared to IC patients.6 

While NB or IP patients may 
derive better quality of life mea-
sures, this effect may be due to the 
baseline characteristics of these 
patients, who tend to be younger 
and healthier. Although it may be 
tempting for patients to undergo 
continent diversions when com-
paring HRQOL scores, this should 
be balanced with medical comor-
bidities that may increase the risk 
of surgical complications. Optimal 
patient satisfaction will come from 
proper counseling of patients and 
being able to weigh the potential 
quality of life benefit to the real risk 
of potential complications from a 
morbid procedure. STOP

1. Monn MF, Kaimakliotis HZ, Cary KC et al: 
Short-term morbidity and mortality of Indiana 
pouch, ileal conduit, and neobladder urinary di-
version following radical cystectomy. Urol On-
col 2014; 32: 1151. 

2. Gellhaus PT, Cary C, Kaimakliotis HZ et al: 
Long-term health-related quality of life out-
comes following radical cystectomy. Urology 
2017; 106: 82. 

3. Kern SQ, Speir RW, Tong Y et al: Longitudinal 
health related quality of life after open radical 
cystectomy: comparison of ileal conduit, Indi-
ana Pouch, and orthotopic neobladder. Urology 
2021; 152: 184. 

4. Nieuwenhuijzen JA, de Vries RR, Bex A et al: 
Urinary diversions after cystectomy: the associ-
ation of clinical factors, complications and func-
tional results of four different diversions. Eur 
Urol 2008; 53: 834. 

5. Dutta SC, Chang SC, Coffey CS et al: Health 
related quality of life assessment after radical 
cystectomy: comparison of ileal conduit with 
continent orthotopic neobladder. J Urol 2002; 
168: 164. 

6. Clements MB, Atkinson TM, Dalbagni GM et 
al: Health-related quality of life for patients un-
dergoing radical cystectomy: results of a large 
prospective cohort. Eur Urol 2022; 81: 294.

Figure 3. FACT-VCI comparing various urinary diversion types. TOI, trial outcome index.
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“ A urinary diversion 
is life-altering, and 
the best choice 
for patients not 
only involves the 
consideration 
of clinical 
characteristics, 
such as baseline 
renal function, 
that may preclude 
patients from a 
NB or IP, but 
also allowing 
patients to have 
an adequate 
understanding of 
the options and the 
potential effect on 
quality of life.”

“ Surgical 
complications of 
urinary diversion 
have been 
studied by other 
institutions, which 
further elucidates 
the driving factors 
for early and late 
complications.”
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Bon Voyage! Safe Travels 
and See You Soon at  
AUA2022 in New Orleans!
John D. Denstedt, MD, FRCSC, 
FACS, FCAHS
Editor, AUANews 
Western University, London, Ontario, Canada

Welcome to what I have been 
fondly calling the “airplane issue” 
of AUANews! This issue gives you 
a sneak peek at all of the amaz-
ing content we have planned for 
our first in-person annual meeting 
since 2019. Pack AUANews in your 
carry-on bag and read up on all 
we have to offer on the program 
for AUA2022. You won’t want to 
miss even a minute of the first-class 
learning opportunities and events 
that urology’s most beloved event 
has to offer. 

Our top-notch plenary program-
ming is better than ever, focusing 
on a wide range of topics and tech-
nologies. A Friday panel discus-
sion will focus on “Women in Uro-
logic Oncology: Past, Present and 
Future.” Another Friday event, 
moderated by Tracy M. Downs, 
MD, FACS, will be well-attended: 
“Survivor Debate: Non-Muscle In-
vasive Bladder Cancer Refractory 
to BCG: Cystectomy, Systemic 
Immunotherapy, Intravesical Che-
motherapy.” A Saturday State-
of-the-Art Lecture explores “Sin-
gle-Use Ureteroscopes and New 
Technology: What Is in Store?” 
Also on Saturday, learn all about 
“How I Do It: Common Urologic 
Procedures.” Sunday’s program-
ming showcases a panel discussion 
on “Care for the Transgender/
Non-Binary Patient: What Every 
Urologist Needs to Know in 2022.” 
A Monday morning highlight will 
be “Laparoscopic Robotic Surgi-
cal Systems—Emerging Systems 
in Urology Use.” Round out your 
schedule on Monday afternoon 
with “Fertility Safety Evaluations 
Post COVID-19 Vaccination.” 

These selections are just a small 
snapshot of the stellar schedule and 
speakers the program boasts this 
year. AUA2022 also offers new 

clinical guidelines; instructional 
courses; poster, podium and vid-
eo sessions; special programming, 
like the Young Urologists and Res-
idents Forums; and industry pro-
gramming. 

More important than any con-
tent, though, is the chance for us 
to reunite as a community at the 
premier global urological meet-
ing. In 2020, we made the only 
decision possible and pivoted the 
Annual Meeting to a virtual ex-
travaganza, still managing to cap-
ture the spirit of our connections 
and offering the quality offerings 
our professionals expect. Things 
were looking good last year un-
til Delta surged and forced us to 
make a late decision to go virtual 
yet again. The last 2 years have 
been filled with disappointment, 
exhaustion and despair, but de-
spite it all, we moved forward to-
gether, continuing to advance the 
mission of the AUA. 

I am grateful to the AUA’s Board 
of Directors, our outstanding sub-
specialty societies, the AUA staff, 
this year’s speakers and instructors, 
and every individual who is con-
tributing their time and efforts to 
the success of this meeting. It has 
been my honor and privilege to 
work with all of them to ensure the 
success of this important meeting. 

I also thank each one of you 
for your unfailing support of the 
AUA and our meeting. Most of 
all, I thank you for your dedica-
tion to your patients, to each oth-
er and to this community. The 
AUA is stronger than ever, and 
I cannot wait to celebrate our 
many accomplishments together 
in person this month. I hope to 
connect with as many of you in 
person as I can during the meet-
ing. I have always looked forward 
to this meeting as the event of the 
year, but after 2 years without it, 
it will be more special than it has 
ever been before. STOP
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Non-Ischemic and Recurrent Priapism: An AUA/Sexual 
Medicine Society of North America Guideline
Trinity Bivalacqua, MD, PhD
University of Pennsylvania, Philadelphia

Priapism is a condition resulting 
in a prolonged and uncontrolled 
erection. Although the incidence 
is relatively low, because of its 
time-dependent and progressive 
nature, priapism is a situation that 
both urologists and emergency 
room practitioners must be familiar 
with and comfortable managing. 

Priapism is a persistent penile 
erection that continues hours be-
yond, or is unrelated to, sexual 
stimulation. Typically, only the 
corpora cavernosa are affected. For 
the purposes of the Guideline, the 
definition of priapism is restricted 
to erections >4 hours in duration. 
In contrast, a prolonged erection 
may be defined as an erection 
which persists longer than desired 
but <4 hours. There are 2 gener-
al classifications of priapism: acute 
ischemic priapism and non-isch-
emic priapism (NIP).

Acute ischemic (venoocclusive, 
low flow) priapism is a nonsexual, 
persistent erection characterized 
by little or no cavernous blood flow 
and abnormal cavernous blood 
gases (ie hypoxic, hypercarbic, ac-
idotic). The corpora cavernosa are 
fully rigid and tender to palpation. 
Patients typically report pain. A 
variety of etiological factors may 
contribute to the failure of the de-
tumescence mechanism in this con-
dition. Acute ischemic priapism is 
an emergency. As the natural his-
tory of untreated acute ischemic 
priapism includes days to weeks of 
painful erections followed by per-
manent loss of erectile function, the 
condition requires prompt evalua-
tion and may require emergency 
management. 

Resolution of acute ischemic pri-
apism is characterized by the penis 
returning to a flaccid, nonpainful 
state, with restoration of penile 
blood flow. However, oftentimes 
persistent penile edema, ecchymo-
sis and partial erections occur and 
mimic unresolved priapism. This 
often relates to the duration of 
priapism and may also signify seg-

mental regions of cavernosal isch-
emia/necrosis. 

Given the significant heteroge-
neity of men presenting with acute 
ischemic priapism, the current 
Guideline emphasizes that specific 
interventions should be individual-
ized based on clinical history and 
findings. While less invasive, step-
wise methods may be appropriate 
for most situations, others may be 
best managed using expedited sur-
gical interventions. Decisions must 
also consider patient objectives, 
available resources and clinician 
experience. As such, a single path-
way for managing the condition is 
oversimplified and no longer ap-
propriate. 

NIP (arterial, high flow) is a per-
sistent erection that may last hours 
to weeks and is frequently recurrent. 
Although the underlying physiol-
ogy is incompletely understood, it 
likely results from unregulated con-
trol of arterial inflow and cavernous 
smooth muscle tone. Erections are 
nearly always  nonpainful, and cav-
ernosal blood gas measurements 
are consistent with arterial blood. In 
contrast to acute ischemic priapism, 
the non-ischemic variant is not con-
sidered a medical emergency. In the 
current Guideline, we provide guid-
ance related to observation of NIP, 
imaging to detect a potential fistula 
with subsequent embolization. 

Although NIP does not require 
urgent urological intervention, 
acute ischemic priapism represents 
a medical emergency and may lead 
to corporal fibrosis and subsequent 
erectile dysfunction (ED). Thus, 
all patients with priapism should 
be evaluated emergently to iden-
tify the subtype of priapism (acute 
ischemic priapism versus NIP) and 
those with an acute ischemic event 
provided early intervention when 
indicated.

Both acute ischemic priapism 
and NIP may recur over time. 
The term recurrent ischemic pri-
apism, commonly known as “stut-
tering” priapism,” signifies an in-
termittent, recurrent subtype of 
ischemic priapism, in which un-

wanted painful erections occur re-
peatedly with intervening periods 
of detumescence. Recurrent isch-
emic priapism is narrowly defined 
as being a condition in which 
a patient experiences recurrent 
ischemic episodes, with or with-
out meeting the previously cited 
4-hour time criteria for priapism. 
Management of this condition not 
only requires treatment of acute 
episodes, but also focuses on fu-
ture prevention and mitigation of 
an acute ischemic event necessi-
tating surgical management. In 
this Guideline, we have summa-
rized the major advances using 
oral pharmacological and endo-
crine modulating agents to pre-
vent recurrent ischemic priapism.

A prolonged erection following 
iatrogenic or patient self-adminis-
tration of erectogenic medications 
into the corpus cavernosum rep-
resents a distinct pathology when 
compared to acute ischemic pria-
pism or NIP. As such, the natural 
history and treatment protocols 
must be differentiated from proto-
cols for true priapism. Given the 
distinct nature of these iatrogenic 
erections, several important factors 
relating to management strategies 
remain poorly defined, including 
duration requiring intervention 
and what constitutes a persistent 
erection, the impact of underlying 
intracavernosal medication selec-
tion and the efficacy of conserva-
tive treatments. 

One factor which may be used 
to determine whether intervention 
is appropriate is the extent of pe-
nile rigidity. As an example, a mild 

erection (ie not sufficient to pene-
trate without assistance) would not 
require treatment, whereas a fully 
rigid erection might, depending on 
other factors. Similarly, an inter-
mittently rigid erection is consid-
ered differently than a fully rigid 
erection, which has remained per-
sistent since the original injection.

Several additions have been in-
cluded in the Guideline since the 
publication of the AUA Guideline 
on Priapism in 2010. The role of 
various diagnostic modalities, spe-
cifically the role of imaging (eg 
ultrasound, computerized tomog-
raphy, magnetic resonance imag-
ing) is clarified during the initial 
diagnosis as well as post-treatment, 
such as with men exhibiting per-
sistent pain or perceived rigidity 
post-distal shunting.

The 2021 Guideline on Acute 
Ischemic Priapism, which was de-
veloped by the AUA in collabo-
ration with the Sexual Medicine 
Society of North America, includes 
greater detail on the roles of:
1. adjunctive laboratory testing in 

the diagnosis and determination 
of the etiology of priapism

2. enhanced data for patient coun-
seling on risks of ED and surgi-
cal complications

3. the use of intracavernosal phen-
ylephrine with or without irriga-
tion to manage acute ischemic 
priapism

4. novel surgical techniques (eg dis-
tal shunting with tunneling) in 
acute ischemic priapism patients

5. early penile prosthesis place-
ment in management of acute 
ischemic priapism

6. pharmacological agents to pre-
vent recurrent ischemic priapism

7. conservative management of 
NIP
In 2022, the Guideline was up-

dated to include new sections on 
the evaluation and treatment of pa-
tients with NIP, recurrent ischemic 
priapism, priapism associated with 
hematological and oncologic dis-
eases, and priapism following intra-
cavernosal vasoactive medications 
for management of ED. STOP

ANNUAL MEETING GUIDELINE PRESENTATION

“ Several additions 
have been 
included in the 
Guideline since 
the publication of 
the AUA Guideline 
on Priapism in 
2010.”
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Exploration, Education, Equity, Everyone: The  
Urology Care Foundation
Harris M. Nagler, MD, FACS
President, Urology Care Foundation

I share the joy and anticipation of 
my AUA colleagues as we eagerly 
prepare for AUA2022 in New Or-
leans. These past 2 years have been 
challenging and heartbreaking, yet 
the Urology Care Foundation (UCF) 
has persevered with the support of 
each one of you. I am excited to cel-
ebrate the successes of the UCF with 
all of you in person at our urology 
community’s most cherished annual 
gathering.  We should all be proud 
of the growth of the UCF, the ex-
pansion of its vision, and, of course, 
its accomplishments—I know I am.

Let me share some of the high-
lights of the last year. The UCF has 
focused on diversity, equity and 
inclusion efforts. Supported by a 
$2 million grant from Urovant, 
the UCF launched a program in 
April 2021 aimed at fostering di-
versity and inclusion in urology 
research. The Leadership in Edu-

cation, Achievement and Diversity 
(LEAD) program supports three 
urology residents per year from 
underrepresented racial and ethnic 
backgrounds in urology. 

Importantly, we have also col-
laborated with the AUA Sections to 
sponsor Summer Medical Fellows 
with the aim of increasing oppor-
tunities for underrepresented mi-
norities.  The commitment of the 
sections is most gratifying.

We believe that education brings 
equity. Patient education efforts 
have been reimagined so that they 
can communicate more effective-
ly with minorities and underserved 
groups. UCF patient education ma-
terials have been translated into 10 
languages. We have also continued 
to support humanitarian efforts to 
provide care and mission work in 
underserved areas around the world.

In 2019, we developed the aspi-
rational goal of establishing human-
itarian endowments to support the 
humanitarian efforts of our mem-

bers.  Thus far, we have fully funded 
7 UCF humanitarian endowments 
in the amount of $1,050,000 total.  
Our goal is to establish 7 more of 
these endowments.

Our own President-elect, Dr. 
 Edward Messing, recognizes the 
importance of the UCF as evi-
denced by his extremely gener-
ous gift of $50,000 in support of 
the UCF’s programs at the end of 
2021. This remarkable contribution 
is an incredible act of selflessness 
to advance the UCF’s mission. Dr. 
Messing says of his donation: “The 
Urology Care Foundation is the 
leading advocate for urologic health 
and has impacted my career both 
through its international outreach 
efforts and its support of research.  
Through my long-time member-
ship with the AUA and involvement 
with the Foundation, I am inspired 
to donate to the Foundation because 
these efforts must be maintained 
and expanded to help urologic pa-
tients throughout the world.”

These huge milestones bring us 
to May 2022 and the opportunity 
to revel in the hard work of our en-
tire community. The biggest gala 
of the year takes place Friday, May 
13, 2022, on The Riverboat Lou-
is Armstrong. Please accept my 
personal invitation to join us for 
L’Amour de la Nouvelle-Orleans, 
A Night to Benefit the Urology 
Care Foundation. The sounds of a 
lively big band will fill the air as 
you enjoy lavish world-famous cre-
ole cuisine in an elegantly appoint-
ed ball room, bourbon tasting on 
the promenade deck and boarding 
photos upon arrival to capture this 
memorable evening. Guests will 
enjoy an evening of camarade-
rie, big band dancing and more!  
PLEASE join us in our mission. 

When you are at the AUA meet-
ing, don’t forget to stop by to see us 
at the UCF booth in The Square! 

The global mission of the UCF 
will not be realized without the 
support of each one of you. STOP

Diagnostic Uncertainty in Benign Renal Masses: Assessing 
Patient Experiences through a Social Support Community
Abstract ID: 1050256

Debra A. Gottsleben, MEd, EdS
Patient Advocate/School Library Media Specialist 
KCCure, Leesburg, Virginia 
Role: Primary Author

Introduction and 
Objectives 

In 2015, a computerized tomog-
raphy scan revealed 3 masses on my 
left kidney. I was told by a urologist 
that I definitely had renal cell car-
cinoma and would most likely lose 
my kidney. I sought out a second 
opinion and found out that a partial 
nephrectomy could be done. The 

pathology revealed benign onco-
cytomas. I felt frustrated about the 
way that my initial diagnosis and 
treatment were communicated. Be-
cause I was told with such certainty 
that I had cancer, I found it difficult 
to reconcile my emotions after sur-
gery. Very little research has been 
done to assess the experience of pa-
tients diagnosed with benign renal 
masses. I wanted to know if other 
patients had similar experiences. 

Methods 
Recognizing an unmet need, 

I joined with KCCure, an evi-
dence-based, patient-centered kid-
ney cancer advocacy organization. 

In April 2018, I created a closed 
Facebook support group for patients 
with benign and/or small renal 
masses. Prior to admission, mem-
bers answer questions verifying 
their diagnosis. We use various mea-
surements to quantify growth of the 
group, including activity rate, cal-
culated as active membership/total 
membership over a 28-day period, 
and engagement rate, calculated as 
posts plus comments plus reactions/
average active membership over a 
28-day period. 

Results 
The group has an active mem-

bership of 700+ members. Survey 

results from patients with benign 
masses indicate the following 
breakdown: oncocytoma (47%), 
angiomyolipoma (43%), benign 
cysts (6%), oncocytic tumors (3%) 
and other benign lesions (1%). 
Analytics show that 86% of mem-
bers are very active. Members 
are highly engaged, with average 
monthly activity rates of over 
500%. Conversations reveal many 
members were told with a high 
degree of certainty (80%-95%) 
that they had renal cell carcino-
ma prior to surgery. Although 
patients experienced initial relief 
after learning they did not have 

PATIENT PERSPECTIVES

FROM THE UROLOGY CARE FOUNDATION
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cancer, anxiety rates remain high. 
Patients  frequently express con-
cern about not having structured 
followup. As a patient said, “Be-
ing told you have cancer doesn’t 
get erased.” 

Conclusions
Hearing the word “cancer” may 

alter patients’ risk perception, con-
tribute to overtreatment, increase 
anxiety and reduce confidence in 

medical care post-surgery. Social 
communities not only provide 
emotional support for patients, 
but they also represent novel data 
streams for research. We are work-
ing on surveys to quantify patient 

experiences and concerns follow-
ing detection and treatment of 
benign lesions. More research is 
needed to investigate the impact 
of uncertainty in the diagnosis of 
renal masses. STOP

The Stigma Shroud: Comparison of Female vs Male  
Social Media Search Involving Pelvic and Sexual  
Health Conditions
Abstract ID: 1058599

Sherrie Palm
Founder/CEO 
Association for Pelvic Organ Prolapse Support,  
Mukwonago, Wisconsin 
Role: Primary Author

Mary Pippen
Board Director 
Association for Pelvic Organ Prolapse Support,  
Mukwonago, Wisconsin 
Role: Author

Sarah Abdelhameed
Research Associate 
Florida Cancer Specialists, Vero Beach 
Role: Author

Susana Hernandez
Research Associate 
Florida Cancer Specialists, Vero Beach 
Role: Author

Hugo Davila, MD
Physician 
Florida Cancer Specialists, Vero Beach 
Role: Author

Introduction and 
Objectives 

Our goals were to evaluate the 
volume of female vs male search-
es and posts regarding stigmatizing 
pelvic and sexual health issues, 
and to distinguish the variation be-
tween overall social media patient 
posts and professional social media 
posts (fig. 1). 

Methods 
On March 2021, a search was 

undertaken using several diagno-
ses and symptoms related to female 
vs male pelvic and sexual health 

disorders. The terms pelvic organ 
prolapse vs erectile dysfunction; 
tissues bulging from the vagina vs 
premature ejaculation; female uri-
nary incontinence vs male urinary 
incontinence and female low sex 
drive vs male low sex drive were 
searched to capture presence with-
in Google, YouTube®, Facebook®, 
Twitter®, Instagram® and Linke-
dIn® (LI) feeds. Exclusion criteria 
for analysis included non-English 
language search and scientific ar-
ticles published on PubMed® or 
Google ScholarTM (fig. 2). 

Results 
Female social media searches 

vs LI posts were a) pelvic organ 
prolapse: 14.5 million vs LI 640 
posts; b) tissues bulging from the 
vagina: 29.8 million vs 8 LI posts; 
c) female urinary incontinence:  
33 million vs 451 LI posts and  
d) female low sex drive: 425 mil-
lion vs LI 251 posts. Total fe-
male overall search results were 
502.3 million vs total LI posts of 
1,350. Female search results equal 
372,074 per 1 post in LI. Male 
results were a) erectile dysfunc-
tion: 86.7 million vs 623 LI posts;  
b) premature ejaculation: 142 mil-
lion vs 645 LI posts; c) male uri-
nary incontinence: 49.9 million 
vs 334 LI posts and d) male low 
sex drive: 142 million vs 281 LI 
posts. Total male overall search 
results were 420.6 million vs total 
LI posts of 1,883. Male searches 
equal 223,048 per 1 post in LI. 

Conclusions
Female low sex drive was the 

most common overall female so-
cial media query. Male low sex 
drive and premature ejaculation 
were the most common overall 
male social media queries. Male 

health searches generated more 
professional posts as compared to 
female searches. An additional ob-
servation is that professional posts 
in LI are related to diagnosis rather 
than symptoms. These results may 
clarify an opportunity to improve 
communication in social media. STOP

PATIENT PERSPECTIVES

Figure 1. Urological health stigma.

Figure 2. Lay vs professional pelvic and sexual health social media (SM) posts. UI, urinary incontinence.

DIAGNOSTIC UNCERTAINTY IN BENIGN RENAL MASSES
Arrow-right Continued from page 17
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What Adults with Exstrophy Need from Their  
Health Care Providers
Abstract ID: 1080196

Pamela Artigas
President and Executive Director 
Association for the Bladder Exstrophy Community, 
Vera Beach, Florida 
Role: Primary Author

Introduction and 
Objectives 

Bladder exstrophy (BE) is a 
severe congenital birth defect in 
which the bladder and external 
genitalia are born inside-out, and 
adjacent tissues are not joined to-
gether. This rare condition (approx-
imately 3.3/100,000 live births) is 
more prevalent in boys and requires 
many major surgeries throughout 
life to protect renal function and 
achieve continence and reproduc-
tion. Adult urologists familiar with 
these procedures and their compli-

cations are essential for adulthood 
as urinary and reproductive func-
tion remains a lifelong struggle. 

Methods 
There is a lack of adult research, 

support and resources. The majori-
ty of BE research is focused on cli-
nician-derived research priorities 
and surgical outcomes with little 
patient-generated research on what 
BE adults need. In 2018, the Asso-
ciation for the Bladder Exstrophy 
Community (A-BE-C) surveyed 
and interviewed our adult popula-
tion. A parent stated: “Over the last 
several years, we have had a very 
difficult time in the proper manage-
ment of his condition. There seems 
to be no support or specialists for 
him once he became an adult and 
could no longer see the pediatric 
specialists. He has become over-

whelmed and disheartened and 
spent the last few years ignoring 
the fact he really needs a special-
ist and cannot rely on our general 
practitioner or a generic urologist at 
the local hospital for proper care.” 
Many adult urologists are not pre-
pared to treat BE adults, and often 
pediatric urologists must care for 
them. If pediatric urologists are un-
able to provide care, adult patients 
have nowhere to go for treatment. 

Results 
With proper treatment, many 

children have survived to adult-
hood. Lifelong followup is manda-
tory and transitional care must be 
achieved for successful long-term 
care and quality of life. A-BE-C’s 
Center of Excellence transition 
models support early introduction 
to the adult provider. Comprehen-

sive care of adult patients fell into 
6 major categories: teens and pu-
berty, women’s and men’s health, 
adult BE health maintenance, main-
tenance of childhood revisions/di-
versions, psychosocial concerns and 
medical self-advocacy 

Conclusions
There is a thriving and grow-

ing population of adults with ex-
strophy in the United States and 
worldwide, with needs that both 
mirror and differ significantly from 
the pediatric population. A-BE-C 
is meeting the growing needs of 
adults with exstrophy globally 
through conferences, collaboration 
with exstrophy-specific organiza-
tions, surgical workshops, articles, 
webinars and research participa-
tion with exstrophy-designated 
Centers of Excellence. STOP
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“ Patient 
engagement is 
the meaningful 
involvement 
of patients 
throughout the 
research process.”

Patient Engagement in Research Study Design for  
Muscle Invasive Bladder Cancer
Abstract ID: 1079153

Rick Bangs
Bladder Cancer Advocacy Network (BCAN),  
Bethesda, Maryland 
Role: Primary Author

Stephanie Chisolm, PhD
Bladder Cancer Advocacy Network (BCAN),  
Bethesda, Maryland 
Role: Author

John L. Gore, MD, MS
Professor, Department of Urology University of 
Washington, Seattle 
Role: Author

Angela Smith, MD, MS
Associate Professor University of North Carolina, 
Chapel Hill 
Role: Author

Introduction and 
Objectives 

Patient engagement is the mean-
ingful involvement of patients 

through out the research process. 
The Bladder Cancer Advocacy Net-
work (BCAN) Patient Survey Net-
work (PSN) was developed in 2015 
to identify prioritized comparative 
effectiveness research questions for  
bladder cancer. Building on the 
success of a large pragmatic trial 
to evaluate treatment of bacillus 
Calmette-Guérin-unresponsive dis-
ease, our objective was to translate 
research priorities toward  patient- 
centered research design for muscle- 
invasive bladder cancer (MIBC). 

Methods 
We conducted several patient 

surveys from the BCAN PSN, most 
recently in 2020, to understand pa-
tient-centered research priorities for 
bladder cancer. Between ~500 and 
1,000 respondents replied to each 
survey, with 100 to 200 identifying 

as having MIBC. The highest prior-
itized research question among pa-
tients with MIBC was the compar-
ative effectiveness between radical 
cystectomy and bladder-preserving 
chemoradiation. To translate this 
to meaningful patient-centered de-
sign, I applied lived and research 
advocacy experience to provide 
critical feedback to design a sur-
vey that queries patient preferences 
regarding study design, outcomes 
and conduct. 

Results 
The patient-centered survey 

design involved 5 general cate-
gories: 1) willingness to enroll in 
a randomized versus prospective 
cohort study; 2) preferred study 
duration; 3) preferences between 
chemoradiation and cystecto-
my; 4) importance and priori-

tization of outcomes and 5) free 
text questions to ascertain the im-
portance of the study and how re-
sults might aid decision making. 
As a patient advocate with lived 
experience, I contributed import-
ant changes, including the addi-
tion of sexual and bowel function 
outcomes and logistical burden  

PATIENT PERSPECTIVES
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(eg transportation, time off work), 
order of listed patient outcomes, 
word selection (eg urinary symp-
toms changed to urinary func-
tion) and clarification that cystec-
tomy may also include additional 

organ removal (eg prostate, uter-
us, vagina). This survey will be 
distributed to the BCAN PSN to 
develop the design of a pragmat-
ic trial to compare cystectomy 
with chemoradiation for MIBC. 

Conclusions
Patient advocate involvement 

is important and necessary to 
design meaningful patient-cen-
tered research. Patient advocates 

provide valuable information 
through all stages of research, 
beginning with selection and 
framing of research questions, 
study design and relevant out-
comes. STOP

PATIENT ENGAGEMENT IN RESEARCH STUDY DESIGN FOR MUSCLE INVASIVE BLADDER CANCER
Arrow-right Continued from page 19

Pelvic Pain Patient Advocacy and Perspectives  
in Urological Disease Management
Abstract ID: 1073953

Hannah Srajer
Tight LippedTM Organizer 
Tight Lipped, New Haven, Connecticut 
Role: Primary Author

Introduction and 
Objectives 

I am a member of Tight 
LippedTM (TL), a health advocacy 
organization that breaks the stigma 

and silence surrounding chronic 
pelvic pain, pelvic floor dysfunc-
tion (PFD) and chronic vulvovag-
inal conditions, which often cause 
urological symptoms. Research 
has shown the overlapping rela-
tionship between interstitial cystitis 
and vulvovaginal pain, and a large 
portion of our pelvic pain commu-
nity has chronic urinary symptoms 
like urgency/frequency and burn-
ing with urination. I have been a 
chronic urology patient since 2012, 

and like most in the TL communi-
ty, I saw multiple doctors (11) and 
suffered in silence for years until 
finally receiving the correct diag-
nosis of PFD and myofascial pelvic 
pain. These challenging years and 
hearing similar stories inspired me 
to change how these conditions are 
managed for all. I describe how 
our advocacy work and comple-
mentary pelvic floor interventions 
have helped our community find 
long-term care and relieve suffer-
ing. Our objectives are: 1. To en-
courage the urological community 
to screen patients for PFD and to 
work more closely with experts 
that treat pelvic conditions. 2. To 
show how patient advocacy helps 
patients take charge of their care 
and make appropriate lifestyle 
changes.

Methods 
The TL community consists of 

1,200 newsletter subscribers, 1,700 
copies sold of our magazine, Open-
ing Up and 4,000 social media fol-
lowers. Our results are pulled from 
qualitative data, including content 
from 54 patient submissions to the 
magazine as well as the 200 writ-
ten testimonials we received on a 
variety of social media platforms, 
iTunes® reviews and email from 
2019-2021.

Results 
1. In the TL magazine, pelvic 

floor physical therapy (PFPT) was 
the most patient-recommended 
and valued intervention for chron-
ic urinary symptoms and other 
associated chronic pelvic pain 

symptoms. Submitters were most 
likely to mention PFPT as a ther-
apy (85%), which they often re-
ceived years after symptom onset; 
94% reported that PFPT helped re-
lieve symptoms. 2. From 200, our 
advocacy work helped 15% of our 
community seek professional care 
and advocate for themselves, 20% 
tell friends, family and providers 
about their symptoms, and 24% 
feel supported and seen as they 
navigated the medical and inter-
personal landscape.

Conclusions
1. Urologists should screen and 

evaluate for PFD, refer appropriate 
patients to PFPT and learn from 
pelvic health experts. 2.  Patient 
advocacy work like TL helps urol-
ogy patients seek appropriate care 
and open up about their condition, 
pushing their treatment forward 
and relieving poor mental health 
associated with chronic urinary 
discomfort.

Tight Lipped continues to grow and 
serve our community of people living 
with chronic vulvovaginal pain. The 
Tight Lipped community now consists 
of 1,415 newsletter subscribers, 4,300 
social media followers and 617 par-
ticipants in TL events over the past 
year. Our podcast has been down-
loaded over 19,000 times by listeners 
in 78 countries. By the end of 2022 
we will have hosted 5 medical edu-
cation workshops, and this past year 
we have also launched a core team of 
6 members to focus on our advocacy 
efforts. If you would like to hear more 
about our work or become involved 
in our advocacy, please contact me at 
 hannahsrajer@tightlipped.org. STOP

PATIENT PERSPECTIVES
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Evaluating the Contribution of Video Peer-Led Support 
to Prostate Cancer Patients: The Answer Cancer  
Foundation Experience
Abstract ID: 1064770
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Board Member 
AnCan, Tumacacori, Arizona 
Role: Author

Richard M. Davis
Founder 
AnCan, Tumacacori, Arizona 
Role: Primary Author

John J. Ivory
Moderator 
AnCan, Tumacacori, Arizona 
Role: Author

Introduction and 
Objectives 

Prostate cancer care goes well 
beyond therapy. Care includes 

helping patients: 1) understand 
the disease and its diagnostics, 
2) choose treatment protocols,  
3) manage side effects and 4) man-
age diet, exercise and stress. Al-
though peer groups exist in many 
localities, they are not accessible 
to most patients. The Answer Can-
cer Foundation (AnCan) innovated 
remote, peer-led support groups 
starting with prostate cancer tele-
phone conferences in 2010 that led 
to video meetings by 2015. AnCan 
hosts multiple monthly video sup-
port groups for many conditions 
and situations. It offers personal 
navigation, national advocacy and 
educational webinars. Half of its 
programming addresses prostate 
cancer. AnCan also includes a 

group for renal medullary carcino-
ma, and a bladder cancer group is 
in development. Our objective was 
to evaluate whether patient partici-
pation in an AnCan video peer-led 
support group improves prostate 
patient care.

Methods 
In the spring of 2021, a survey 

questionnaire was sent to 1,178 in-
dividuals who had attended an An-
Can video peer-led support group. 
Of those, 238 responded (20.2%). 
Topics included the experience of 
attending a group and how the in-
formation acquired informed par-
ticipants treatment; interactions 
with their medical team; diet, ex-
ercise and stress habits; and quality 
of life (QoL). 

Results 
Respondents were distribut-

ed across the U.S. and Canada. 

PATIENT PERSPECTIVES
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For every question, respondents 
indicated that participation in 
an AnCan Video Peer-Led Sup-
port Group helped them under-
stand their disease and options, 
navigate their treatment and 
improve their QoL. The over-
whelming majority said that they 
felt the groups were welcoming; 
many made friends through the 

groups. Information gathered 
helped participants with their 
 treatment plans and interactions 
with their medical teams. Many 
changed patterns of diet, exer-
cise and stress management. A 
typical response to the survey 
was: “Wonderful resource, with 
many helpful ideas and conver-
sations. Ease of participation. 

It’s made a huge difference in 
my knowledge and approach.” 

Conclusions
The AnCan video peer-led 

support group model has been 
shown to increase patient knowl-
edge; impact treatment planning; 
improve diet, exercise and stress 

management; and enhance QoL. 
Our research suggests that this 
can help optimize physician/pa-
tient interactions and visit lengths. 
We recommend that video peer 
group attendance, based on the 
AnCan model, be included in 
AUA treatment recommendations 
for prostate cancer. STOP

Arrow-right Continued on page 23
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TRANS-ARC: Centering Trans and Nonbinary Patient 
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Introduction and 
Objectives 

For a long while, genital gender- 
affirming surgery (GGAS) research 
has conducted inquiry and assigned 
endpoints from an external, cisgen-
der, surgeon-centered perspective. 
Our objective is to describe inclusive 
and affirmative collection of research 
questions resulting from a communi-
ty-engaged research prioritization 
process centering around transgen-
der and nonbinary perspectives in 
GGAS research in the United States. 

Methods 
A steering committee of 14 

health professionals, advocates 

and researchers from across the 
United States were convened to 
initiate a research prioritization 
process using a modified Delphi 
approach. Two online surveys 
were sent to English-speaking trans 
and nonbinary people and other 
stakeholders, first to generate pri-
ority research topics and second 
to rank order research topics. A 
2-day virtual summit was attended 
by 80 stakeholders who generated 
comparative effectiveness research 

PATIENT PERSPECTIVES

Figure. TRANS-ARC attendee demographics and a timeline of the prioritization process.

“ This is the first 
community-
engaged process 
for generating 
CER questions in 
GGAS.”
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(CER) questions. Post-summit, a 
third online survey was released 
to prioritize these CER questions. 

The primary author presenting the 
findings is a urological patient and 
steering committee member; coau-

thors are additional steering com-
mittee members, including nonpa-
tient health professionals. 

Results 
Demographics of the majori-

ty of trans nonbinary-identified 
summit attendees, as well as a 
timeline of the prioritization 
process, are described in the fig-
ure. We present a prioritized list 
of CER questions in the table, 
including 6 pertaining to vagino-
plasty and vulvoplasty, 6 pertain-
ing to phalloplasty and metoidio-
plasty and 5 questions applicable 
to all genital gender-affirming 
surgeries. 

Conclusions
This is the first community- 

engaged process for generating 
CER questions in GGAS. Incorpo-
rating patient perspectives increas-
es participation and ensures that 
research findings are meaningful to 
patients; thus, investigators, inter-
nal review boards and funders are 
encouraged to utilize these CER 
questions. STOP

Table. Prioritized research questions generated by TRANS-ARC

TRANS-ARC
Arrow-right Continued from page 22
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“ We believe 
patients should 
understand that 
when offered 
trials, there might 
also be appropriate 
SOC options, and 
vice versa.”

Clinical Trial Experiences of Prostate Cancer Patients
Abstract ID: 1073344

Joel T. Nowak, MA, MSW
CEO, Executive Director 
Cancer ABCs, Brooklyn, New York 
Role: Primary Author

Wendy A. Lebowitz, PhD, MPH
Psychologist 
Cancer ABCs, Brooklyn, New York 
Role: Author

Introduction and 
Objectives

Clinical trials (CTs) are vital to 
advancing treatments. The more 
patients we accrue into trials, the 
faster we advance our knowledge. 
Patients must be treated ethically 
when recruited for trials, with ac-
cess to clear materials and infor-
mation. At Cancer ABCs, we have 
heard from patients that they have 
not been told about trials, or under-
stood that they were being offered 
a trial instead of, or in addition to, 
the standard of care (SOC). We be-
lieve patients should understand 
that when offered trials, there 
might also be appropriate SOC op-

tions, and vice versa. 

Methods
We surveyed men on the Cancer 

ABCs prostate cancer mailing list. 
We asked if they had been invited 
to participate in a CT, and if they 
were offered a trial, was it present-
ed clearly as such, with alternative 
SOC options offered? 

Results 
We received 66 responses: 90% 

identified as Caucasian, 4.55% as 
African American, 1.52% as His-
panic and 3.03% as other. Most 
respondents had advanced or lo-
cally advanced prostate cancer as 
indicated by the treatment they 
had undergone: 51% had had 3 
or more different treatments, and 
18.18% reported having had 2 or 
more. Treatments were received 
across settings: 41.5% were treated 
at an academic institution, 43.08% 
in a private doctor’s office, 13.85% 
in a community hospital and 1.54% 
at a Veterans Affairs facility. Re-

spondents were treated by a med-
ical oncologist (56.06%), urologist 
(34.85%) or other. Only 33.33% 
were offered a CT, of whom 50% 
understood it was a trial when first 
presented. Of those offered a trial, 
42.2% understood they were being 
offered a trial, 12.12% thought they 
were being offered SOC and 45.5% 
were offered a choice between a tri-
al and SOC. 

Conclusions
Not enough patients are offered 

a CT. Of the patients, 12.12% did 
not understand that they were 

offered a CT as opposed to the 
SOC. All patients should be of-
fered a choice between a CT or 
the SOC. We need to establish 
and support CT infrastructure 
in local communities, minority 
communities and nonacademic 
institutions. CT protocol devel-
opment must be sensitive to de-
mands made on patients. 

Additional Discussion 
Clinicians need to offer CTs and 

need to make it clear that there 
might be either alternative trials or 
treatments. Clinicians need to use 
plain language about CTs and treat-
ment options. Clinicians or staff 
must meet patients at their level 
and engage in conversations with 
patients about sensitive items like 
side effects. Infrastructure support 
for CTs in both community and 
academic settings needs to be sup-
portive of the patient. Patients need 
to understand the CT and receive 
support for participation (parking, 
day care, reasonable expectations 
of patient time). STOP

PATIENT PERSPECTIVES

Stories Worth Telling: Documenting and Journaling 
Cancer Treatment as a Journey to Mitigate the 
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and Caregivers
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Introduction and 
Objectives

Testicular cancer (TC) is one 
of the most curable cancers. 
 Because of the successful utiliza-
tion of the platinum-based che-
motherapy treatment, the cu-
mulative cure rate now exceeds 

98%. Despite this high cure rate, 
the psychological burden of be-
ing diagnosed with cancer and 
undergoing treatment is pro-
found. As a stage 2 TC patient, I 
recall my conversations with my 
oncologist about the importance 
of staying active and motivated. 
Still, the discussion of how to 
stay active and motivated was 
often avoided. I thought of using 
my skills as a storyteller to write 
about and reflect on my jour-
ney through my treatment, with 
the objectives of journaling my 

experience and identifying the 
challenges I was facing in order 
to explore my feelings in-depth 
on a personal level and with my 
beloved family and friends. 

Methods
Documenting and filming my 

treatment journey.

PATIENT PERSPECTIVES
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Results 
The results were valuable at a 

personal level; it was also an ex-
cellent exercise for my loved ones, 
who helped me to understand their 
perspective as caretakers. I was 
able to approach my perspectives 
in-depth, which in turn helped me 
to manage my mental health. I dis-
covered that it all came down to my 
outlook. The way I viewed my can-
cer and its role in my life made all 
the difference. Having cancer was 
a unique experience to write about, 
provide my feedback and give my 
creative spin. Understanding this 
helped me to change my negative 
outlook and, in a sense, regain con-

trol of my life. I no longer viewed 
cancer as a pointless hindrance 
forcing me into a hopeless situa-
tion. I saw it as a challenge now, 
the kind of challenge it takes a hero 
to overcome, and I got to be the 
hero in my own story. Once I had 
a finished story, I had something 
to share with others. A story, titled 
Uniball, evolved to be produced as a 
film, teaming me up with testicular 
cancer organizations, colleges and 
film producers to create a unique 
patient perspective cancer film. 
With the goal of raising awareness 
of TC, directing people to resources 
they need and engaging in a fulfill-
ing, creative project ultimately gave 
my cancer a purpose. 

Conclusions
A story doesn’t have to be a 

film. It can be music, art, books, 
or blogs; the only prerequisite is 
expression. The biggest surprise 
of writing my story was seeing just 
how many people were interested 
and helped from my perspective. 
Authenticity goes a long way, and 
a story that helps people under-
stand how to overcome the adver-
sity you’ve lived through is always 
a story worth telling. STOP

Endometriosis Affects the Bladder in Many Ways:  
Why Patient-Based Education Matters
ABSTRACT ID: 1078688

Sallie Sarrel
Patient and Founder, The Endometriosis Summit,  
Hoboken, New Jersey and Miami, Florida 
Role: Author

Introduction and 
Objectives 

Many with endometriosis ex-
perience extensive urinary symp-
toms like frequent urination, 
painful urination, bladder pain, 
urgent urination, pelvic pain and 
lower back pain. It is important 
to understand that there are many 
drivers of pelvic pain in order to 
avoid repeat, unnecessary sur-
gery. This abstract includes how 
urological-driven endometriosis 
affected me and why I launched 
a patient-based educational entity 
to ensure patients understand the 
role of urological endometriosis 
and its many drivers of pain. Af-
ter a surgical journey with urinary 
tract endometriosis, understanding 

the role of the pelvic floor and of 
painful bladder syndrome and the 
bladder nerves finally ameliorated 
my pain. There is a large degree 
of misinformation regarding en-
dometriosis, especially extra-pel-
vic endometriosis such as bladder 
endometriosis. Patients do not un-
derstand that their bladder pain is 
not coming from something that 
requires surgery to relieve. To edu-
cate others on the many drivers of 
pain in the endometriosis patient, 
the Endo Summit Live Webinar 
series was created. 

Methods 
Those specializing in Urogy-

necology, Urology, Physiatry, 
Gynecology and Pelvic Floor 
Therapy were invited to panels 
on various topics, including the 
effects of bladder endometrio-
sis and drivers of pain such as 
painful bladder syndrome, pelvic 
floor dysfunction and myofascial 
pain. The webinars were aired on 

Facebook® and Zoom, and post-
production sits on YouTube®. 

Results 
Endo Summit Live began in 2018, 

airing to approximately 18 peo-
ple. Endo Summit Live now airs 
to more than 60,000 during its 13 
week season. 

Conclusions
Endometriosis is a painful and 

debilitating condition surrounded 
by misinformation and driven by 

multiple pain generators. Many 
patients undergo repeat, unneces-
sary surgery. After my own experi-
ences with the disease, I created a 
patient-based educational entity in 
an effort to ensure that patients are 
armed with the knowledge of best 
practices, the latest research and 
options for treatment paradigms 
so that they may best advocate for 
themselves. Endo Summit Live pro-
vides education on bladder-driven 
pain directly to the patient. Many 
have bladder pain, and once infec-
tion is ruled out and the bladder en-
dometriosis has been excised, they 
do not know what to do about their 
pain. Additionally, medical gas-
lighting, expensive care and a lim-
ited number of practitioners who 
understand the true impact of the 
urologic system on the endometrio-
sis patient create barriers to care. By 
providing experts in the field in an 
open forum, accessible to all, many 
with endometriosis are able to learn 
and understand the true impact of 
the bladder on their pain. STOP

PATIENT PERSPECTIVES

“ Patients do not 
understand that 
their bladder pain 
is not coming from 
something that 
requires surgery 
to relieve.”

“ I no longer 
viewed cancer 
as a pointless 
hindrance forcing 
me into a hopeless 
situation. I saw 
it as a challenge 
now, the kind 
of challenge it 
takes a hero to 
overcome, and I 
got to be the hero 
in my own story.”

STORIES WORTH TELLING
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Introduction and 
Objectives 

Following a prolonged and un-
stable diagnosis experience with 
Klinefelter Syndrome (KS), in-
cluding missed opportunities for 
fertility counselling and a missed 
diagnosis of deep vein thrombosis, 
the patient, Raj Baksi, became an 
advocate for better diagnosis and 
care in KS. It was in his role as an 

advocate, and chair of the United 
Kingdom Klinefelter Association 
charity at the time, that he was ap-
proached by a group of clinicians 
interested in setting up a multidis-
ciplinary team (MDT) for a more 
coordinated, evidence-based care 
of patients with KS. This patient 
perspective abstract explores his 
care during his KS diagnosis, its 
shortcomings and how he and the 
clinicians he worked with helped 
canvas opinion from other KS suf-
ferers to improve patient and clini-
cian engagement in KS care, which 
ultimately resulted in the setting up 
of an expert multidisciplinary clin-
ic with a true patient focus. 

Methods 
In 2018, Raj Baksi joined a team 

of clinicians that included a urol-
ogist, reproductive medicine spe-
cialist, endocrinologist, geneticist 
and psychologists as part of a fo-
cus group to help develop a multi-

disciplinary clinic for patients with 
KS. Baksi had been a strong ad-
vocate for better KS care, and he 
recognized issues such as the need 
for personalized care—setting up 
referral only Facebook® support 
groups nationally and internation-
ally to ensure privacy for those 
wanting to discuss their condition 
(especially useful for considering 
the stigma of KS and infertility). 
Using access to his networks and 
with personal experiences of his 
own, he set up numerous advisory 
rounds prior to the clinic being set 
up in 2019. 

Results 
The national access KS MDT 

clinic started running in March 
2019 and has now seen over 120 
patients from across the UK. Baksi 
had emphasized the need for clear 
information sheets, clear decision 
pathways, signposting to fertility 
and psychosexual counseling, and 

access to a nurse practitioner, and 
helped spearhead more research 
into areas such as thromboembo-
lism and COVID effects in KS. 
It remains consistently one of the 
highest patient- and clinician-rated 
clinics in the Trust and continues 
to have Baksi as a patient liaison in 
clinic. Waiting times to see the cli-
nicians have reduced significantly 
(by 16 months), and improvements 
in outcomes such as surgical sperm 
retrieval have been made. 

Conclusions
Raj Baksi’s invaluable input in 

the introduction of the MDT KS 
clinic approach has had a signifi-
cant benefit in patients’ involve-
ment of care, advising patients 
of services that can aid them 
holistically and patients’ fertil-
ity and health outcomes. Baksi 
continues to be closely involved 
in supporting KS patients in the 
clinic. STOP
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Engaging Patients: A Challenge to Our Care Delivery 
and Research Priorities
Angela B. Smith, MD, MS
University of North Carolina, Chapel Hill

It wasn’t long ago when I select-
ed my research projects from ob-
servations made within the clinic, 
perusal of journals and discussions 
with colleagues. While these meth-
ods remain important, many years 
would pass before I realized that 
a critically important perspective 
was glaringly missing. That miss-
ing perspective would be from the 
ultimate stakeholder who benefits 
from our research: the patient. Our 
traditional research framework 
has largely relied on investigators 

to identify priorities, formulate re-
search questions, and design and 
conduct clinical studies, but this 
framework has resulted in over-
looked priorities and outcomes, 
unsuccessful trial recruitment and 
failed dissemination of results in 
the clinic. To address these defi-
ciencies, patient-centered research 
aims to incorporate meaningful en-
gagement with patients throughout 
the research process, from formu-
lating research questions and in-
forming study design to identifying 
outcomes and developing timing of 
assessments.1 In this year’s Journal 
of Urology® Lecture, we will discuss 

the importance of engaging patients 
in urological research priorities and 
clinical care delivery, and identify 
strategies to do so effectively.

In an era filled with funding cuts, 
disillusioned academic researchers 
and staffing concerns, we must be 
critical, thoughtful and exacting 
with the research we choose to 
conduct—and the way in which we 
conduct it. Clear and purposeful 
research agendas can be realized 
through effective patient engage-
ment, which provides laser focus 
into existing research gaps and 
best practices to answer research 
questions. Engaging patients in the 

research process is a (relatively) 
new process, but can be achieved 
through many avenues. On a larg-
er scale, engagement infrastructure 
can produce valuable results with 
long-term sustainability. Sever-
al successful urological initiatives 
have led to patient registries which 
can be used to prioritize research 
agendas, empower patient partners 
to join research teams and support 
large grant proposals. Examples in-
clude TRANS-ARC (Transgender 
and Non-Binary–Allied Research 
Collective) led by Dr. Geolani Dy,2 

The Journal of Urology® 2022 LECTURE

Arrow-right Continued on page 27



27AUANEWS   MAY 2022

PKIDS (Pediatric KIDney Stone 
Care Improvement Network) led 
by Drs. Gregory Tasian and Jon-
athan Ellison,3 and BCAN PSN 
(Bladder Cancer Advocacy Net-
work Patient Survey Network) that 
I co-lead with Dr. John Gore.4,5 
These research collectives have 
stimulated patient-centered re-
search agendas and led to the de-
sign and funding of large pragmat-
ic trials that address critical gaps in 
clinical care. 

Although patient engagement 
infrastructure can stimulate large-
scale projects over time, such large-
scale initiatives are not required for 
successful patient engagement in 
research. In individual studies and 
clinical trials, engaging patient part-
ners by utilizing existing patient 
engagement frameworks can pro-
duce patient-centered design with 
equally meaningful results.6 Many 
institutions and organizations have 
trained patient partners who are 
willing to participate as members 
of the research team. Including 
funding for patients’ participation 
can further increase diversity and 
perspective that lead to diversity 
in recruitment and more generaliz-
able results. 

Engaging patients in research 
agendas and study conduct leads 
naturally to patient engagement 
in the clinical setting, where re-
sults from patient-centered re-
search studies are applied through 
shared decision making (SDM). 
SDM represents the pinnacle of 
patient-centered care and can be 
augmented using patient-reported 
outcomes (PROs)—outcomes that 
come directly from the patient 
without interpretation or amend-
ment by the health care profes-
sional.7 By concisely defining 
symptoms of greatest concern to 
the patient, PROs engage patients, 
facilitate discussion, tailor treat-
ments and track symptoms. How-
ever, challenges exist in efficient 
delivery of PROs, requiring us to 
assess and optimize feasibility in 
the busy clinical setting. 

Undoubtedly, effective patient 
engagement in both the research 
and clinical settings have myriad 
benefits, and we are only scratch-
ing the surface. Over a decade 
ago, a seminal report from the 
Institute of Medicine, Crossing the 

Quality Chasm,8 called for health 
care redesign by recognizing that 
patients control their health care 
decisions and should be afforded 
knowledge and information to en-
able personalized decisions based 
on their preferences and values.7 
Two decades later and we are fi-
nally seeing a glimpse of what this 
redesign could be through patient 
engagement, both in the clinical 
and research realms. One thing 
is certain: patient engagement is 
an important and necessary dis-

ruptor of the status quo and will be 
an important catalyst for elevating 
the quality of care we deliver to our 
patients in the future. STOP

1. Smith AB, Lee JR, Lawrence SO et al: Patient 
and public involvement in the design and con-
duct of a large, pragmatic observational trial 
to investigate recurrent, high-risk non-mus-
cle-invasive bladder cancer. Cancer 2022; 
128: 103.

2. TRANS-ARC: Transgender & Non-Binary Sur-
gery Allied Research Collective. Available at 
https://trans-arc.org/. Accessed February 24, 
2022.

3. PEDSnet: PKIDS: Pediatric KIDney Stone Care 
Improvement Network. Available at https://
pedsnet.org/pkids/. Accessed February 24, 2022.

4. Hamad J, Gore J, Chisolm S et al: Patient em-
powerment through engagement in bladder 
cancer research. Urol Oncol 2021; 39: 193 
e13.

5. Smith AB, Chisolm S, Deal A et al: Patient-cen-
tered prioritization of bladder cancer research. 
Cancer 2018; 124: 3136.

6. Sofolahan-Oladeinde Y, Newhouse RP, Lavallee 
DC et al: Early assessment of the 10-step patient 
engagement framework for patient-centred out-
comes research studies: the first three steps. Fam 
Pract 2017; 34: 272.

7. Lavallee DC, Chenok KE, Love RM et al: In-
corporating patient-reported outcomes into 
health care to engage patients and enhance care. 
Health Aff (Millwood) 2016; 35: 575.

8. Institute of Medicine: Crossing the Quality 
Chasm: A New Health System for the 21st Cen-
tury. Washington, DC: National Academies 
Press 2001; https://doi.org/10.17226/10027.

ENGAGING PATIENTS
Arrow-right Continued from page 26

ASSI
Bipolar Scissors

For Radical Prostatectomy

®

accurate surgical & scientific instruments corporation
300 Shames Drive, Westbury, NY 11590

800.645.3569   516.333.2570   fax: 516.997.4948   west coast: 800.255.9378
Info:  assi@accuratesurgical.com • Orders:  orders@accuratesurgical.com

www.accuratesurgical.com

©
20

19
 A

SS
I®

ACCURATE SURGICAL & SCIENTIFIC INSTRUMENTS®

For diamond perfect performance ®

®

STRUMENTS®

®®®®®®

Not all ASSI products shown in our literature or on our website are available for sale in Canada 

AUANEW1122.indd   1 05/04/22   3:14 PM



MAY 2022   AUANEWS28

AUA 2022 Plenary Panel on Bulbar  
Urethral Stricture Management 
Dmitriy Nikolavsky, MD
SUNY Upstate Medical University, Syracuse,  
New York

Lindsay Hampson, MD, MAS
UCSF, San Francisco, California

Amanda Chang, MD
The University of Sydney, Royal North Shore  
Hospital, Australia

Matthias Hofer, MD, PhD
Urology San Antonio, Texas

Cooper Benson, MD
UTHealth Houston, McGovern Medical School, Texas

The 2016 AUA guidelines for 
urethral strictures attempted to 
streamline and simplify the treat-
ment algorithm for patients and 
physicians alike. However, due to 
the wide range of etiologies lead-
ing to symptomatic strictures the 
“best” treatment is often an individ-
ualized approach dependent on the 
specific patient history and goals, 
and the experience of the surgeon. 
This seemingly à la carte approach 
to an ailment that every urologist 
will come across in their practice 
can be frustrating to those clini-
cians who have not subspecialized 
in genitourinary reconstruction. To 
cut through the infinite possibilities 
we’ve compiled a group of experts 
to show how there are common 
themes that any urologist can fol-
low to turn unlimited options into 
an evidence-based treatment plan 
for the bulbar stricture in front of 
them. 

Drs. Lindsay Hampson, Aman-
da Chang, Matthias Hofer and 
Cooper Benson will pull from 
their wealth of knowledge and 
clinical experience to work 
through example cases, and give 
clinical context to the 2016 guide-
lines starting with preoperative 
workup and factors thorough de-
finitive surgical correction.  

Increasingly, we recognize the 
importance of the patients’ per-
spective on the outcomes of ure-
thral reconstruction. The first 
validated urethral stricture specific 

patient reported outcome measure 
(PROM) was the urethral stricture 
symptoms PROM (USS PROM) 
questionnaire.1–3 Building on this, 
the TURNS (Trauma and Urolog-
ic Reconstructive Network of Sur-
geons) group is validating a rigor-
ously developed urethral stricture 
specific 32-item instrument called 
the USSIM (Urethral Stricture 
Symptoms and Impact Measure).4 
The USSIM seeks to character-
ize urethroplasty outcomes across 
multiple domains in a single instru-
ment. The use of PROMs supports 
the viewpoint of urethral stricture 
disease being viewed as a quality 
of life problem. However, urethral 
strictures may result in significant 
patient morbidity.5

How do we incorporate 
PROMs to aid our decision mak-
ing both for initial treatment 
and with post-urethroplasty sur-
veillance? The TURNS group 
demonstrated that nonurethral 
stricture PROMs were unable 
to differentiate patients with and 
without cystoscopic recurrence 
and also failed to correlate with 
reinterventions.6,7 Similarly, up 
to 35%–42% of patients with 
cystoscopic recurrence may be 
 asymptomatic.7–9 Not surprisingly, 
Anderson et al found that urethro-
plasty success rates vary widely 
(37%–75% at 5 years) depending 
on the definition of success, and 
when defining success as report-
ing absence of weak stream on a 
PROM, this resulted in the lowest 
5 year success at 37%.9 Thus, how 
do we define success and how do 
we use PROMs when there is a 
discrepancy between the PROM 
and objective outcomes? Future 
research will hopefully guide us 
in how to best utilize PROMs in 
clinical practice.

Urinary symptoms such as post-
void dribbling (PVD), urgency and 
urge incontinence (UI) are noted 
to be common in men both before 

and after stricture surgery. It is im-
portant for urologists to understand 
the impact that urethral stricture 
surgery has on urinary symptoms 
in order to improve patient coun-
seling and expectations. Regard-
ing PVD, one study showed that 
among 331 men undergoing an-
terior urethroplasty 75% reported 
preoperative PVD (44% reported 
PVD “most of the time”).10 Among 
those with preoperative PVD, 60% 
reported improvement (with 8% 
reported worsening symptoms), 

while among those without pre-
operative PVD, 26% developed 
de novo PVD. Type of repair has 
not been found to be a significant 
predictor of PVD after urethroplas-
ty.10,11 With regard to urinary ur-
gency, one study of 439 individuals 
undergoing anterior urethroplasty 
showed that 58% of men reported 
preoperative urgency compared 
to 40% postoperatively.12 Among 
those with preoperative urgency, 
37% noted improvement while 9% 
without preoperative urgency de-
veloped de novo urgency. Regard-
ing UI, among 305 men undergo-
ing urethroplasty, 31% reported 
preoperative urge incontinence; 
74% with preoperative urge incon-
tinence reported improvement and 
5% developed de novo urge inconti-
nence after surgery.12 Overall, these 
studies show that the prevalence 

of PVD, urgency and UI is high 
among those presenting with ante-
rior urethral strictures, and that the 
majority of those with preoperative 
symptoms will note stability or im-
provement following surgery, with 
few developing worsening or de 
novo symptoms.

Please join us for this informative 
panel discussion at the 2022 AUA 
to demystify treatment of urethral 
strictures. STOP

1. Baradaran N, Hampson LA, Edwards TC et al: 
Patient-reported outcome measures in urethral 
reconstruction. Curr Urol Rep 2018; 19: 48.

2. Jackson MJ, Sciberras J, Mangera A et al: De-
fining a patient-reported outcome measure for 
urethral stricture surgery. Eur Urol 2011; 60: 60.

3. Jackson MJ, Chaudhury I, Mangera A et al: A 
prospective patient-centred evaluation of ure-
throplasty for anterior urethral stricture using 
a validated patient-reported outcome measure. 
Eur Urol 2013; 64: 777. 

4. Breyer BN, Edwards TC, Patrick DL et al: Com-
prehensive qualitative assessment of urethral 
stricture disease: toward the development of a 
patient centered outcome measure. J Urol 2017; 
198: 1113.

5. King C and Rourke KF: Urethral stricture is 
frequently a morbid condition: incidence and 
factors associated with complications related to 
urethral stricture. Urology 2019; 132: 189.

6. Amend GM, Nabavizadeh B, Hakam N et al: 
Urethroscopic findings following urethroplasty 
predict the need for secondary intervention in 
the long term: a multi-institutional study from 
Trauma and Urologic Reconstructive Network 
of Surgeons. J Urol 2022; 207: 857.

7. Baradaran N, Fergus KB, Moses RA et al: Clin-
ical significance of cystoscopic urethral stric-
ture recurrence after anterior urethroplasty: 
a multi-institution analysis from Trauma and 
Urologic Reconstructive Network of Surgeons 
(TURNS). World J Urol 2019; 37: 2763.

8. Erickson BA, Elliott SP, Voelzke BB et al: 
Multi-institutional 1-year bulbar urethroplasty 
outcomes using a standardized prospective cys-
toscopic follow-up protocol. Urology 2014; 84: 
213.

9. Anderson KT, Vanni AJ, Erickson BA et al: 
Defining success after anterior urethroplas-
ty: an argument for a universal definition and 
surveillance protocol. J Urol 2022; https://doi.
org/10.1097/JU.0000000000002501.

10. Cotter KJ, Flynn KJ, Hahn AE et al: Prevalence 
of post-micturition incontinence before and 
after anterior urethroplasty. J Urol 2018; 200: 
843.

11. Fredrick A, Erickson BA, Stensland K et al: 
Functional effects of bulbospongiosus muscle 
sparing on ejaculatory function and post-void 
dribbling after bulbar urethroplasty. J Urol 2017; 
197: 738.

12. Hampson LA, Elliott SP, Erickson BA et al: Mul-
ticenter analysis of urinary urgency and urge 
incontinence in patients with anterior urethral 
stricture disease before and after urethroplasty. 
J Urol 2016; 196: 1700.

PANEL DISCUSSION

“ How do we 
incorporate 
PROMs to aid 
our decision 
making both for 
initial treatment 
and with post-
urethroplasty 
surveillance?”
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Celebrating Black Women in Urology
Linda L. McIntire, MD
Ann Arbor, Michigan

To be truly visionary we have to 
root our imagination in our concrete 
reality while simultaneously imagin-
ing possibilities beyond that reality.  
—bell hooks1

The intersectional feminist, 
bell hooks, poetically summarizes 
what it takes to become someone 
or do something that you have 
never seen before. As we cele-
brate Black Women in Urology, 
we acknowledge that many Black 
women urologists had to model 
themselves after an imagined vi-
sion while confronting the daily 
challenges of race and gender dis-
crimination in medicine. In the ar-
ticle “Black Women in Urology,” 
Dr. Ghanney Simons estimates 
that Black women comprised a 
very small fraction of the urology 
physician workforce in 2018.2 This 
important work underscores the 
need to address the lack of diver-
sity in the urology workforce and 
the challenges that Black women 
face when choosing urology as a 
career.

The R. Frank Jones Urological 
Society meeting on Sunday May 
15, 2022 from 1:00 to 4:00 p.m. 
is dedicated to “Celebrating Black 
Women in Urology.” As a society, 
we recognize the importance of 
recognition and appreciation of 
our leaders, and we will present 
awards to 3 Black women vision-
aries. After a brief update on cur-
rent AUA diversity efforts, we will 
hear from Dr. Shenelle Wilson of 
Urology Unbound regarding the 
mentorship of Black women in 
urology. 

This year our keynote speaker 
is Dr. O. Lenaine Westney, Profes-
sor of Urology at the University 
of Texas MD Anderson Cancer 
Center. Dr. Westney will discuss 
reconciling work-life balance with 
promotion and gender pay equity 

in urology academic leadership 
roles. A highly esteemed group 
of panelists led by Dr. Emilie 
Johnson will follow Dr. Westney’s 
talk. The panel will address issues 
unique to Black women in the 
urology  workforce

The second half of the Society 
meeting is dedicated to a Journal 
Club led by Dr. Kymora Scotland 
and Dr. Abena Denise Asafu-Adjei. 
In the Journal Club, we will discuss 
the following articles:
1. The Future Is Female: Urolo-

gy Workforce Projection from 
2020-2060

2. Rising Tides: Challenges and 
Opportunities for Women in the 
Urologic Workforce 

3. The Gender Pay Gap in Urology
4. Gender and Racial Disparities in 

Early Urology Exposures during 
Medical School 

5. Trends in the Racial and Eth-
nic Diversity in the US Urology 
Workforce
We are honored that many 

women leaders in urology (some 
of whom are authors of the Jour-
nal Club articles) will join us for a 
panel discussion. We are excited 

to discuss our important next steps 
as a surgical subspecialty to ensure 
equity for all women who aspire to 
become a urologist. STOP

1. hooks b: Feminism Is for Everybody: Passionate 
Politics. Oxfordshire, England: Routledge 2014; 
p 110.

2. Ghanney Simons EC: Black Women in Urology. 
AUANews, April 1, 2021.

SPECIALTY SOCIETIES

“ As we celebrate 
Black Women 
in Urology, we 
acknowledge that 
many Black women 
urologists had to 
model themselves 
after an imagined 
vision while 
confronting the 
daily challenges of 
race and gender 
discrimination in 
medicine.”

Society for the Study of Male Reproduction Annual  
Symposium: Male Infertility Care in the Modern Era
James M. Dupree, MD, MPH
SSMR Program Chair  
University of Michigan, Ann Arbor 

James F. Smith, MD, MS
SSMR President 
University of California, San Francisco 

The Society for the Study of 
Male Reproduction (SSMR) is 
thrilled to hold its Annual Meet-
ing in New Orleans, Louisiana, on 
Sunday, May 15 (1:00–5:00 pm, 
LaNouvelle Orleans Ballroom C 
of the Ernest N. Morial Conven-
tion Center). While outstanding 

scientific and clinical research will 
be presented throughout the AUA 
Meeting, we will use the SSMR 
Annual Meeting to reflect on the 2 
years since we last met in person 
and to build a better future for our 
patients. Our theme will be “Male 

Infertility Care in the Modern Era: 
Building a Better Future for Our 
Patients.” Dr. Jim Dupree, the 2022 
SSMR Program Chair, has orga-
nized an outstanding lineup of en-
gaging speakers, including leaders 
in the fields of urology, andrology 

and reproductive medicine. These 
sessions will be moderated by sev-
eral exceptional SSMR members 
including Drs. Jim Smith, David 
Shin and Christopher Deibert. 

We will start the SSMR meeting 
where we start our work—with the 
patient. After hearing the patient’s 
perspective on the past 2 years, 
we will next discuss the impact of 
the COVID-19 pandemic on male 
reproductive health and our clin-
ical practices. We will first have a 

SPECIALTY SOCIETIES
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 debate between Drs. Jim Hotaling 
and Ranjith Ramasamy about the 
impact of the SARS-CoV-2 virus 
on spermatogenesis and male re-
productive health. Expect a live-
ly debate. Drs. Akanksha Mehta 
and Sarah Vij will then debate a 
technology that is more prevalent 
today than ever before—telemedi-
cine. Specifically, they will debate 
whether telemedicine is able to re-
place our in-person evaluations for 
men with infertility.

The pandemic of 2020 and 2021 
also shone an even brighter light 
on the long-standing discrimina-
tion and systemic racism that im-
pact Black communities and other 
communities of color. The SSMR 
released a statement on racism and 
diversity in response to numerous 
events in 2020.1 Moving forward, 
the SSMR Board of Directors has 
committed to several initiatives 
to address existing disparities and 
inequities, including highlighting 

these topics during the Annual 
Meeting. This year, we are honored 
to have Dr. Tracy Downs, Chair of 
the AUA’s Diversity and Inclusion 
Task Force, and Dr. Simone Thava-
seelan, provide our SSMR Keynote 
address. Drs. Downs and Thavasee-
lan will speak about the impact of 
systemic racism on male infertility 
patients and our practices from the 
perspective of physicians outside 
the field of reproductive medicine. 
Dr. Tolu Bakare will then speak 
about building male infertility prac-
tices that support our multicultural 
patients. Finally, we have launched 
the SSMR/Fellow Health Diverse 
Leadership Scholar award focused 
on mentoring a diverse class of fu-
ture academic and clinical leaders 
in our field. We are selecting and 
highlighting our inaugural 5 schol-
ars at this year’s meeting.

Our final session will be devot-
ed to the future of male infertility 
care, imagining care in the year 

2026. Drs. Dolores Lamb and 
Kathleen Hwang will discuss ad-
vanced diagnostics and advanced 
therapeutics in our field, focusing 
on what will be needed in 5 years 
to care for patients with male in-
fertility. Dr. Jim Dupree will then 
discuss the new SSMR/SMRU 
white paper about the impact of 
physician productivity models on 
access to infertility care, including 
what will be needed to ensure pa-
tients can access our services for 
years to come.2

Urology residents, fellows and 
medical students are strongly en-
couraged to attend the SSMR Sym-
posium as well. We are delighted to 
continue our partnership with the 
Sexual Medicine Society of North 
America (SMSNA) to co-sponsor 
the joint SSMR & SMSNA Trav-
eling Fellowship Program. This op-
portunity is open to current urolo-
gy residents who are interested in 
our respective fields. Additionally, 

we are proud to continue to offer 
the Arnold Belker Traveling Fel-
lowship to current reproductive 
urology fellows. 

The 2021 SSMR meeting will be 
patient-centered, practical and dy-
namic, aiming for all attendees to 
take home new learning that will in-
fluence their patients and practices. 
We look forward to seeing you in 
New Orleans where we can contin-
ue to drive SSMR’s mission of en-
couraging the study, elevating the 
practice and improving the quality 
of care of the subfertile male. STOP

1. Society for the Study of Male Reproduction: 
SSMR Statement on Racism and Diversity: 
Available at https://ssmr.org/news/ssmr-state-
ment-on-diversity.aspx.

2. Dupree JM, Coward RM, Hsieh M et al: Soci-
ety for the Study of Male Reproduction (SSMR) 
and Society for Male Reproduction and Urology 
(SMRU): The impact of physician productivity 
models on access to subspecialty care: a white 
paper from the Society for the Study of Male Re-
production and the Society for Male Reproduc-
tion and Urology. Urology 2021; 153: 28.

SOCIETY FOR THE STUDY OF MALE REPRODUCTION ANNUAL SYMPOSIUM
Arrow-right Continued from page 29

Preview: 70th Annual Meeting of the Societies for  
Pediatric Urology
Rosalia Misseri, MD
Riley Children’s Health, Indianapolis, Indiana

C. D. Anthony Herndon, MD
Children’s Hospital of Richmond at Virginia 
Commonwealth University

The 70th Annual Meeting of 
the Societies for Pediatric Urology 
(SPU) will be held in conjunction 
with the AUA Annual Meeting 
in New Orleans, Louisiana (May 
14, 2022, Hilton New Orleans 
Riverside). We are looking for-
ward to an exciting, in-person ed-
ucational program of interest to all 
urologists!

Along with Associate Program 
Chair Dr. Gina Lockwood (Univer-
sity of Iowa), we have worked with 
SPU leadership and the AUA to 
produce an outstanding program. 
We have superb moderators and 
speakers from around the world. 
The Pediatric Program, in conjunc-
tion with the AUA, includes panel 
discussions and debates, podium 
presentations, moderated poster 

sessions and the distinguished Mer-
edith Campbell Lecture and Duck-
ett Lectures over the course of the 
weekend.

The SPU program on Satur-
day, May 14 from 7:30 a.m. 
to 6:00 p.m. will include ses-
sions on multiple urological con-
ditions including neurogenic 
bladder, cryptorchidism, penile 
anomalies, robotics, oncology and 
megaureters. Mini debates will 
highlight controversies in pediat-
ric urological care and raise im-
portant questions to the audience, 

allowing broad participation by at-
tendees. We will review landmark 
papers in pediatric urology with 
special reflections from the au-
thors themselves including Doug 
Canning (proximal hypospadias), 
Stephen Koff (valve bladder syn-
drome) and Paul Mitrofanoff (ap-
pendicovesicostomy). It will be 
a great honor to hear from these 
giants of pediatric urology! During 
the session, “When Should the Ball 
Drop? Consequences of Cryptor-
chidism,” we will discuss optimal 
timing of orchiopexy, malignancy 

and fertility associated with un-
descended testicles with a distin-
guished panel including pediatric 
urologists Drs. Bayne and Yu, and 
urologic oncologist Dr. Clint Cary. 
American Academy of Pediatrics 
medalist Dr. Anthony Caldamone 
will deliver the Meredith Campbell 
Lecture titled, “Peer Review, Open 
Access, Predatory Journalism and 
the Future of Scientific Communi-
cation.” The Pediatric Oncology 
Working Group will update us on 
Children’s Oncology Group trials 
and current standards of care for 
children with Wilms tumor. Dr. 
Herndon will update us on the ex-
citing work of  the SPU.

To kick off the pediatric portion 
of the meeting, the Society for Fe-
tal Urology Meeting Case Presen-
tation Session will take place on 
Thursday, May 12 from 5:00 
to 7:00 p.m. at the Hilton New 
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Orleans Riverside. This meet-
ing will consist of presentations 
of interesting cases with prenatal 
 diagnoses.

A new course, “Your Essential 
Guide to Congenitalism and Tran-
sitional Care,” will be presented 
by the AUA in collaboration with 
the Society of Genitourinary Re-
constructive Surgeons, SPU and 
the Society of Urodynamics, Fe-
male Pelvic Medicine and Uro-
genital Reconstruction on Thurs-
day, May 12 in the afternoon. This 
unique course will bring together 
3 societies with overlapping inter-
ests. This novel collaboration will 
focus on the evaluation and man-
agement of common problems 
associated with congenital neuro-
pathic bladder in peri-adolescent 
and adult life. 

On Sunday, May 15 the SPU 
will combine with the AUA pro-
gram during the morning Plena-
ry Session for even more excit-
ing and cutting-edge lectures and 
debates. Panel discussions and 
debates regarding regenerative 
medicine in pediatrics, renal and 
ureteral duplications, and uretero-
cele will be held in Great Hall A 
at the New Orleans Ernest N. Mo-
rial Convention Center. Dr. Chris-
tian Radmayr will present the es-
teemed European Association of 
Urology Lecture, “Is Endocrine 
Treatment for Undescended Testis 
of Any Benefit at All?” Finally, the 
John Duckett Memorial Lecture 
will be presented by Dr. David 
Joseph, honoring his exceptional 
contributions to pediatric urology. 
This will be followed by podium 
and moderated poster sessions of 
interest to general and pediatric 
urologists that will include ab-
stract sessions on hypospadias, pe-
nile and scrotal surgery, and upper 
and lower urinary tract anomalies 
in the afternoon. 

The SPU 70th Annual Meet-
ing will surely be educational and 
thought provoking. We look for-
ward to seeing all of you in the Big 
Easy this spring! Welcome back to 
the SPU and the AUA! STOP

PREVIEW: 70TH ANNUAL MEET-
ING OF THE SOCIETIES FOR 
PEDIATRIC UROLOGY
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Society of Urologic Oncology
Jeff M. Holzbeierlein, MD, FACS
SUO President  
University of Kansas Medical Center, Kansas City

We were all excited for the 
promise of an in-person meeting 
at the AUA last year; unfortunate-
ly, with continued concerns sur-
rounding COVID, the meeting 
was switched to a virtual format. 

However, we remain strongly op-
timistic that after 2 years of virtual 
meetings the 2022 AUA meeting in 
New Orleans will move forward as 
an in-person format. The Society of 
Urologic Oncology (SUO) meet-
ing at the AUA, which will be held 
on Saturday, May 14, 2022, will 
be similar to previous years with 

a combined meeting with the So-
ciety for Basic Urologic Research 
(SBUR) in the morning followed 
by the traditional SUO meeting in 
the afternoon. 

The combined SBUR/SUO 
meeting (Saturday, May 14 
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from 7:55–11:00 a.m.) will be led 
by Drs. Dan Lin and Will Ricke 
with an overall theme addressing 
“aging and disease/hormonal pro-
gression.” Experts in the field will 
speak on various aspects related to 
aging and how it affects the devel-
opment and progression of cancer 
as well as affecting responses to 
treatment. This year’s Don Cof-
fey lectureship will be given by 
Dr. Judy Campisi and will be enti-
tled, “Aging Hallmarks in Normal 
Aging and Disease Progression: the 
Science and the Training.” The af-
ternoon SBUR session will address 
mechanisms of hormone resistance 
in both benign and malignant urol-
ogy and how it is affected by aging. 

The afternoon session of the 
SUO meeting, which begins at 
12:25 p.m., is chaired by Drs. Brian 
Cross and Stacey Loeb, and will be-
gin with a session on kidney cancer 
and discuss topics from advanced 
imaging to surgical techniques, and 
surgical and adjuvant therapies for 
advanced renal cell carcinoma. 
This session will be followed by a 

focus on urothelial cancer, both up-
per tract and lower tract. The SUO 
is committed to continuing to ex-
plore racial disparities in urological 
cancer. This year’s lecture on this 
topic will be given by Dr. Randy 
Vince from the University of Mich-
igan, who will discuss strategies to 
address the inequities in urological 
cancer care. The program is round-
ed out by a session that focuses on 
various aspects of prostate cancer 
and, finally, a session focusing on 
health care services research and 
technology in urologic oncology. 

As in years past, we will begin 
the meeting with the presentation 
of several awards. This year’s re-
cipients include Dr. Alan Partin 
from Johns Hopkins as the recipi-
ent of the SUO Medal, Dr. Sarah 
Psutka as the recipient of the Young 
Investigator Award, and Dr. Cheryl 
Lee and Dr. Kelly Stratton for the 
Distinguished Service Award. All 
of these award winners have made 
and continue to make significant 
contributions to urologic oncology 
and the SUO. We are extremely 

proud of these SUO members!
This year’s Whitmore Award 

will be given to Dr. Eila Skinner, 
who will also be giving the Wil-
let F. Whitmore Jr. Lecture. This 
is one of the highest awards given 
by the SUO and recognizes signif-
icant contributions to the field of 
urologic oncology. Dr. Skinner, 
who was one of the first fellowship 
trained female urologic oncolo-
gists, has made outstanding con-
tributions to the field of bladder 
cancer and orthotopic diversions 
while at the University of South-
ern California. She subsequently 
became the Chair of Urology at 
Stanford University where she has 
continued to improve our under-
standing of the treatment of blad-
der cancer while continuing the 
tradition of a world-class urology 
program at Stanford. In addition, 
she has had a tremendous impact 
on urological education, serving 
on the written examination com-
mittee, the oral examination com-
mittee and the American Board of 
Urology. She has been a pioneer 

for women in urologic oncology 
and inspired generations of female 
urologic oncologists. We are ex-
tremely proud of her service and 
impact on the SUO, and look for-
ward to her lecture. 

For the full schedules including 
lecture titles and speakers for both 
the SBUR and SUO meetings 
please visit the AUA Annual Meet-
ing website. 

The SUO held a safe and out-
standing in-person meeting this 
past December in Orlando, Flori-
da, and looks forward to the 23rd 
Annual Meeting, which will take 
place November 30–December 2, 
2022 at the Hilton San Diego Bay-
front in San Diego, California. For 
additional details, as well as further 
information about the SUO Young 
Urologic Oncologists Spring We-
binar Series and future meetings, 
please visit the SUO website at 
https://suonet.org. 

We are looking forward to an 
outstanding in-person meeting 
in New Orleans, and hope to see 
many colleagues there. STOP
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Society of Benign Prostate Diseases 2022 at AUA2022
Steven A. Kaplan, MD, FACS*
Treasurer, SoBPD 
Icahn School of Medicine at Moutn Sinai, New York, 
New York

Kevin T. McVary, MD, FACS*
Secretary, SoBPD 
Stitch School of Medicine, Loyola Medical Center, 
Maywood, Illinois

Claus G. Roehrborn, MD*
President, SoBPD 
UT Southwestern Medical Center at Dallas, Texas

*Equal contribution.

Urology is a remarkably diverse 
medical specialty, and it is the large 
variety of diagnostic and therapeu-
tic challenges, the opportunity to 
practice in a clinic setting or be ac-
tive in the operating room, and the 
nearly limitless entrepreneurships 
of urological surgeons continually 
pushing the boundaries of diagnos-
tic and surgical technology jointly 
with biomedical industry which 
make urology such an attractive 
specialty to medical students. It is 
thus no surprise that 2022 saw the 
highest ever application number 
for a residency in urology and also, 
unfortunately, the highest ever 
number of applicants who did not 
match (fig. 1), no doubt triggering 
debates over program expansions. 

Not only is urology a fascinating, 
challenging and highly technolog-
ical specialty, but it also serves a 
growing segment of the popula-
tion, namely the elderly who have 
a very high population prevalence 
of common urological conditions 
such as incontinence, stone disease, 
hematuria, infections and voiding 
dysfunction. 

Prostate diseases, both benign and 
malignant, rank amongst the most 
common conditions encountered 
by urologists, but also initially seen 
and evaluated by primary care pro-
viders. Benign prostatic hyperplasia 
(BPH) is by far the most common 
(benign) tumor in men, affecting in 
some way 60% of men in their 60s 
and nearly every man in his 80s and 
90s. Increased longevity and the ef-
fect of the baby boomer generation 
combined lead to an unprecedent-
ed increase in the number of men 
reaching an age in which prostate 
conditions are most prevalent (fig. 2).

These well-known facts, com-
pounded by the sobering estimates 
of the number of men with voiding 
dysfunction resulting from benign 
prostate conditions, are just the “tip 
of the iceberg” in counting those 
symptoms that presented and got 
recognized, diagnosed and/or 
treated (fig. 3). They do not count 
those that remain untreated, undi-
agnosed or even not recognized, 
and in many cases accepted as a 
sign of aging and the fate of the 
elderly male. Lower urinary tract 
symptoms/BPH causes great im-
pairment to male health and overall 
quality of life and are responsible 
for more population-wide morbid-
ity than any other urological dis-
ease. This impact, felt directly by 
the patient and secondarily by the 
urological workforce, is poised to 
grow rapidly and accelerate further 
for a variety of reasons.1

It is in this moment in time that 
a group of academic leaders saw 
the imperative and the opportuni-
ty to form a medical society that 
would focus on those benign pros-
tate conditions, the Society of Be-
nign Prostate Diseases (SoBPD). 
Conceptualized in 2018 by Steve 
Kaplan, Kevin McVary and Claus 
Roehrborn, and founded and 

SPECIALTY SOCIETIES

Figure 1. Urology Match data from 2015 to 2022. Available at https://www.auanet.org/education/
auauniversity/for-residents/urology-and-specialty-matches/urology-match-results.

Figure 2.  World population from 1950 to 2100 (from OurWorldinData.org, United Nations World 
Population Prospects).

“ It is in this 
moment in time 
that a group 
of academic 
leaders saw the 
imperative and 
the opportunity 
to form a medical 
society that would 
focus on those 
benign prostate 
conditions, the 
Society of Benign 
Prostate Diseases 
(SoBPD).”
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 incorporated in 2020, the young 
society had a difficult birth under 
adverse circumstances, one might 
say the worst circumstances, right 
in the middle of the largest pan-
demic the world had ever seen, 
preventing effectively any and all 
in-person meetings and scientific 
gathering, the lifeblood of academ-
ic medicine and clearly the source 
of nourishment and support for 
medical societies. 

Nevertheless, the young  SoBPD 
had its first virtual meeting in 
March of 2021 and has steadily 
grown since then. The ambitious 
plan of the society is embodied in 

its mission statement (fig. 4). 
The SoBPD, now and in the fu-

ture, will play a vital role in rais-
ing the awareness of nonmalignant 
conditions of the prostate gland and 
their considerable burden to both 
individual patients and to society; 
in contributing to the  promotion 
of knowledge amongst affected pa-
tients and health care providers; in 
promoting ongoing research into 
the epidemiology,  pathophysiology 
and natural history of these condi-
tions in all countries and cultures 
around the world; in spearheading 
research into newer and more ef-
fective but less invasive treatments 

for these conditions; while recog-
nizing the high population preva-
lence, the ongoing changes in the 
demographics, and the limitations 
in terms of the number of trained 
health care providers and financial 
resources

The SoBPD thus is the society 
claiming important parts of the di-
agnostic evaluation, epidemiology, 
pathology and pathophysiology, 
as well as the medical and surgical 
treatment of the associated condi-
tions, expanding its scope to re-
search into and collaborations with 
other organizations and companies 
involved in serum, urine, tissue 
diagnostics, development of phar-
maceuticals, invention of new diag-
nostic and surgical tools and devic-
es, and instrument makers, as well 
as those involved in health policy, 
public and population health is-
sues, and other groups and organi-
zations. 

It is therefore no surprise that 
the SoBPD program at the Annual 

AUA Meeting in New Orleans will 
span a considerable arc: one that 
looks back at the historical develop-
ment of diagnostics, medical thera-
py and minimally invasive surgical 
interventions, but also looks for-
ward to new developments in di-
agnostic imaging and urodynamic 
testing, the role of neutraceuticals 
in lower urinary tract symptoms, 
the role of the microbiome in BPH, 
and other topics covering the vast 
range of those of concern to our so-
ciety and its members. 

The founders of the society, 
Steve Kaplan, Kevin McVary and 
myself, the Board of Directors, the 
speakers and the growing mem-
bership look forward to our first 
in-person meeting during the AUA 
in New Orleans and invite you to 
become part of this endeavor. STOP

1. Launer BM, McVary KT, Ricke WA et al: The 
rising worldwide impact of benign prostatic hy-
perplasia. BJU Int 2021; 127: 722.

2. Last JM and Adelaide DPH: The iceberg: ‘com-
pleting the clinical picture’ in general practice. 
1963. Int J Epidemiol 2013; 42: 1608.

Figure 3. Epidemiology of benign prostatic conditions in the population, iceberg concept adapted 
from Last (1963).2

Figure 4. Mission Statement of the SoBPD.

MISSION STATEMENT 

We believe that the Society of Benign Prostate Diseases (SoBPD) now and in the future will play a vital 
role 

• In raising the awareness of non-malignant condi ons of the prostate gland and their 
considerable burden to both individual pa ents and to society 

• In contribu ng to the promo on of knowledge amongst affected pa ents and health care 
providers 

• In promo ng ongoing research into the epidemiology, pathophysiology and natural history of 
these condi ons in all countries and cultures around the world 

• In spearheading research into newer and more effec ve but less invasive treatments for these 
condi ons  

• While recognizing the high popula on prevalence, the ongoing changes in the demographics, 
and the limita ons in terms of the number of trained health care providers and financial 
resources 
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Preview of the Upcoming Sexual Medicine Society of 
North America 27th Annual Scientific Program
Mohit Khera, MD, MBA, MPH
President-Elect, SMSNA 
Baylor College of Medicine, Houston, Texas

This year’s 27th Annual Scien-
tific Program of the Sexual Med-

icine Society of North America 
 (SMSNA) at the AUA in New Or-
leans on Friday, May 13, from 
8:00 a.m. to 5:00 p.m., will again 
feature outstanding state-of-the-art 
lectures and engaging sessions on 

a variety of sexual medicine topics 
given by leading experts. New this 
year is a session on diversity and 
sexual orientation, featuring expert 
speakers discussing transgender 
surgery and cancer survivorship in 

homosexual men. Also included 
are talks on new innovations in the 
diagnosis and management of com-
mon conditions such as  erectile 
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dysfunction (ED), Peyronie’s dis-
ease, priapism and orgasmic dys-
function. 

Three state-of-the-art lectures in-
clude Dr. Stacy Loeb discussing the 
use of social media in sexual med-
icine, Dr. Kelvin Davies lecturing 
on cavernous nerve regeneration 
following radical prostatectomy 
and Dr. Hossein Sadeghi-Nejad 
giving the Ira Sharlip Lecture on 
“Telemedicine in Sexual Medicine: 
Challenges and Opportunities.” 

Over the past 5 years, there has 
been significant interest in the use 
of restorative therapies, such as 
shockwave therapy, to treat ED. In 
2018 the AUA ED Guidelines and 
the SMSNA Restorative Therapy 
Position Statement both declared 
that restorative therapies should 
be considered investigational un-

til appropriate research studies 
have been conducted. In 2021 the 
 SMSNA updated its position state-
ment, and these new recommenda-
tions are highlighted in this year’s 
program. In addition, a symposium 
on shockwave therapy discusses 
controversial topics, such as wheth-

er offering and charging for shock-
wave therapy to treat ED is ethical 
and which shockwave devices offer 
the best results in treating ED.

Surgical treatments for ED have 
always been of great interest to at-
tendees. This year, SMSNA hosts 
a session on controversial surgeries 
in sexual medicine, including an in-
depth discussion on subcutaneous 
penile implants, penile fillers/girth 
enhancers and vaginal rejuvenation 
procedures. Lectures also include 
tips and tricks on how to surgical-
ly manage complicated conditions 
associated with penile implants and 
cutting-edge lectures on preventing 
surgical infection and improving 
patient satisfaction after surgery. 

As orgasmic disorders may be 
challenging to treat, this year the 
SMSNA is hosting a session with 

renowned speakers in this field to 
provide up-to-date information 
on delayed orgasm/anorgasmia, 
climacturia and premature ejac-
ulation. An additional lecture 
discusses the diagnosis and treat-
ment of male neurogenic sexual 
dysfunction. 

This year’s program will certain-
ly be of great interest to an array of 
health care professionals, including 
physicians, mental health provid-
ers, advanced practice providers, 
allied health professionals and sci-
entific researchers. The SMSNA 
is proud to promote programs that 
are engaging, scholarly, diverse 
and full of camaraderie. I look for-
ward to personally welcoming each 
of you at our program this May in 
New Orleans.  STOP

Urologic Society for Transplantation and Renal Surgery 
Annual Meeting during the AUA Annual Meeting Invites 
All Transplant and Renal Surgeons
Jeffrey L. Veale, MD 
President, Urologic Society for Transplantation and 
Renal Surgery 
David Geffen School of Medicine, UCLA Health,  
Los Angeles, California 

The Urologic Society for Trans-
plantation and Renal Surgery 
 (USTRS) will meet on Sunday, 
May 15, 2022 (1–5 p.m.) in the 
Ernest N. Morial Conven-
tion Center, Room 354–355. 
Our meeting will include timely 
lectures from the experts, resident 
podium presentations, moderated/
unmoderated poster sessions/view-
ing with a reception and awards. 
Our meeting will nicely follow the 
AUA Transplant and Vascular Sur-
gery session.

As always, the planning com-
mittee has created an exception-
al USTRS program for this year 
highlighting Dr. Alberto Bredo, 
chief of kidney transplantation, 
Fundació Puigvert, Barcelona, 
Spain, speaking on “Robotic Auto-

transplantation;” Dr. Inderbir Gill, 
chairman and professor, depart-
ment of urology, Keck School of 
Medicine, University of Southern 
California, speaking on “Robotic 
Prostatectomy/Cystectomy Fol-
lowing Renal Transplantation;” Dr. 
Islam Kamrul, managing director 
and urologist at Center for Kidney 
Diseases and Urology Hospital, 
Bangladesh, speaking on “‘True 
Miracles’—Transplanting Kidneys 
in the 3rd World;” and Dr. Jeffrey 
Veale, professor, David Geffen 
School of Medicine, Department of 
Urology, University of California, 
Los Angeles, speaking on “Giving 
out ‘Vouchers’ for Future Kidney 
Transplantations.”

The USTRS has a strong his-
tory of advancing the practice 
and science of transplantation in-
ternationally. Benefits to USTRS 
membership are numerous, but 
most importantly it enables us to 

build collaborative relationships 
with like-minded groups and indi-
viduals. I would like to encourage 
everyone to renew your USTRS 
membership for 2022 and wel-
come you to actively participate in 
USTRS committees and initiatives. 
In sharing our experiences, innova-
tive science and educational con-
tent, we are given the tremendous 
opportunity to learn from each oth-
er across the globe and further ad-
vance organ transplantation. If you 
are interested in participating on 
USTRS committees or would like 
to join the USTRS, please do not 
hesitate to reach out to me.

I am also extremely proud to an-
nounce that we have made consid-
erable progress in building the fund 
for the newly established Dr. John 
Barry Fellowship Award! In the 
spirit of fostering the passion and 
excellence Dr. John Barry (Oregon, 
U.S.A.) perpetuates, the  USTRS 

Board of Directors envisioned the 
creation of a travelling fellowship 
award to honor Dr. Barry and his 
contributions to urology and trans-
plantation. The fellowship will en-
able the recipient to visit medical 
centers around the world, to study 
and gain experience in the applica-
tion of new knowledge and tech-
niques, or to further the pursuit of a 
project relevant to surgical practice 
or research in transplantation.  We 
are excited to adjudicate the first 
round of applications for the award 
this year. Instructions for applicants 
to submit an application are on the 
USTRS website (www.USTRS.
org). Please consider a donation, as 
our goal is to raise $50,000 USD 
to provide stable annual funding of 
this award for many years to come.

I look forward to seeing you all 
in New Orleans. Please visit our 
website www.USTRS.org. STOP
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Society of Genitourinary Reconstructive Surgeons  
Scientific Session 
Francisco Martins, MD
President, GURS 
University of Lisbon, Santa Maria Hospital, Portugal

Jeremy B. Myers, MD, FACS
Secretary/Treasurer, GURS 
University of Utah School of Medicine, Salt Lake City

I hope you join us at the AUA 
for the Society of Genitourinary 
Reconstructive Surgeons (GURS) 
scientific session (Friday, May 13, 
2022). The educational goals are 
to highlight emerging techniques 
in reconstructive urology, recent 
innovation, and the fundamental 
disease pathophysiology and sur-
gical approach in reconstructive 
urology. The sessions are designed 
to engage urologists throughout the 
spectrum of practice, from those in 
a community based general urolo-
gy practice to a fellowship trained 
reconstructive urology practice. 

GURS is pleased to continue a 
robust partnership with the AUA 
in New Orleans this spring at the 
AUA national meeting. For the sec-
ond year (delayed 2 years due to 
the pandemic), GURS is co-spon-
soring an all-day course just prior 
to the start of the AUA on Thurs-
day, May 12. The course is spon-
sored in partnership with the AUA, 

the Society of Pediatric Urology 
and the Society of Urodynam-
ics, Female Pelvic Medicine, and 
Urogenital Reconstruction. The 
course is directed by Drs. Melis-
sa Kaufman, MD, PhD and Had-
ley Wood, MD and entitled “The 
Essential Guide to Congenitalism 
and Transitional Care.” The course 
will have expert lectures covering 
guideline review of spina bifida 
care, perioperative considerations, 
and how to address special consid-
erations such as augmentation rup-
ture and pregnancy management. 
Case-based discussion will engage 
the audience and orient the infor-
mation in the lectures to practical 
clinical applications. The session 
will provide learning opportunities 
for anyone who sees patients with 
neurogenic bladder. There is dis-
counted registration for fellows and 
residents.

This year at the GURS sci-
entific session, there will be nu-
merous expert lectures and an 
emphasis on surgical technique 
panels.  The named lectures hon-
or Dr. Brantley Scott, who helped 
to invent and bring the artificial 
urinary sphincter to clinical prac-
tice, and Dr. Charles Devine, 

who was one of the first recon-
structive urologists in the country 
and one of the founding mem-
bers of the GURS. The lecturers 
this year are Dr. Hadley Wood, 
who will discuss her insights and 
passion for transitional care in 
patients with congenital neuro-
genic bladder, and Dr. Catherine 
DeVries, who is being honored 
for her work in global surgery 
and founding IVUMed (Inter-
national Volunteers in Urology). 
Even if reconstructive urology is 
not a big part of your practice, 
these thought leaders in urolo-
gy will be very engaging as they 
speak about their inspiration and 
passion for urology.

Other highlights of the session 
will be a focus on different surgi-
cal techniques. In the gender af-

firmation portion of the session, 
a panel will focus on techniques 
for placement of penile prosthesis 
for trans-men after phalloplasty. 
The other 2 surgical technique 
sessions will focus on augmen-
tation cystoplasty and treatment 
of neurogenic bladder, as well 
as different approaches to treat-
ment of ureteral stricture.  These 
sessions feature national thought 
leaders in reconstructive urolo-
gy, such as Dr. Lee Zhao (New 
York University), presenting on 
“Penile Prosthesis Placement af-
ter Phalloplasty;” Dr. Brian Flynn 
(University of Colorado), pre-
senting on “Outcomes after Ileal 
Ureter Substitution;” Dr. John 
Stoffel (University of Michigan), 
presenting on “Small Bowel Aug-
mentation with Catheterizable 
Channels in Adults;” and Dr. Jill 
Buckley (University of California 
San Diego), presenting on “Buc-
cal Graft Ureteral Repair.”

At GURS we are proud of the 
growth of our specialty and the ex-
pansion of the scope of reconstruc-
tive urology. Catch the excitement 
by attending this session at the 
AUA! STOP
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“The Gloves Are Off” at This Year’s Indian American 
Urological Association Annual Continuing Medical  
Education Program
Puneet Sindhwani, MD
University of Toledo College of Medicine and Life 
Sciences, Ohio 

As president of the Indian 
American Urological Association 
(IAUA), along with my planning 
committee chairs, Dr. Ranjith Ra-
masamy and Dr. Raveen Syan, I 
welcome you to an exciting 6-hour-

long continuing medical educa-
tion (CME) session to be held on 
 Friday, May 13, 2022 from 7:00 
a.m. to 1:00 p.m. in the St. 
James Ballroom of the Hil-
ton Riverside, New Orleans. 
The program has been planned 
as a series of spitfire moderated 
debates. Topics have been chosen 

for their controversial nature and 
contemporary significance, and 
speakers have been carefully cho-
sen for their expertise in their rela-
tive fields. Here is a sample of what 
awaits the ringside audience: 

In the field of female urology, 
Dr. Sneha Vaish will moderate Drs. 
Aqsa Khan and Nitya Abraham in 

debating management of stress uri-
nary incontinence treatment using 
polyacrylamide injection (Bulka-
mid®) versus sling. Dr. Ajay Sin-
gla will moderate debate between 
Drs. Rena Malik and Raveen 
Syan  regarding if hysterectomy is 
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 necessary during transvaginal re-
pair for apical prolapse. 

Debates in urologic oncology 
include latest developments in 
prostate cancer, bladder cancer 
and management of complications. 
Debate in the field of prostate can-
cer will focus on the role of pros-
tate-specific membrane antigen 
positron emission tomography/
computerized tomography in the 
setting of oligometastatic disease 
with negative conventional staging 
studies. The debate will be moder-
ated by Dr. Sanoj Punnen and will 
pit Dr. Nirmish Singla against Dr. 
Thenu Chandrashekar. 

In the field of bladder cancer, 
Dr. Sumeet Bhanvadia will debate 
Dr. Sima Porten about radical cys-
tectomy versus trimodal therapy 
for muscle invasive bladder cancer 
as seen from the urologist’s per-
spective. Additionally, Dr. Mohit 
Khera will deliver a state-of-the-art 
lecture on recovery of sexual and 

urinary function following radical 
prostatectomy. 

Dr. Satynarayana will moder-
ate a debate between Drs. Nis-
hant Patel and Hemendra Shah 
about optimal benign prostatic 
hyperplasia management for the 
40 gm prostate gland: enucleation 
vs minimally invasive surgical 
therapy.

In the field of male reconstruc-
tive surgery, Dr. Jaspreet Sandhu 
will moderate a debate on the top-

ic of sling versus artificial urinary 
sphincter in the non-irradiated 
male patient with moderate stress 
urinary incontinence. Speakers will 
be Dr. Jay Simhan and Dr. Krish-
nan Venkatesan. 

The role of robotic assisted lap-
aroscopic versus open ureteral re-
implantation in the pediatric pop-
ulation will be discussed by Drs. 
Samir Mittal and Kunj Sheth. 

In the field of male infertility, Dr. 
Sriram Eleswarapu will moderate a 
debate between Dr. Mehul Patel 
and Dr. Premal Patel highlighting 
controversies surrounding world-
wide decline in sperm counts. 

Our accomplished colleagues 
from the Urologic Society of India 
(USI), Dr. Ravindra Sabnis and 
Dr. Rohit Joshi, will debate on the 
topic “Is ECIRS hype or hope?” 
to highlight the pros and cons of 
endoscopic combined intrarenal 
surgery. This segment will be mod-
erated by Dr. Mantu Gupta. 

Continuing the proud tradi-
tion of IAUA collaboration with 
the USI, Dr. Ravindra Sabnis will 
deliver the USI presidential lec-
ture on urolithiasis and “PCNL in 
Anomalous Kidney.” Chakraborty 
fellows Drs. Bora and Khanna will 
give their podium presentations.

A 7:00 am continental break-
fast will kick off the poster presen-
tations in the same hall until 8:00 
am, followed by the CME session 
from 8:00 am until 12:00 pm. An 
industry-sponsored lunch, along 
with a non-CME event, will be 
held from 12:00–1:00 pm, which 
will be followed by the annual 
IAUA business meeting. Awards 
for the poster session will be an-
nounced at the IAUA evening 
 reception. 

We eagerly look forward to see-
ing you all for an exciting event in 
the Big Easy! STOP

Research on Calculus Kinetics Society
Vernon M. Pais, Jr., MD, MS
President-elect R.O.C.K. Society 
Dartmouth Hitchcock Medical Center, Lebanon,  
New Hampshire

The Research on Calculus Ki-
netics (R.O.C.K.) Society is pleased 
to continue our affiliation with the 
American Urological Association 
and will host a specialty meeting 
during the AUA Annual Meet-
ing.  We invite you to attend the 
R.O.C.K. Society Meeting at the 
2022 AUA Meeting in New Orle-
ans on Monday, May 16 from 
8:00 a.m. to 1:00 p.m. at the 
Ernest N. Morial Convention 
Center.

The R.O.C.K. meeting brings 
together the best and brightest in 
the specialty to debate and discuss 
the latest developments and to pro-
vide an opportunity for scientific 
assessment and dialogue among 
researchers, physicians and health 
care providers involved in kidney 
stone management. The meeting 

includes state-of-the-art develop-
ments in stone management, as 
well as discussion and review of 
traditional and emerging methods 
of treatment.  

This year’s meeting will address 
medical and surgical management 
of urolithiasis in both children and 
adults. Additionally, the meeting 
will highlight the latest updates and 
refinements in intraoperative and 
perioperative  care.  

Nicole Streeper will moderate 
the first session focusing on the 
epidemiology of stone disease, 
pediatric stone disease and preg-
nancy.  Presentations will discuss 
disparities in stone care, surgery 
in children, evaluation and man-
agement of the pediatric stone 
former, and renal colic during 
pregnancy.

Session Two will be moderated 
by Michael Lipkin, who will guide 
a discussion of updates and refine-
ments in perioperative care.  Top-

ics in this session will highlight op-
portunities to reduce morbidity to 
both the patient and the urologist.

The final 2 sessions will address 
surgical and medical management 
of stone disease.  Kelly Healy will 
oversee the presentations on surgi-
cal management, including lasers, 
mini percutaneous nephrolitho-
tomy and burst wave lithotripsy.  
Sara Best will moderate the med-
ical management group, who will 
review urinary ammonia, urinary 
alkalinization and breakthroughs 

in hyperoxaluria.
We are thrilled to have been able 

to gather some of the best minds 
in the specialty and enthusiastical-
ly invite all of our colleagues who 
have an interest in kidney stone 
disease to attend this unique edu-
cational experience and take ad-
vantage of this opportunity to learn 
and talk with these experts.   Each 
session will include ample time for 
questions to ensure an open dia-
logue with speakers and attendees.  

The R.O.C.K. Society is a multi-
disciplinary group of investigators 
dedicated to unraveling the patho-
physiological events of kidney 
stone formation, preventing the de-
velopment of new stones or growth 
of existing calculi, identifying de-
mographic factors and diseases 
associated with the development 
of kidney stones, and optimizing 
stone removal.  

For additional information, 
please visit www.rocksociety.org. STOP
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American College of Osteopathic Surgeons at the AUA:  
Preview of the 10th Annual American College of  
Osteopathic Surgeons, Urological Surgery Discipline  
at the 2022 AUA Annual Meeting
W. Britt Zimmerman, DO, FACOS, 
FACS 
Michigan State University, College of Osteopathic 
Medicine, East Lansing

Join us for the 10th Annual Amer-
ican College of Osteopathic Sur-
geons (ACOS) Urological Surgery 
discipline meeting on Saturday, 
May 14, 2022, from 8:00 a.m. to 
5:00 p.m. in New Orleans, Loui-
siana. Our presenters will provide 
a combination of innovation and 
best practices for the medical and 
surgical management of urological 
patient care. Led by Chair Dr. W. 
Britt Zimmerman, topics will in-
clude updates in antibiotic manage-
ment, female urological needs, the 
use of magnetic resonance imaging 
in prostate cancer risk stratification 
and renal stone management. Ad-
ditionally, we will cover depressive 
disorders in the oncology popula-
tion, updates in urethral stricture 
management, impacts of a state-
wide surgical improvement collab-
orative, adrenal and renal tumor 
management, transgender patient 
care and benign prostate disease. 
The Program Chair has organized 
topics to focus on the needs of the 
private practice-based urologist 
while providing highlights in the 
changing field of urology. 

Nathan E. Hale, DO, FACOS, 
of Charleston Area Medical Center 
in West Virginia, will discuss major 
depressive disorders in urology. Dr. 
Hale’s recent publications focus on 
muscle-invasive bladder cancer. 

Richard C. Sarle, MD, MS, of 
Sparrow Hospital Systems in Mich-
igan, will present on the quality 
improvement research, MUSIC 
(Michigan Urological Surgery Im-
provement Collaborative). Dr. 
Sarle’s recent publications include 
partial nephrectomy and minimal-
ly invasive radical cystectomy. 

Craig Rogers, MD, FACS, of 
Henry Ford Health System in 
Michigan, will discuss current treat-
ment options for managing kidney 
tumors. Dr. Rogers’ recent publica-
tions include COVID-19 infection 
among patients on testosterone 
replacement therapy, parameters 
for oncocytic renal neoplasms and 
urological pathology, and floating 
kidney. 

Humphrey O. Atiemo, MD, 

of Henry Ford Health System in 
Michigan, will present on female 
urology. Dr. Atiemo’s recent pub-
lications include vaginal free graft 
dorsal onlay urethroplasty, entero-
cystoplasty and continent catheter-
izable stoma after bariatric surgery. 

Samuel G. Deem, DO, FACOS, 
of Charleston Area Medical Center 
in West Virginia, will discuss man-
aging small adrenal masses. Dr. 
Deem’s recent publications include 
primary melanoma of the urinary 
tract and tubeless percutaneous 
nephrolithotomy. 

Bruce L. Jacobs, MD, of the Uni-
versity of Pittsburgh in Pennsylva-
nia, will present on antibiotics. Dr. 
Jacobs’ recent publications include 
surgical robotics in urology, dispar-
ities in bladder cancer, and a com-
parison of urological malignancy 
referrals before and during the 
COVID-19 pandemic. 

Michael Stencel, DO, MS, of the 
University of Pittsburgh in Pennsyl-
vania, will discuss prostate cancer 
risk stratification in the era of mag-
netic resonance imaging. Dr. Sten-
cel’s recent articles include robotic 
resection of fibroepithelial polyp 
and neurofibroma of the bladder. 

W. Britt Zimmerman, DO, 
 FACOS, FACS, of Michigan State 

University, will present on urethral 
reconstruction. Dr. Zimmerman 
is the Chair of Osteopathic Surgi-
cal Specialties at Michigan State 
University College of Osteopathic 
Medicine. Dr. Zimmerman’s recent 
publications include genitourinary 
injuries in trauma patients.

Kenneth G. Sands, DO, MBA, of 
Washington University Physicians 
in Missouri, will present on kidney 
stone management. Dr. Sands’ re-
cent publications include radical 
nephrectomy via contemporary 
pure laparoscopic or robot-assisted 
laparoscopic means and reducing 
the risk of thoracic complications 
during supracostal percutaneous 
nephrolithotomy. 

Richard A. Santucci, MD, FACS, 
of Crane Center for Transgender 
Surgery in Texas, will present on 
transgender patient care. Dr. San-
tucci’s recent publications include 
optimization of second-stage me-
toidioplasty and urethral stricture 
after phalloplasty. 

The lectures during this time will 
provide a maximum of 8 American 
Osteopathic Association Category 
1A credit hours and 8 AMA PRA 
Category 1 CreditTM hours. STOP
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Urological Society for American Veterans Meeting
Robert Grubb, MD
Medical University of South Carolina, Charleston 
Ralph Johnson VAMC, Charleston, South Carolina

Abhinav Sidana, MD
University of Cincinnati, Ohio 
Cincinatti VA, Ohio

Arvin K. George, MD
University of Michigan, Ann Arbor 
Ann Arbor VA, Michigan

The Urological Society for Amer-
ican Veterans (USAV) will hold 
our annual meeting on Sunday, 
May 15 (10:30 a.m.–2:30 p.m., 
St. Charles Ballroom, Hilton 
New Orleans Riverside) in 
conjunction with the AUA Annual 
Meeting in New Orleans.  

USAV is the premier profession-
al society for the advancement of 
urological care for patients in the 
Veterans Affairs (VA) health care 
system. Through education, re-
search and raising awareness of 
health care policies, USAV pursues 
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its 3 missions: 1) promote the high-
est standards of urological care for 
American veterans, 2) advocate for 
the well-being of federal urologi-
cal practitioners to enhance their 
ability to deliver the highest qual-
ity of urological care to American 
veterans and 3) affiliate and collab-
orate with SGSU (Society of Gov-
ernment Service Urologists) in its 
missions to represent and support 
active and reserve urologists of the 
U.S. Armed Forces.

The 4-hour USAV program at 
the AUA is created to focus on uro-
logical issues unique to VA urology 
practitioners as well as university 
urologists and private urologists 
supporting VA health care in pro-
viding care through VA communi-
ty care referrals. The Scientific Pro-
gram Chair, Dr. Arvin K. George, 
Ann Arbor VA/University of Mich-
igan, and co-chair Dr. Abhinav Si-
dana, Cincinnati VA/University of 
Cincinnati have organized an out-
standing educational meeting.  The 
program includes state-of-the-art 

presentations, keynote lectures and 
updates by nationally renowned 
speakers. In addition, there are 10 
podium presentations and 18 post-
ers representing original research, 
much of which focuses on Veter-
ans urology.  A mid meeting break, 
with a light buffet lunch, will be 
provided while viewing the posters.

Program highlights include:
1. Conducting Research at the 

VA—NAVREF (National Associ-
ation of Veterans Research and 
Educational Foundations), Ju-
lia Houston, MSW. NAVREF is 
an organization of foundations 
that bring high-quality research 
and clinical trials to veterans by 
streamlining processes, increasing 
efficiency and supporting research 
administration, contracting and 
implementation. This lecture will 
be a resource for both experienced 
and new VA researchers.  

2. Balloon Debate: Surgical Man-
agement of Bladder Outlet Obstruction. 
Debaters will discuss the merits of 
traditional techniques such as trans-

urethral prostatectomy (L. Spen-
cer Krane, MD, New Orleans VA/
Tulane University) and enucleation 
( John M. DiBianco, MD, Ann Arbor 
VA/University of Michigan), and 
newer technologies such as Rezu- m™ 
(Arvin K. George, MD), UroLift® 
(Amin S. Herati, MD, Johns Hop-
kins University) and Aquablation® 
(Gopal Badlani, MD, Salisbury VA/
Wake Forest University). Even if the 
question of what the best approach is 
to bladder outlet obstruction/benign 
prostatic hyperplasia is not defini-
tively settled, attendees will learn the 
newest approaches to this problem, 
which commonly affects veterans, in 
a lively and educational forum. 

3. Use of the Oncotype DX® 
Test in Managing Prostate Cancer in 
 Veterans. Industry-sponsored 
talk from Exact Sciences.

4. Addressing the Needs of Fe-
male Veterans at the VA, Rachel Ru-
bin, MD, Washington DC VA/
Georgetown University. The num-
ber of female veterans seeking care 
in the VA system is increasing. This 

lecture will focus on health issues 
unique to the female veteran popu-
lation and how to build a program 
to care for these veterans. 

5. PSMA PET—Indications and 
Outcomes. Kevin Ginsburg, MD, 
MS, Fox Chase Cancer Center, 
will highlight the evidence and 
opportunities of the new imaging 
technology, prostate-specific mem-
brane antigen positron emission 
tomography, in initial staging and 
followup.  

6. Novel Lasers in Endourology. 
Khurshid Ghani, MD, Ann Arbor 
VA/University of Michigan, will 
educate attendees on new laser 
technologies for treating a variety 
of urological conditions.  

For registration and information 
on USAV membership, please visit 
the USAV website at https://gov-
urology.org/usav/. 

We look forward to welcoming 
you at the USAV meeting. Finally, 
we wish to extend our thanks to the 
AUA and SGSU for their support 
of USAV. STOP

Society for Basic Urologic Research at AUA2022
William A. Ricke, PhD
University of Wisconsin-Madison

The Society for Basic Urologic 
Research (SBUR) is pleased to an-
nounce our in-person spring meet-
ing with our affiliates at the AUA 
Annual Meeting.  We invite you to 
attend our spring SBUR meeting 
to be held in New Orleans, Louisi-
ana on Saturday, May 14, 2022. 
The 1-day meeting will consist of 
a joint SBUR morning session in 
conjunction with the Society of 
Urologic Oncology (SUO). The 
meeting will be organized by Dr. 
Daniel Lin, SUO President-elect, 
and William Ricke, SBUR Presi-
dent-elect. We will meet from 8:00 
a.m. to 11:45 p.m. at the Mo-
rial Convention Center in La 
Nouvelle Room C.  The theme 
of the SBUR/SUO meeting is 
“The Role of Aging and Hormone 
Resistance Mechanisms in Cancer 
and Disease Progression.” 

During the morning session, 
the Donald Coffey Lecture will be 
presented by Dr. Judith Campisi, 
Professor at the Buck Institute for 
Research on Aging.  Dr. Campisi’s 
stellar career has highlighted train-
ing of the next generation of scien-
tists, and her research is focused on 
aging biology, especially as it relates 
to cellular senescence. Additional 
presentations will be covered by  
Darren Baker, PhD (Mayo Clinic). 
His presentation will focus on the 
role of cellular senescence in the 
kidney and how senescent cells pro-
mote aging and cancer. Dr. David  
Jarrard (University of Wisconsin- 
Madison) will discuss the latest find-
ings in epigenetics that drive age-re-
lated prostate cancer and may prove 
useful in biomarker development. 
The role of mitochondrial function 
in the bladder will be deliberated by 
Cathy Mendelsohn, PhD (Columbia 
University). Molecular mechanisms 
including PPAR-gamma function 

and new models of bladder cancer 
will be discussed.

The latest insights on castra-
tion-resistant mechanisms in the 
prostate and potentially other or-
gans will be detailed by Colm 
Morrisey, PhD (University of 
Washington) and Amina Zoubeidi, 
PhD (University of British Colum-
bia).  Dr. Morrisey will highlight 
resistance mechanisms in both an-
drogen receptor-positive and an-
drogen receptor-negative cancers.  
Dr. Zoubeidi will converse on how 
androgen receptor activity controls 
phenotypic plasticity and drug re-
sistance. Collectively, new thera-
peutic targets for castration resis-
tance will be presented. 

Currently, we are planning a 
“bring your own lunch” to meet 
and greet with SBUR members, 
trainees and colleagues over the 
noon hour.  Details on the loca-
tion and nearby takeout restau-
rants will follow in a forthcoming 

 announcement.
The SBUR afternoon session is 

organized by our spring program 
committee: Hannelore Heemers, 
PhD (Cleveland Clinic), Berna-
dette Zwaans, PhD (Beaumont 
Health), Susan Kasper, PhD (Uni-
versity of Cincinnati) and William 
Ricke, PhD.  We will meet from 
1:00 to 4:00 p.m. at the Hilton 
New Orleans Riverside Hotel 
in Marlborough Room A&B. 
The theme of this year’s afternoon 
session is “Aging and Androgen 
Therapy Resistance in the Lower 
Urinary Tract.”  

The spring SBUR meeting will 
consist of 2 sessions. Session I in 
the afternoon will address mecha-
nisms associated with aging in the 
lower urinary tract.  Although age, 
defined by units of time (eg years), 
is commonly linked to benign and 
malignant diseases, little is known 
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about molecular mechanisms driv-
ing the hallmarks of the aging pro-
cesses, such as mitochondrial dys-
function and cellular senescence.  
We have put together an exciting 
panel of scientific experts inclusive 
of junior through senior researchers 
to discuss these processes as well as 
provide new insights for therapeutic 
targets of these under studied areas.  

In Session I, Teresa Liu, PhD (Uni-
versity of Wisconsin-Madison) will 
present a compelling story where-
by loss of mitochondrial complex I 
leads to lower urinary tract dysfunc-
tion. Therapeutically targeting mito-
chondrial dysfunction may provide 
new treatment regimens for benign 
prostatic hyperplasia/lower urinary 
tract symptoms.  Further support-
ing an aging biology contribution to 
bladder abnormalities and dysfunc-
tion, Indira Mysorekar, PhD (Baylor 
College of Medicine) and Lori Bird-
er, PhD (University of Pittsburgh) 

will present their latest findings and 
discuss important biological path-
ways that may be targeted therapeu-
tically. Lastly, Bernadette Zwaans, 
PhD (Beaumont Health) will discuss 
the effects of radiation treatment on 
aging hallmarks negatively contrib-
uting to bladder function. A lively 
discussion will ensue at the conclu-
sion of Session I.

Session II in the afternoon will 
center on the role of therapy re-
sistance mechanisms in androgen 
target tissues. Haojie Huang, PhD 
(Mayo Clinic) will discuss the 
noncanonical androgen receptor 
function in the development of 
castration resistance. Petra Popo-
vics, PhD (University of Wisconsin- 
Madison) will discuss the role of 
translational repression as a puta-
tive mechanism of castration resis-
tance in the prostate and potential-
ly other organs. Cellular aspects of 
5alpha-reductase inhibitor induced 

lineage plasticity in benign  prostatic 
hyperplasia will be explored by 
Doug Strand, PhD (University of 
Texas Southwestern).  Scott Dehm, 
PhD (University of Minnesota) will 
introduce new molecular findings 
involved in the development of cas-
tration-resistant prostate cancer. At 
the conclusion of Session II, we will 
further discuss these new molecular 
and cellular insights into therapy 
resistance as well as the next gener-
ation of therapies.  

I welcome all our members, 
trainees, urology colleagues and 
prospective members to join us for 
this exciting day of research, inter-
action and networking. On behalf of 
the Program Committees, I would 
like to express my gratitude to this 
year’s outstanding faculty and train-
ee members for their support of 
and participation in the 2022 spring 
meetings. We hope you, the SBUR 
members, affiliates and trainees will 

find the topics of this year’s meet-
ings thought provoking and mo-
tivating.  Stay healthy, both mind 
and body; we are looking forward 
to hosting you and interacting with 
you in person in New Orleans!

About SBUR
Since its inception in 1986, SBUR 

has been committed to education, inno-
vation, advocacy and excellence in basic 
urology research. SBUR is focused on 
promoting collaboration and dialogue 
between researchers and clinicians, and 
providing a forum for dissemination of 
ongoing research and expertise in uro-
logical diseases. STOP
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Engineering and Urology Society “Future or Fantasy: 
Autonomous Surgical Robots”
Lee Richstone, MD, FRCS (Glas)
Program Chair 
Lenox Hill Hospital, New York, New York 
Northwell Health, New York, New York

Over the last several years we 
have witnessed an intense interest 
in autonomous technology—self 
driving cars, autonomous delivery 
drones—among other applications. 
Once limited to the imagination 
and science fiction, we are seem-
ingly on the cusp of such technol-
ogy becoming reality, even com-
monplace. 

Autonomous Robotic 
Surgery—Future or 
Fantasy? 

While performing a radical 
cystoprostatectomy is much more 
complex than driving to the gro-
cery, it is likely a matter of time be-
fore artificial intelligence enters the 
operating room in the form of au-
tonomous robotic surgical systems 

(ARSs).  Time will tell whether ro-
bots ever fully replace humans in 
the performance of complex opera-
tions.  More likely, they will accen-
tuate human performance or per-
form portions of procedures with 
close human oversight—akin to a 
car changing lanes or parallel park-
ing with a driver’s eyes and hands 
ready to adjust or assume control. 

This year at the American Uro-
logical Association in New Orle-
ans, the annual meeting of the En-
gineering and Urology Society has 
dedicated its program to exploring 
the ongoing research that is help-
ing to bring such future autono-
mous surgical robots to life (May 
15, 2022).

The program will begin with Dr. 
Louis R. Kavoussi exploring the po-
tential value of ARSs and why this 
goal is worth striving for. He will ar-
gue that we will realize such systems 
in the relatively near future. Dr. Ja-
mie Landman will explore the lim-
itations of autonomous robots and 

whether such technology is only to 
be realized in the far distant future. 
The various classification systems 
that describe robots—with respect to 
levels of autonomy and degrees of 
human oversight—will be reviewed 
by Dr. S. Duke Herrell. The ethical 
and legal considerations of ARSs 
will be explored by Dr. Sammy El-
samra. The program will then dive 
deeper into the nuts and bolts of 
autonomous robotic systems—the 
various technological components 
necessary to create such machines. 

Building Blocks 
For robotic systems to autono-

mously perform complex opera-
tions, such systems require imaging 
and registration abilities to recog-
nize tissues and structures, as well 
as their own position in space. This 
is particularly challenging for soft 
tissues, as compared with fixed and 
rigid tissues, and will be discussed 
by Tom Calef. The properties of 

normal and abnormal tissue must 
be defined for robotic systems to 
safely interact with various organs, 
and current research in this area will 
be presented by Dr. Lauren Ponia-
towski. Real-time tracking and nav-
igation is necessary as structures 
move during live surgery and the 
robotic effectors themselves move 
as surgery is performed, as will be 
explored by Dr. Brad Wood. Dr. 
Carla Pugh will discuss the exten-
sive planning and skill modeling 
that is required.  Dr. Andrew Hung 
will tackle intelligent control in 
the form of artificial intelligence, 
complex computational modeling, 
neural networks and fuzzy logic. 
Significant technological advance-
ments with respect to end-effectors 
are also required, and Dr. Danyal 
Fer will describe his research in this 
arena. The state of the art with re-
spect to each of these elements, and 
the status of ongoing research, will 
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be explored. The  current status of 
autonomous robotic systems, both 
in industry and in the clinical med-
ical environment, will be reviewed 
by Dr. Michael Hsieh. The future 

of miniaturization—microbots, na-
nobots and micro—electromechan-
ical systems will be explored by  
Dr. Sijo J. Parekattil. 

This program will be followed 

by moderated poster sessions 
where teams from across the world 
will share their work at the inter-
section of urology and engineering. 
Best papers will be awarded by En-

gineering and Urology Society co-
founder Dr. Dan Stoianovici. Please 
join us for an exciting and dynamic 
morning where we peer into the fu-
ture of urological  surgery! STOP
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Geriatric Urological Society Meeting to Focus  
on Recent Science
Tomas L. Griebling, MD, MPH
President, Geriatric Urological Society University of 
Kansas, Kansas City

Urology is consistently among 
the top across all specialties in 
terms of the volume of health care 
services delivered to older adults. 
Most general urologists estimate 
that at least 70% of their patients 
are over 65 years of age.  Because 
of this, there is a need for profes-
sional education targeted specifi-
cally to geriatrics as it applies to 
urological practice. High-quality 
care for older adult patients de-
pends on practitioners having a 
unique set of knowledge, skills and 
attitudes which span the entire 
spectrum of research and clinical 
practice. Ongoing work in these 
areas has helped to expand our 
knowledge base and raise import-
ant new questions for future study.

The 2022 annual scientific meet-
ing of the Geriatric Urological So-
ciety (GUS) will be held in con-
junction with the upcoming AUA 
Annual Meeting in New Orleans, 
Sunday, May 15, Room 353 at 
the New Orleans Convention 
Center. This year’s program will 
again focus on recent research in 
the field including basic science, 
translational work and clinical 
considerations.  Each presentation 
will include time for questions and 
discussion with audience members 
and presenters.

Dr. Alex Gomelsky, Chair of 
Urology at Louisiana State Uni-
versity (LSU) Shreveport, will 
moderate the first session, “Aging 
and Bladder Health: A Clinical 
Case-Based Discussion.” He will 
be joined by 3 excellent panelists 
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from the Department of Urology 
LSU Health Sciences Center New 
Orleans, all of whom are experts 
on voiding dysfunction and uri-
nary health.1,2 These include Dr. 
Elizabeth Rourke, Assistant Pro-
fessor; Dr. Ryan Krlin, Associate 
Clinical Professor; and Dr. Chris-
topher Winters, Vice Chancel-
lor for Clinical Affairs and Chair 
of the Department of Urology 
at LSU Health Sciences Center, 
New Orleans. They will review a 
variety of clinical problems com-
monly seen in older urological pa-
tients and offer various viewpoints 
on evaluation and management 
options.

Dr. Camille Vaughan is Associ-
ate Professor of Internal Medicine 
(Geriatrics) and Director of the 
Center for Health and Aging at 
Emory University in Atlanta, Geor-
gia.  She is the Atlanta site director 
for the Birmingham/Atlanta Veter-
ans Affairs Geriatric Research, Ed-
ucation and Clinical Center, and is 
Division Director of Geriatrics and 
Gerontology in the Department of 
Internal Medicine at Emory.  As a 
geriatrician, she focuses much of 
her research and clinical work on 
care of chronic comorbid disor-
ders in older adults, with a special 
interest and expertise in urological 
effects of neurodegenerative condi-
tions including Parkinson disease.3 

She will present “Parkinson Dis-
ease and the Impact on Urologic 
Health in Older Adults,” which will 
include her own research and other 
work in the field.

Dr. Lori Birder is Professor of 
Medicine in the Renal and Electro-
lyte Division at the University of 
Pittsburgh School of Medicine.  An 
expert in basic and translational 
science related to aging and blad-
der structure and function, she is 
a prolific researcher and has pub-
lished extensively on her work.  
Recent research has focused on 
the role of the bladder epithelium 
and metabolic changes associated 
with bladder storage and voiding 
problems.4 Her presentation is 
“Aging-Associated Lower Urinary 
Tract (LUT) Dysfunction Involves 
Altered Purine Metabolism.”

Dr. Bernadette Zwaans is Di-
rector of Research in the De-
partment of Urology at William 
Beaumont Medical Center and 
Oakland University School of 
Medicine at Royal Oak, Mich-
igan.  She has expertise in the 
areas of translational and clinical 
research related to outcomes of 
radiation therapy for the treat-
ment of urological malignancies.5 
This includes not only physiologi-
cal changes, but psychosocial out-
comes as well.  This is a growing 
area of research interest, partic-

ularly for geriatric patients.  Her 
presentation is “Cancer Survivor-
ship in Older Urologic Patients: 
Issues after Pelvic Radiation.”

Dr. Ananias Diokno, Immediate 
Past-President of GUS, is Retired 
Chief Medical Officer and Past-
Chair of Urology at Beaumont 
Health System in Royal Oak, Mich-
igan, and now Professor of Urology 
at the University of Central Florida.  
He has been doing some critical 
analysis of the published literature 
on testosterone replacement thera-
py in older adults and its relation to 
other conditions, including prostate 
cancer. He will present “Testoster-
one Treatment for Hypogonadism 
and Aging-Related Prostate Gland 
Diseases: Evidence-Based New Ap-
proach.”  This is a provocative new 
way of thinking about these issues, 
particularly in elderly men, and 
may raise some new hypothetical 
questions and areas for future re-
search in the field.

The final 2 presentations of the 
session will include a brief Research 
Roundtable of abstracts submitted 
to the GUS on recent research.  Dr. 
Michael F. Basin, a urology resident 
in training at the State University of 
New York (SUNY) Upstate in Syr-
acuse, will present “Chemodener-
vation with Intravesical Injection 
in Older Adults.”  Dr. Mostafa Mo-
stafa, Assistant Lecturer in Urolo-

gy at Asiut University Hospitals 
and School of Medicine in Asiut, 
Egypt, and currently a Research 
Fellow in Urology at the University 
of Cincinnati in Ohio, will present 
“Improvement in Overactive Blad-
der Symptoms following Different 
Prostatectomy Procedures: Com-
parison between HoLEP, PVP and 
TURP.”  

The annual GUS scientific 
meeting is a time for all people 
interested in the geriatric aspects 
of urological science and clinical 
practice to come together to dis-
cuss recent work. It is a chance 
not only for an update in current 
science, but also an opportunity 
to network with others in the field 
and develop new ideas for future 
efforts. We hope that you will be 
able to join us. STOP
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A Look into AUA’s Global Leadership
John D. Denstedt, MD, FRCSC, 
FACS, FCAHS
Editor, AUANews  
Western University, London, Ontario, Canada

In 2017, the AUA Board of Di-
rectors approved the addition of 
3 Assistant Secretary positions to 
AUA’s leadership structure, with 
the goal of helping to shape and 
execute AUA’s International Ed-
ucation Plan by providing key 
assistance to the Secretary, Edu-
cation Chair, Chief Executive Of-
ficer, and AUA staff regarding the 
AUA’s international strategies and 
activities. Responsible for a spe-
cific geographical region, the first 

group of Assistant Secretaries con-
sisted of Drs. Sam Chang, for the 
Europe, Middle East and Africa 
region; Aseem Shukla, responsible 
for Asia and Australia; and Angela 
Smith, for North, South and Cen-
tral America (Americas), and the 
Caribbean region (fig. 1).

Throughout their tenure, Drs. 
Chang, Shukla and Smith have 
been instrumental in expanding 
AUA’s international programs 
(figs. 2–5). They realized signifi-
cant achievements including the 
identification of new international 

SPOTLIGHT ON

Figure 1. AUA Assistant Secretaries at the 2018 AUA Presidents Reception in San Francisco, California. 
Left to right: Dr. Sam Chang, Dr. Angela Smith and Dr. Aseem Shukla.Arrow-right Continued on page 43
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 opportunities and collaborations 
with both national and multi-na-
tional urological societies, and 

maintenance of relationships with 
global leaders in urology and other 
strategic partners throughout their 

geographical regions of responsi-
bility. Although the pandemic can-
celed urological congresses around 
the world and completely restrict-
ed their ability to travel for nearly 
2 years, these leaders all managed 
to connect with AUA’s internation-
al partners through virtual leader-
ship meetings and educational pro-
gramming. In 2021, AUA still held 
over 35 international leadership 
meetings and 45 virtual education-
al programs. In comparison, prior 
to the pandemic AUA conducted 
over 60 leadership meetings and 
50+ educational programs annu-
ally worldwide. The strong bonds 
of friendship and collaboration 
established through these engage-
ments ensure that the AUA is able 
to continue to meet the needs of 
our members. The AUA’s greatest 
strength is our members, and the 
Assistant Secretaries have been 
vocal advocates of the benefits 
and value of AUA membership to 
urologists and residents worldwide; 
with their leadership, the AUA has 
been able engage more urologists 
across the globe than ever before. 

The Assistant Secretaries are also 
very active with the AUA Annual 
Meeting, where nearly 15 interna-
tional society programs are held 
each year. The Assistant Secretaries 
help identify AUA experts for these 
sessions, provide welcome messag-
es and network with our partners. 
The meeting culminates with the 
President’s Reception, where more 
than 40 International Society Pres-
idents attend, along with other in-
ternational leaders. This event pro-
vides an excellent forum to nurture 

friendships and enjoy great compa-
ny from around the world (fig. 6).

As part of their positions, Drs. 
Chang, Shukla and Smith also 
served as Section Editors for 
 AUANews, contributing noteworthy 
scientific contributions within their 
specialty areas. They invited key 
clinical research articles from glob-
al leaders in urology. During their 
tenure, AUANews is now available 
in Spanish and Portuguese trans-
lations, and content has almost tri-
pled on a monthly basis, which in-
cludes an increase in international 
content. 

After 4 successful years of lead-
ership, Drs. Chang and Smith will 
finish their terms in May 2022. 
The AUA is extremely thankful 
for their service and for develop-
ing the foundation of the Assistant 
Secretary role. Dr. Shukla will con-
tinue in his role through 2024, cre-
ating stronger ties with our Asian 
and Australian colleagues. As part 
of this transition, the AUA recent-
ly announced the selection of Dr. 
Jorge Gutierrez-Aceves for the As-
sistant Secretary position for the 
Americas and Caribbean begin-
ning in June 2022. The search for 
the new Assistant Secretary posi-
tion for Europe, the Middle East 
and Africa will begin in September 
2022. 

Because the terms of Dr. Chang 
and Dr. Smith are coming to a 
close, I asked them to share their 
thoughts on the progress they have 
made over the last several years 
and what they see for the future 

Figure 2. Dr. Smith and Dr. Monga discuss collaborations with AUCA (Asociación Urológica de 
Centroamérica y el Caribe) leaders in Roatan, Honduras. Left to right: Dr. Ingrid Perscky, Dr. Federico 
Suero, Dr. Manoj Monga, Dr. Celeste Alston and Dr. Angela Smith.

Figure 3. Drs. Denstedt and Smith show off their awards from the SAU (Sociedad Argentina de 
Urologiá) in Buenos Aires, Argentina. Left to right: Dr. John Denstedt, Dr. Angela Smith and Dr. Gopal 
Badlani.

Figure 4. Dr. Chang teaches residents during the AUA Summer School course in Montegridolfo, Italy.

Figure 5. AUA faculty with SIU leaders in Montegridolfo, Italy. Left to right: Dr. Kevin McVary, Dr. 
Dean Assimos, Dr. Giuseppe Carrieri, Dr. Gopal Badlani, Dr. Vincenzo Mirone, Dr. Sam Chang and Dr. 
Drogo (Karl) Montague.

A LOOK INTO AUA’S GLOBAL LEADERSHIP
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of AUA’s international programs. 
Please join us in congratulating all 
of our Assistant Secretaries on their 
achievements. 

Dr. Angela Smith

As an incoming Assistant 
Secretary 3 years ago, 
what were your goals for 
the AUA’s international 
programs? Have these 
come to fruition?

As an incoming Assistant Secre-

tary, my goal was to expand uro-
logic educational opportunities 
in the Americas and Caribbean 
while also increasing the diversi-
ty of speakers to enrich learning. 
Three years later, I am excited to 
have achieved these goals, albeit 
not in the way I had envisioned. 
The pandemic created many chal-
lenges—but also afforded numer-
ous opportunities through virtual 
programming. Virtual lectures, 
webinars and meetings allowed for 
cross collaboration and more fre-
quent educational opportunities. 
We also created an AUA Speaker 
Database that expanded our list 
of speakers (partnering with lead-

ers from organizations such as the 
Society of Women in Urology and 
the R. Frank Jones Urological So-
ciety) to include a wide variety of 
experiences to enrich clinical and 
research education. 

How has the practice of 
urology changed with 
globalization? 

Globalization has expanded the 
practice of urology in wonderful 
ways, creating avenues to share 
operative techniques, engage in 
research collaborations and learn 
from one another. I firmly believe 

that globalization strengthens our 
field by understanding similarities 
and differences that can impact 
and elevate the quality of patient 
care and research. 

What achievement, in 
terms of international 
programs, are you most 
proud of during your 
tenure as Assistant 
Secretary? 

This is a tough question to an-
swer because I’m proud of so many 
things: expansion of educational 
opportunities through brainstorm-
ing with international partners, 
international exchange programs, 
rapid pivoting to virtual program-
ming. However, I am particularly 
proud of the growth of women in 
urology that I have seen in such a 
short time. I had the privilege of 
meeting many strong women in 
the region, each leading efforts to 
increase diversity of their member-
ship. Over the past 3 years, many 
groups have organically evolved—
including in Brazil (the Orchids), 
Mexico, Colombia and Peru, 
among others. Women leaders 
from these and other countries are 
now partnering with the Society of 
Women in Urology to learn from 
one another, increase diversity in 
speaker engagements, and facili-
tate mentorship and networking. 
The energy behind these initiatives 
is incredible, and I am so proud to 
be a part of it (fig. 7)!

What was the biggest 
surprise during your 
tenure? 

Perhaps the biggest surprise 
was the number of friends I made 
during my tenure as Assistant 
Secretary. I cannot express my 
gratitude to countless individuals 
who welcomed me with generosi-
ty, kindness and trust. I have met 
families, listened to beautiful gui-
tar melodies, sat on rooftops while 
overlooking historic buildings, 
enjoyed home-cooked meals and 

Figure 6. AUA leadership with International Presidents from around the world at the 2019 AUA Presidents Reception in Chicago, Illinois.
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danced with friends. Every memo-
ry is deeply treasured. I have made 
lifelong friendships that will contin-
ue to enrich my life—and for that I 
am forever grateful.

What do you see on 
the horizon for global 
urology? 

We are only beginning to see 
the great potential of global urol-
ogy. Given the rapid expansion 
of virtual programming and glob-
al research, I foresee continued 
expansion in the areas of global 
research, cross-cultural educa-
tional opportunities and exchange 

programs. We are more similar 
than different—of this I am cer-
tain. Global urology reminds us of 
this, affording us an opportunity 
to grow the field more rapidly to-
gether rather than alone. 

Dr. Sam Chang

As an incoming Assistant 
Secretary 3 years ago, 
what were your goals for 
the AUA’s international 
programs? Have these 
come to fruition? 

My goals were to learn as much 
as possible about the organizations 
within my region and strengthen 
relationships, but also develop 
new ties with other urologic orga-
nizations. 

What do you view as the 
AUA’s biggest strength 
internationally?

Respect—internationally, the 
AUA is still held in very high re-
gard. And internationally, all the 
current and future efforts by the 
AUA to provide education, re-
sources and benefits to our global 
partners are recognized by coun-
tries throughout the world. The 
AUA continues to work actively 
to maintain and legitimize its role 

as the global leader in the practice 
of urology for education, research 
and clinical initiatives.

What has been the 
biggest challenge in im-
plementing AUA’s inter-
national programs?

Undoubtedly, the pandemic 
contributed to a real impact on all 
groups’ efforts. Priorities shifted, as 
they should, to providing patient 
care as many countries required 
their physicians to help care for 
COVID patients.

What was the biggest 
surprise during your 
tenure? 

It probably should not have 
been a surprise, but what is quite 
telling is the same difficulties of 
financial constraints, hospital bu-
reaucratic requirements and work 
pressures exist. What did not sur-
prise me is the overall sense of 
responsibility of every individual 
I met for their patient, their train-
ees, their institution and their or-
ganization. 

What is your favorite 
memory from your in-
ternational travels as an 
AUA Assistant Secretary? 

Too difficult to choose a single 
favorite memory, but 2 memo-
ries will always remain. First, the 
willingness of AUA members to 
lend their expertise all over the 
world and how all of them with-
out fail were excellent, commit-
ted and engaged teachers, but 
more importantly, colleagues 
and peers. The mutual respect 
between the AUA and all of the 
organizations with which we 
have developed relations is very 
strong. Second, the true friend-
ships I have personally been 
able to develop throughout the 
world on behalf of the AUA but 
that will always remain as others 
assume the Assistant Secretary 

position (fig. 8). These friend-
ships include residents-in-train-
ing, young faculty members and 
academic leaders; all of them 
have been incredibly gracious, 
warm and welcoming. 

How did the pandemic 
impact your role as 
Assistant Secretary and 
collaborations with  
society partners? 

The pandemic has impacted 
everyone, and every training pro-
gram, every hospital and every 
country. Our ties with our part-
ners throughout the world remain 
strong but it has made making 
new relationships much more dif-
ficult. Everyone, I think, believes 
that there is no substitute to an 
in-person discussion and social 
interaction. I marvel at all of the 
close relationships that Dr. Smith 
has fostered in a short period of 
time and that success and warmth 
depended on in-person contact 
and meetings. Virtual meetings 
have been hugely important and 
beneficial not only for discussions 
but for ongoing education, con-
ferences and academic meetings. 
But as leadership changes and 
new individuals assume positions, 
strengthening and developing 
relations will depend on at least 
some form of personal interaction, 
in my opinion.

What do you see on 
the horizon for global 
urology? 

The question answers the ques-
tion. Urology and all of medicine 
is becoming global, but I think we 
need to raise our level of diagno-
sis, care and treatment for the too 
many underserved populations 
throughout the world. At the same 
time, sharing the innovations and 
encouraging research initiatives 
with our partners throughout the 
world will reap benefits now and in 
the future. STOPFigure 8. Dr. Chang enjoys a faculty dinner with leaders from SIU (Società Italiana de Urologia) at 

the Fundamentals in Urology course in Venice, Italy. 
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“ Given the rapid 
expansion 
of virtual 
programming and 
global research, I 
foresee continued 
expansion in 
the areas of 
global research, 
cross-cultural 
educational 
opportunities 
and exchange 
programs.”
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At What Cost? The New AUA Guidelines on  
Microhematuria Drive Savings without Sacrificing  
Malignancy Detection
Samuel A. Gold, MD
University of Texas Southwestern Medical Center, 
Dallas

Yair Lotan, MD
University of Texas Southwestern Medical Center, 
Dallas

Prompt diagnosis of urothelial 
cell carcinoma (UCC) of the blad-
der and/or upper tracts is dependent 
on recognition of its early symptom-
atology—hematuria. Microhematu-
ria (MH) can be widely prevalent in 
up to 31% of urine specimens.1-3 The 
associated etiologies, however, are 
diverse and range from innocuous 
to lethal. Benign pathologies such 
as cystitis and urolithiasis represent 
the lion’s share of causes, while the 
incidence of genitourinary malig-
nancies in all patients with MH is 
estimated at less than 1%.4,5 The 
consequences of missed UCC, how-
ever, can be dire. 

Accordingly, the AUA has pe-
riodically published diagnostic 
guidelines for MH, most recently 
in 2020.1 Prior iterations advocat-
ed for cystoscopy and multiphasic 
cross-sectional abdominal imaging 
for patients ≥35 years old with MH 
(and in younger patients based on 
risk); the intensive workup is repre-
sentative of the severity of a UCC 
diagnosis.3 The 2020 guidelines 
advocate a risk-stratified approach 
that serves to mitigate the inva-
siveness and risks of prior work-
ups (infection, patient discomfort, 
radiation exposure, nephrotoxicity 
etc) by advocating alternative mo-
dalities such as ultrasound or per-
mitting avoidance of cystoscopy in 
lower-risk patients (table 1). 

Safely reducing procedure or 
imaging volumes also potentiates 
cost savings to health systems and 
patients alike. In our recent study, 
we aimed to quantify how the 2020 
AUA hematuria guidelines may 
influence costs by modeling these 
changes in a large urban public 
health care system.6 By retroactive-
ly applying the 2020 guidelines, we 
risk-stratified nearly 4,000 patients 
with hematuria not explained by 
an alternative etiology (urinary 
tract infection, urolithiasis, prior 

urological malignancy etc) and 
modeled the recommended chang-
es to diagnostic volumes. Using 
data from the CMS (Centers for 
Medicare and Medicaid Services) 
Medicare Physician Fee Schedule 
and Clinical Laboratory Fee Sched-
ule for 2020 localized to the clinical 
study sites, cost data were calculat-
ed. For comparison, modeling was 
also performed based on the prior 
hematuria guidelines published in 
2012. 

Total costs attributed to the study 
population were $1,905,236 (2012) 
vs $1,260,677 (2020), a cost savings 
of $644,558 using the new guide-
lines (see figure). Major cost savings 
were a consequence of performing 
1,713 fewer computerized tomogra-
phy urograms (CTUs) since these 
are not part of the new guidelines 
for low- and intermediate-risk pa-
tients. While this represented a 57% 
decrease in CTUs performed based 
on 2020 guidelines compared to 
2012 guidelines, CTUs still made 
up 44% of total costs in 2020. 

Targeting imaging as a major 
driver of costs is well elucidated in 
an analysis of national data sets con-
ducted by Halpern et al.7 By com-
paring UCC detection methodolo-
gies, a protocol of cystoscopy and 
renal ultrasound was determined to 
be most cost effective without sacri-
ficing diagnostic sensitivity. The in-
cremental cost per cancer detected 
was $53,810 (per 10,000 patients), 

whereas a protocol of cystoscopy 
with computerized tomography 
detected only 1 additional UCC 
diagnosis, with an incremental cost 
per cancer detected of $6,480,484 
(per 10,000 patients). 

A significant barrier to effective 
diagnosis of UCC is poor referral 
rates to a urologist for workup. 
Hematuria is often diagnosed in 
primary care or emergency depart-
ment settings, and patients are re-
liant on these providers to decide 
when hematuria warrants referral. 
This scenario is often made more 

complex by confounding factors 
such as urinary tract infections, 
kidney stones or benign prostatic 
enlargement. It is unclear to what 
degree primary care or emergency 
providers would be familiar with 
hematuria guidelines and effective-
ly identify high-risk patients. 

In reviewing the clinical out-
comes in our study cohort, we 
found that a mere 12% of patients 
with hematuria were referred to 
the urology service, including only 

Table 1. Summary of 2020 MH guidelines.

*Risk factors: irritative voiding symptoms, chronic indwelling Foley catheter, pelvic radiation, chemotherapy (eg cyclophosphamide), occupational 
exposures (eg rubber, petrols, dyes), relevant family history of malignancy and/or Lynch syndrome.  
†Guidelines recommend repeating urinalysis for low-risk patients in 6 months. If repeat urinalysis is positive, patient is re-risk-stratified. The 2012 
MH guidelines recommended cystoscopy and CTU for patients ≥35 years with ≥3 RBCs/hpf. Patients <35 years were recommended to undergo 
workup if risk factors were present. 
RBC, red blood cell. UA, urinalysis. RUS, renal ultrasound.
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Figure. Total costs for workup after hematuria diagnosis, by guideline recommendations. Itemized 
costs for components of workup as recommended by AUA guidelines published in 2012 vs those 
published in 2020. Although the 2020 guidelines encapsulate a larger number of patients (3,789 vs 
3,189), total costs and per-patient costs are lower based on the 2020 recommendations for subse-
quent diagnostic studies and procedures. Per-procedure costs based on CMS data are listed on the 
right. UA, urinalysis. RUS, renal ultrasound.
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17% of high-risk patients ( table 2).6 
Several large clinical studies re-
port on poor urology referral rates 
for hematuria, with the most strik-
ing seen in a study by Loo et al in 
which only 2.5% of over 510,000 
hematuria patients were seen by 
a urologist.5,8,9 Certainly, further 
efforts should focus on identifying 
and eliminating barriers to urologi-
cal evaluation. 

With risk stratification ascrib-
ing less intense diagnostic work-
ups to lower-risk patients, the 
question of whether this will result 
in missed disease is valid. Woldu 
et al examined a multinational 

cohort of patients with hematuria 
and retrospectively risk-stratified 
these patients according to the 
2020 guidelines.10 Upon review, 
98% of bladder cancer cases were 
high risk, while only 0.4% were 
low risk. Similarly, in our study, 
all patients with UCC were either 
intermediate-risk (16%) or high-
risk (84%) cases. Risk stratification 
appears to appropriately identify 
patients at greatest risk for ma-
lignancy, but the benefits of this 
process—namely detecting malig-
nancy while limiting workup mor-
bidity and cost—are hindered by 
modest referral rates. 

In summary, the 2020 AUA 
MH guidelines continue to pro-
vide effective diagnostic instruc-
tion by prioritizing more inva-
sive and costly workups for the 
patients at greatest risk for UCC. 
In particular, reserving comput-
erized tomography imaging for 
high-risk patients can drive dra-
matic cost savings without loss 
of diagnostic performance. Real-
ization of these benefits is reliant 
on correct adoption of the guide-
lines, which will require coordi-
nation between referring provid-
ers and urologists. Otherwise, 
patients will continue to undergo 

invasive and costly procedures 
without demonstrated improve-
ments to UCC diagnosis. STOP
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Table 2. Rate of urology referrals with subsequent outcomes. 

Low-Risk Intermediate-Risk High-Risk p Value

Total 1,382 1,026 1,381 HiR vs LiR HiR vs InR InR vs LiR

Urology referral (% of total) 86 (6.2%) 122 (11.9%) 237 (17.2%) <0.001 <0.001 <0.001

Cystoscopy (% of total) 60 (4.3%) 63 (6.1%) 135 (9.8%) <0.001 0.001 0.047

CTU/MRU (% of total) 54 (3.9%) 66 (6.4%) 129 (9.3%) <0.001 0.001 0.005

Pos pathology (% of total) 0 (0%) 3 (0.3%) 16 (1.2%) <0.001 0.019 0.077

Pos pathology (% of referred) 0 (0%) 3 (2.5%) 16 (6.8%) 0.008 0.133 0.269

High-risk patients were referred to urology at significantly greater rates than intermediate- or low-risk patients. High-risk patients also underwent 
cystoscopy and upper-tract delayed-phase imaging at significantly greater rates. Ultimately, high-risk patients were diagnosed with UCCat signifi-
cantly greater rates, as well. HiR, high risk. LiR, low risk. InR, intermediate-risk. MRU, magnetic resonance urogram.

AT WHAT COST
Arrow-right Continued from page 46

Patient Perceptions with Fixed-Life vs Rechargeable 
Sacral Neuromodulation
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Over the last 25 years, sacral 
neuromodulation (SNM) has prov-
en to be a reliable treatment for 
refractory overactive bladder, fe-
cal incontinence and nonobstruc-
tive urinary retention, with over 
325,000 patients implanted.1 Satis-
faction rates have consistently been 
high for patients in whom the ther-
apy is effective.2  However, com-
plaints of implant site pain, poor 
cosmesis and limited battery life 
with the fixed-life device prompted 
manufacturers to introduce small-

er, rechargeable battery systems to 
the market in 2020. 

In addition to being smaller 
than their fixed-life counterparts, 
rechargeable devices promise to 
deliver a better cosmetic result 
with fewer trips to the operating 
room for battery replacement. 
These benefits come at the expense 
of needing to regularly recharge 
the device through an inductive 
charging process. This equates to 
more frequent patient-device in-
teractions and introduces another 
piece of equipment for the patient 
to manage. While this may be a 
negligible inconvenience for most, 
patients who are less facile with 
new technologies or have a great-
er need for independence may find 
this bothersome.  

Rechargeable device technology 
has been available for deep brain 

and spinal cord stimulation for 
over a decade. Data from studies 
done in these patient populations 
suggest that although many pa-
tients appreciated the smaller size 
of rechargeable devices, recharging 
could be a significant source of dis-
satisfaction. In a study of patients 
undergoing spinal cord stimulation 
for pain, 63% of patients had dif-
ficulty with coupling the charger 
to the battery and over half stated 
they would accept a larger battery 
if it did not require recharging.3 
In a different study of deep brain 
stimulation, 19 of 30 patients chose 
a fixed-life device, citing a more 
convenient lifestyle as the big-
gest factor.4 While these patient 

Arrow-right Continued on page 48

“ In addition to 
being smaller 
than their fixed-
life counterparts, 
rechargeable 
devices promise 
to deliver a better 
cosmetic result 
with fewer trips 
to the operating 
room for battery 
replacement.”
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 populations and  devices differ from 
those in the SNM space, these data 
do lend some insight into patient 
perceptions. 

Since the real-world utilization 
of fixed-life (InterstimTM II) and re-
chargeable (InterstimTM Micro, Ax-
onics®) SNM systems has not been 
studied, we designed a prospective 
study at University of California, 
Los Angeles to investigate demo-
graphic differences in device selec-
tion and the long-term device spe-
cific satisfaction with each type of 
battery. Two separate ordinal scale 
surveys were administered. The 
first was administered after the pa-
tient chose device type. The second 
was administered 6 to 12 months 
after battery implantation and also 
included an open-ended question 
to explore patient concerns. We in-
cluded patients undergoing device 
placement for all indications, but 
excluded those patients who had 
a strong indication for one device 
or another (eg multiple sclerosis 
patient with poor manual dexteri-
ty) and therefore were not able to 
choose between devices. 

Preliminary results were ana-
lyzed from our first 35 patients. 
Perhaps not surprisingly given the 
small sample size, there was no 
significant difference in mean age, 
body mass index, gender, treat-
ment indication, prior SNM or 
history of neurogenic bladder be-
tween the 2 battery types. While 
not statistically significant, patients 
who chose the fixed-life device 
tended to be older (68.1 vs 60.2 
years, p=0.11) and to have a histo-
ry of neurological disease (29% vs 
10%, p=0.19). Flexibility was most 
often rated as “very important” to 
patients who chose the fixed-life 
device, while small device size 
and minimizing future surgeries 
seemed to be the most important 
to patients choosing the recharge-
able battery.

When we followed up with pa-
tients after device implantation, all 
patients who reported improve-
ment in their symptoms said they 
would recommend SNM to a friend 
or family member, regardless of 
battery type. However, when we 
looked more closely at device satis-
faction, we noted some interesting 
findings. Half of the respondents 
who had a fixed-life device report-

ed implant site pain “sometimes” 
or more often, compared to 10% of 
those with a rechargeable device.  
When it came to recharging, 3 of 
10 patients reported connection is-
sues between the battery and char-
ger at least sometimes, and another 
3 reported issues most of the time 
or always (fig. 1). When these 10 
patients were asked if recharging 
the battery was easy, 2 patients 
were neutral and 1 disagreed. At 
least 2 patients reported some re-
gret with choosing a rechargeable 
battery. Direct patient excerpts are 
cited in figure 2. 

Some patient concerns raised 
in our study can certainly be mit-
igated with better education and 
reinforcement. Others need to be 
addressed with better technology 
and innovation. Specifically, im-
provements in inductive coupling 
will likely lessen frustration with 
the charging process. Smaller 
fixed-life batteries would likely re-
duce the risk of implant site pain 
or discomfort. Also, seemingly 
simple changes like making the 
lead interchangeable with both 
batteries would allow patients 
who are truly unhappy with one 
device to more seamlessly transi-
tion to another.     

Both fixed-life and rechargeable 
devices play an important role 
in SNM. On first glance, patients 
may be attracted to a newer, small-
er and thinner appearing recharge-
able device. This is likely the right 
choice for patients whose priorities 
are cosmesis, minimizing implant 
site pain and avoiding future proce-
dures. Other patients may actually 

feel recharging is cumbersome or 
that it interferes with their lifestyle. 
We find it helpful to use the avail-
able patient-facing informational 
pamphlets and videos to help our 
patients better understand what is 

involved with each technology. 
Another idea is setting up a pa-
tient registry so prospective SNM 
candidates can talk to patients 
with existing implants. Ultimate-
ly, it is the job of the surgeon to 
provide the appropriate coun-
seling in order to best align the 
patient’s goals with the choice of 
technology and thereby optimize 
patient satisfaction. STOP

1. Medtronic, Inc.: Data from InterStim Sales 
Analysis. Medtronic, Inc., April 2020. Available 
at https://www.medtronic.com/us-en/health-
care-professionals/therapies-procedures/urol-
ogy/sacral-neuromodulation.html. Accessed 
February 13, 2022. 

2. Leong RK, Marcelissen TA and Nieman FH: 
Satisfaction and patient experience with sacral 
neuromodulation: results of a single center sam-
ple survey. J Urol 2011; 185: 588.

3. Lam CK and Rosenow JM: Patient perspectives 
on the efficacy and ergonomics of rechargeable 
spinal cord stimulators. Neuromodulation 2010; 
13: 218.

4. Khaleeq T, Hasegawa H, Samuel M et al: Fixed-
life or rechargeable battery for deep brain stim-
ulation: which do patients prefer? Neuromodula-
tion 2019; 22: 489.

Figure 1. Response to survey question asking about coupling between device battery and the charger.

Figure 2. Select patient excerpts from device-specific satisfaction survey. 

“ Half of the 
respondents who 
had a fixed-life 
device reported 
implant site pain 
“sometimes” 
or more often, 
compared to 10% 
of those with 
a rechargeable 
device.”

“ Ultimately, it 
is the job of the 
surgeon to provide 
the appropriate 
counseling in order 
to best align the 
patient’s goals 
with the choice 
of technology 
and thereby 
optimize patient 
satisfaction.”
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Case Description 
A 40-year-old man was referred 

to our clinic with a recurrent tumor 
in the right adrenal area on health 
examination, since he had under-
gone retroperitoneal laparoscopic 
resection of adrenal tumor with a 
diagnosis of pheochromocytoma 
by pathology 5 years prior (fig. 1). 
The patient denied hypertension, 
hyperglycemia, low back pain or 
hematuria. There was no family 
history of tumors. Radionuclide 
imaging revealed that the expres-
sion of somatostatin receptor was 

increased, indicating the possi-
bilities of neuroendocrine tumor. 
Multiple nodules and masses were 
observed in the retroperitoneal 
right adrenal gland area, around 
the pancreatic head as well as the 
inferior vena cava and at the upper 
pole of the right kidney on mag-
netic resonance imaging, some of 
which were fused, and the max-
imum cross section was approx-
imately 5.1×4.1 cm (fig. 2). The 
patient subsequently underwent 
robot-assisted laparoscopic right 
retroperitoneal tumor resection 
and nephrectomy (fig. 3). Post-
operative pathological results re-
vealed an intermixed variant of 
ganglioneuroblastoma (fig. 4). 

Discussion
Ganglioneuroblastoma, a bor-

derline and favorable-risk tumor, 
combines the biological char-
acteristics of poorly differenti-
ated neuroblasts and well-dif-
ferentiated gangliocytes.1 It is a 
rare tumor which mostly occurs 
in children aged 2–4 years. The 
pathological subtypes of gangli-
oneuroblastoma include gangli-
oneuroblastoma-maturing, gangli-
oneuroblastoma-intermixed and 
ganglioneuroblastoma-nodular. 
The prognosis of patients with 
ganglioneuroblastoma depends 

CASE REPORT

Figure 1. Pathological results of the patient 5 years prior.

Figure 2. Magnetic resonance imaging findings of the patient.

Figure 3. Representative image during the second operation.

Figure 4. Hematoxylin and eosin staining of the postoperative specimen.

Arrow-right Continued on page 50
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on the pathological subtype and 
clinical staging.2 In our case, the 
 patient was 40 years old. It must 
be highlighted that ganglioneu-
roblastoma is extremely rare in 
adults. In addition, the pathology 
of the mass changed with disease 
progression because pheochro-
mocytoma is completely different 
from ganglioneuroblastoma. Al-
though it has been reported that 
pheochromocytoma and gangli-
oneuroblastoma of the adrenal 
gland are concurrent in some 
cases,3,4 it is intriguing to explore 
whether pheochromocytoma 
could be transformed into gan-
glioneuroblastoma in our case. 
Pheochromocytoma of the adre-
nal gland originates from chro-
maffin cells of the adrenal medul-
la, and ganglioneuroblastoma is 
caused by the obstacle of differ-
entiation from partial neuroblasts 
to ganglion cells.5 However, both 
medullary cells and neuroblasts 

differentiated from the primitive 
neural crest. To our knowledge, 
this is the first study to report this 
possible transformation. Hence, 
we speculate that the second 
emergence of ganglioneuroblas-
toma is likely due to the tumor 
microenvironment of pheochro-
mocytoma, which induces the re-
population of residual primordial 
cells but blocks differentiation 
and maturation. Moreover, the 
patient developed a new tumor 
with rapid growth rate during the 
routine postoperative followup 
period. The presence of primary 
retroperitoneal ganglioneuroblas-
toma, which is unrelated to pre-
vious pheochromocytoma, cannot 
be ruled out. Subsequent follow-
up is of great importance in the 
future, and compositional analysis 
of the 2 surgical specimens and 
single-cell sequencing analysis are 
needed to determine the origins 
of pheochromocytoma and gan-

glioneuroblastoma, and the pos-
sible correlation between these 2 
types of tumors. In addition, it is 
still unknown whether postopera-
tive radiotherapy and chemother-

apy should be performed because 
of the lack of evidence-based 
medicine for oncologists and pa-
tients with regard to the treatment 
of adult ganglioneuroblastoma. 
Clinical analysis and tumor bio-
logical behavior research on the 
differences between children and 
adults with ganglioneuroblastoma 
are needed in the future as more 
cases are available. STOP

1. Kim S and Chung DH: Pediatric solid malig-
nancies: neuroblastoma and Wilms’ tumor. Surg 
Clin North Am 2006; 86: 469.

2. Okamatsu C, London WB, Naranjo A et al: Clin-
icopathological characteristics of ganglioneuroma 
and ganglioneuroblastoma: a report from the CCG 
and COG. Pediatr Blood Cancer 2009; 53: 563.

3. Sousa NV, Marques de Oliveira LC, Cortez PJ 
et al: A rare case of ganglioneuroblastoma en-
capsulated in pheochromocytoma. Acta Medica 
(Hradec Kralove) 2016; 59: 67.

4. Thiel EL, Trost BA and Tower RL: A composite 
pheochromocytoma/ganglioneuroblastoma of 
the adrenal gland. Pediatr Blood Cancer 2010; 
54: 1032.

5. Lonergan GJ, Schwab CM, Suarez ES et al: Neu-
roblastoma, ganglioneuroblastoma, and gangli-
oneuroma: radiologic-pathologic correlation. 
Radiographics 2002; 22: 911.

“ Although it has been 
reported that pheo-
chromocytoma and 
ganglioneuroblasto-
ma of the adrenal 
gland are concur-
rent in some cas-
es,3,4 it is intriguing 
to explore whether 
pheochromocyto-
ma could be trans-
formed into gangli-
oneuroblastoma in 
our case.”

Making the “Right Choice”: Considerations Regarding 
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Patients newly diagnosed with 
prostate cancer or considering ac-
tive treatment following a period of 
active surveillance have a number 
of guideline-recommended treat-
ment options.1 Assisting patients 
with navigating these treatment 
decisions, through the process of 
shared decision making, is a key 
role of any physician who treats 
patients with prostate cancer. Ul-
timately, while we may consider a 
number of factors when counsel-
ing patients including oncologic 
outcome, the burden and cost of 
treatment, immediate treatment-re-
lated toxicity and longer-term 
urinary, bowel and sexual side 
effects and others, the ultimate 
goal ought to be to assist patients 

Table. Pairwise association between treatment modality and patient-reported regret at 5 years after diagnosis among patients with localized prostate 
cancer

D’Amico Risk Category Treatment Comparison OR (95% CI)* p Value OR (95% Cl)† p Value

All‡ Surgery vs active surveillance 2.40 (1.44–4.01) <0.001 1.73 (0.99–3.02) 0.05

Radiotherapy vs active surveillance 1.53 (0.88–2.66) 0.13 1.42 (0.77–2.59) 0.26

Surgery vs radiotherapy 1.57 (1.11–2.22) 0.01 1.22 (0.82–1.83) 0.33

Low risk Surgery vs active surveillance 2.73 (1.45–5.14) 0.002 2.08 (1.05–4.13) 0.04

Radiotherapy vs active surveillance 1.82 (0.90–3.68) 0.10 1.69 (0.79–3.62) 0.18

Surgery vs radiotherapy 1.50 (0.90–2.47) 0.11 1.24 (0.70–2.17) 0.46

Intermediate risk Surgery vs active surveillance 2.26 (0.85–6.05) 0.10 1.51 (0.51–4.43) 0.46

Radiotherapy vs active surveillance 1.56 (0.56–4.32) 0.39 1.42 (0.47–4.35) 0.54

Surgery vs radiotherapy 1.45 (0.91–2.32) 0.12 1.06 (0.62–1.80) 0.83

High risk Surgery vs active surveillance 0.51 (0.09–2.99) 0.45 0.27 (0.04–1.81) 0.18

Radiotherapy vs active surveillance 0.19 (0.03–1.27) 0.09 0.12 (0.02–0.92) 0.04

Surgery vs radiotherapy 2.64 (1.12–6.25) 0.03 2.22 (0.86–5.77) 0.10

*Multivariable models accounted for baseline characteristics, including age at diagnosis, participatory decision-making tool score, educational  
level, comorbidity (Total Illness Burden Index), race and ethnicity, receipt of androgen deprivation therapy within 1 year, receipt of pelvic 
 radiotherapy and registry site.
†Adjusted for baseline characteristics and longitudinal functional outcomes, including patient-reported domains of the 26-item Expanded Prostate 
Index Composite and 36-Item Short Form Health Survey consisting of urinary incontinence, urinary irritation/obstruction, sexual dysfunction, bow-
el dysfunction, hormonal symptoms, physical function, mental function, and energy and fatigue.
‡Model further adjusted for D’Amico risk category.

AN ADULT WITH RETROPERITONEAL GANGLIONEUROBLASTOMA
Arrow-right Continued from page 49
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in choosing the treatment option 
that is most consistent with their 
goals and preferences. Converse-
ly, patient-reported regret regard-
ing their treatment choice ought 
to reflect the opposite of our de-
sired outcome. In our view, treat-
ment-related regret provides an 
integrative, patient-centered out-
come measure, which accounts for 
the treatment-related morbidity, 
oncologic outcomes, psychosocial 
burdens and costs associated with 
prostate cancer diagnosis and treat-
ment. Further, these outcomes are 
contextualized through a patient’s 
own lens, weighing their relative 
importance and utilizing a com-
parative, counterfactual frame-
work. The experience of regret de-
pends on a comparison between a 
 decision (ie the chosen treatment) 
and its alternatives.

Recently, we used the pro-
spective population-based Com-
parative Effectiveness Analysis of 
Surgery And Radiation (CEASAR) 
cohort to assess rates and predict-
ors of patient-reported treatment 
regret among men deciding on 
treatment for localized prostate 
cancer.2 Importantly, we found 

that treatment-related regret was 
experienced by 13% (95% CI 12%–
15%) of patients at 3 and 5 years 
following diagnosis. This means 
that more than 1 in 8 patients feels 
like they made the wrong treat-
ment choice.

We explored a number of im-
portant patient, disease and treat-
ment factors which may contrib-
ute to regret. We found that the 
strongest predictor of regret, as 
may be expected given its counter-
factual nature,3,4 was pre-treatment 
expectations and the degree to 
which they were met. Thus, regret 
was more common among pa-
tients who judged that their treat-
ment effectiveness (71% [95% CI 
55%–87%] vs 13% [95% CI 11%–
14%]) and treatment side effects 
(48% [95% CI 41%–55%] vs 10% 
[95% CI 8%–11%]) were “a lot 
worse” than expected. This effect 
remained strong, even after adjust-
ment for baseline demographics, 
clinicopathological characteristics, 
treatment modality and longi-
tudinal assessments of patient-re-
ported functional outcomes with 
a significantly higher likelihood 
of regret among patients report-
ing that treatment effectiveness 
(aOR 5.28, 95% CI 2.12–13.19) 
and treatment toxicity/side effects 
(aOR 5.74, 95% CI 3.91–8.43) 
were worse than expected.

We further found that active in-
tervention (particularly with rad-
ical prostatectomy) compared to 
active surveillance was associated 
with an increased likelihood of re-
gret: regret was reported by 16% 
(95% CI 14%–18%) of patients 
undergoing surgery, 11% (95% 
CI 9%–14%) of patients undergo-
ing radiotherapy and 7% (95% CI 
4%–11%) of patients undergoing 
active surveillance. This effect was 
particularly strong among patients 
with low-risk disease. Converse-
ly, among patients with high-risk 
disease those who opted for active 
surveillance (rather than active 
treatment with surgery or radio-
therapy) were more likely to re-
port regret, even after accounting 
for differences in patient-report-

ed functional outcomes such as 
urinary incontinence and erectile 
dysfunction (see table). Among 
patient-reported functional out-
comes, only declines in sexual 
function were significantly associ-
ated with regret.

These findings suggest that the 
pre-treatment counseling pro-
cess, and better aligning patients’ 
treatment expectations with phys-
ician-anticipated treatment out-
comes may be key to improving 
the important, patient-centric 
outcome of regret. While ongoing 
work to improve outcomes from 
prostate cancer treatment are im-
portant, efforts aimed at improv-
ing the pre-treatment counseling 
process and supporting patient 
decision making may be more ef-
fective at reducing regret. While 
decision aids have been exam-
ined in this context with the 
hope that they may reduce de-
cisional conflict,5 the recent Al-
liance A191402CD trial showed 
that these did not improve pros-
tate cancer knowledge6 and thus 
may not be as effective at align-
ing expectations and anticipated 
outcomes as hoped. Importantly, 
Holmes and colleagues showed 
that a “discussion of all treatment 
options” was associated with a 
lower likelihood of treatment-re-
lated regret (12.1% vs 18.1%, ad-
justed odds ratio 0.59, 95% CI 
0.37-0.95).7 In our view, this may 
be best accomplished with multi-
disciplinary consultation. Addi-
tionally, given low rates of cancer 
attributable mortality and these 
findings, widespread use of active 
surveillance where appropriate 
would be expected to decrease 
treatment-related regret.

We believe that more thor-
ough, evidence-based counseling, 
with a particular focus on patient 
values and priorities, prior to 
treatment may reduce regret and 
ameliorate the associated men-
tal health outcomes.8,9 Treatment 
preparedness, focusing on ex-
pectations and on treatment tox-
icity, delivered in the context of 
shared decision making, requires 

further study to examine whether 
it can reduce regret. STOP
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“ In our view, 
treatment-related 
regret provides 
an integrative, 
patient-centered 
outcome measure, 
which accounts 
for the treatment-
related morbidity, 
oncologic 
outcomes, 
psychosocial 
burdens and costs 
associated with 
prostate cancer 
diagnosis and 
treatment.”

MAKING THE “RIGHT CHOICE”
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“ These findings 
suggest that the 
pre-treatment 
counseling 
process, and 
better aligning 
patients’ treatment 
expectations 
with physician-
anticipated 
treatment 
outcomes may be 
key to improving 
the important, 
patient-centric 
outcome of 
regret.”
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Study Need and 
Importance

The market for erectile dys-
function (ED) therapies has flour-

ished under the paradigm of 
direct-to-consumer (DTC) adver-
tising. The DTC landscape has 
emboldened many for-profit men’s 
health clinics to expand beyond 
“low T [testosterone] therapy,” their 
traditional stock-in-trade, to experi-
mental treatments like shock wave 
therapy (SWT) for ED, despite 
professional society guidelines des-
ignating SWT as “investigational” 
for ED. Little is known about these 
clinics, provider credentials, cost of 
treatment and treatment protocols. 
We used a “secret shopper” meth-
odology to shed light on this area.

What We Found
SWT is offered primarily by 

nonurologists. Only 25% of provid-
ers offering SWT were urologists, 
while 13% were nonphysicians (eg 
chiropractors, advanced practice 
providers, naturopaths; see figure). 
Pricing was high across all 8 metro-
politan areas, with an average price 
per treatment course of $3,338. 
There was no standardization re-
garding focused shock wave vs radi-
al wave therapy, site of shock wave 
delivery or treatment protocol.

Limitations
The 8 populous metropolitan 

areas selected may not be repre-
sentative of other large metropol-
itan areas nor small metropolitan 
or rural areas. Further, a fraction 
of the cohort (18%) indicated that 
a formal consultation with a pro-
vider was required before pricing 
and protocol could be determined. 
This may have biased the sample 
toward clinics offering more of a 
“one-size-fits-all” approach.

Interpretation for Patient 
Care

SWT, as a purported regenera-

tive therapy for ED, is performed 
primarily by nonurologists and is 
not standardized. DTC market-
ing trends do not reflect the status 
of the evidence base; this comes 
at great financial cost to patients. 
ED can portend significant mor-
bidities. Patients contending with 
ED should be evaluated by urolo-
gists who are equipped to conduct 
a formal men’s health evaluation 
and provide a data-driven and 
patient-centric discussion of treat-
ment options. STOP

Figure. Histogram of types of specialty training for providers offering SWT for ED.
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Does Functional Bladder Capacity Predict Outcomes in 
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Nocturnal enuresis (NE) is de-
fined as intermittent involuntary 

urinary incontinence displayed 
during sleep in children aged ≥5 
years. NE is classified into mono-
symptomatic NE (MNE) and non-
monosymptomatic NE (NMNE). 
MNE refers to NE in children with-
out any other lower urinary tract 
symptoms (LUTS), while NMNE 
means NE in children with any oth-

er LUTS and a history of bladder 
dysfunction. NE can cause lower 
self-esteem and a disturbance of so-
cial development. NE is a multifac-
torial disease. Main etiologies of NE 
include nocturnal polyuria (NP), 
small functional bladder capaci-
ty (FBC), an arousal disorder or a 
mixture of these factors. In children 

with NE, the evaluation of FBC 
can provide important information 
about NP and bladder capacity. 
Therefore, in children with NE, the 
evaluation of FBC is essential in the 
therapeutic approaches and moni-
toring of treatment response. 

Arrow-right Continued on page 53
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Table. The relationship between functional bladder capacity and treatment outcome in NE

Authors Yr of Publication No. Pts Results Does FBC Predict 
Outcomes in NE?

Rushton et al8 1996 95 Pts with an FBC greater than 70% predicted bladder 
capacity were 2 times more likely to respond to desmo-
pressin

Yes

Eller et al7 1998 51 There was a significant correlation between a high 
maximum daytime FBC and response to desmopressin 
(p=0.006)

Yes

Yeung et al6 2002 95 Significantly small FBC pt group relapsed with decreased 
desmopressin response

Yes

Chang and Yang10 2018 100 Univariate analysis revealed that elevated PVR is asso-
ciated with significantly less hazard of CR to medical 
treatment (HR 0.52, p=0.03), while not significantly 
associated with abnormal flow patterns, NP, constipation 
or small MVV. Multivariate analysis revealed that only ele-
vated PVR (HR 0.30, 95% CI 0.12–0.80) and NP (HR 2.8, 
95% CI 1.10–7.28) were significant predictors of CR

No

Kang et al2 2020 69 FBC of all pts was lower than the normal range of 
expected bladder capacity, and there were no significant 
differences between measurement methods, NE types 
(MNE vs NMNE), or response rates (p >0.05)

No

Liu et al4 2021 225 Logistic regression analysis showed that age, sex, body 
weight, family history, bladder capacity, NP and No. wet 
nights were not predictive factors for the response to 
desmopressin

No

Shim et al9 2021 120 When pts were stratified by treatment response, mean 
FBC of pts with no response or partial response and 
CR did not show a significant difference at baseline 
(p=0.536), whereas they showed a significant difference 
at 3 mos after treatment (p=0.045)

No

Despite many studies in NE, 
there is still considerable hetero-
geneity in evaluation methods and 
therapeutic approaches. The In-
ternational Children’s Continence 
Society recommends the use of 48-
hour frequency/volume (48-h F/V) 
charts for evaluating FBC. Maximal 
voided volume (MVV), which can 
be obtained using these charts, is 
known to represent FBC. The 48-h 
F/V chart is noninvasive and rep-
resents FBC of the everyday envi-
ronment, but it must be performed 
for at least 48 hours to obtain ob-
jective and accurate MVV results. 
This is rather time-consuming for 
both parents and children, and 
obtaining reliable results may be 
difficult, especially in less motivat-
ed families. In addition, the chart 
evaluation does not recognize post-
void residual volume (PVR); thus, 
this method may underestimate 
FBC. Uroflowmetry (UFM) with 
ultrasound PVR measurements 
and radionuclide cystography are 
alternative methods of assessing 
FBC. The disadvantage of these 
FBC measurement methods is their 
higher cost and unnatural situation. 
Maternik et al reported no signif-
icant difference between the FBC 
obtained from the 48-h F/V chart 
and the FBC obtained from UFM 
with PVR in patients with several 
LUTS.1 Kang et al also reported a 
lack of significant variance in the 
FBC values obtained from the 2 
measurement methods.2

Previous studies investigating 
the predictive factors of treatment 
response mainly focused on lower 
FBC, NP and arousal problems. 
Many children with NE have 
shown lower FBC compared to 
normal children.2–5 In general, re-
duced FBC is the main factor not 
only in the prediction of response 
to desmopressin, but also refrac-
tory NE. However, according to 
the reports so far, there is contro-
versy as to whether FBC is useful 
as a predictor of NE treatment re-
sponse (see table). 

Previous studies revealed the re-
lationship between reduced FBC, 
NE severity and treatment resis-
tance. Several studies have shown 
that FBC is reduced by up to 50% 
in children with NE. According to 
Kim’s study, 46.5% of all patients 
had reduced FBC for age, and the 

incidence of small FBC was in-
creased in children with everyday 
wetting and everyday multiple wet-
ting.3 In the Liu et al study, 33.9% 
of children with MNE had a low 
bladder capacity.4 Acosta et al re-
ported that 85% of patients with 
NE showed an FBC less than 70% 
of the expected bladder capacity 
value.5 This is probably because 
the lower limit of the normal range 
is set at 70%. Kang et al reported 
that 68%-70% (according to the 
measurement methods) of patients 
had a small FBC for age, regardless 
of the NE subgroup.2 

Several studies have highlighted 
the influence of FBC (MVV) on 
response to desmopressin. Kim re-
ported a significant correlation be-
tween NE severity and FBC reduc-
tion degree.3 Yeung et al reported 
that the significantly small FBC pa-
tient group relapsed with decreased 
desmopressin response.6 Eller7 
and Rushton8 et al reported that if 
FBC exceeds 70% of the age-ad-
justed norm, a good response to 
desmopressin could be expected. 
In the Shim et al study, when pa-
tients were stratified by treatment 

response, the mean FBC of patients 
with no response or partial response 
and complete response (CR) did 
not show a significant difference 
at baseline.9 However, in the uni-
variable analysis, increased FBC 
(30% or more increase, 6 months 
after treatment cessation compared 
to baseline) was  associated with 
 decreased relapse of NMNE. Thus, 
practical consensus guidelines for 
the management of NE suggest that 
a reduced FBC for age is associated 
with a lower response rate to des-
mopressin. 

On the other hand, several stud-
ies suggest that FBC does not pre-
dict the outcome of NE treatment. 
Chang and Yang found no signifi-
cant association between a reduced 
FBC and response to medical treat-
ment.10 Instead, they confirmed that 
elevated PVR and NP were signif-
icant predictors of medical treat-
ment. In the Liu et al study, FBC 
was not a predictive factor of the 
response to desmopressin.4 Only 
the initial response to low-dose des-
mopressin was a positive predictor 
of greater therapeutic success. Kang 
et al evaluated whether FBC differs 

among subgroups of NE patients 
and can be used to predict treat-
ment response.2 They concluded 
that children with NE had dimin-
ished FBC in both 48-h F/V charts 
and UFM with PVR. However, 
they found no difference in FBC 
by NE type or treatment outcome. 
Therefore, FBC may not be helpful 
in distinguishing NE types or pre-
dicting treatment responses.

In conclusion, NE is a complex 
disease that stems from many etio-
logical factors. FBC is calculated to 
confirm the NE characteristics and 
determine the treatment method. 
The 48-h F/V chart and UFM with 
PVR are reliable methods for mea-
suring FBC. Children with NE, 
particularly those with severe NE, 
had small FBC on the 48-h F/V 
charts and UFM with PVR, regard-
less of the measurement method or 
NE subgroup. Thus, a small FBC is 
a common sign of NE, but so far, it 
is difficult to draw the conclusion 
that FBC can predict NE treatment 
outcomes. STOP
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Study Need and 
Importance

Minimally invasive pyeloplasty 
(MIP), including laparoscopic py-
eloplasty (LP) and robotic-assisted 
laparoscopic pyeloplasty (RALP), 
has become increasingly popular. 
Reportedly, MIP has success and 
complication rates comparable to 
open pyeloplasty (OP), and there-
fore potential advantages have to be 
searched for in secondary outcomes. 
Improved cosmesis is often claimed 
as a major advantage of MIP, and 
older children and adolescents are 
generally considered the patients 
who could benefit the most from 
MIP. This is the first multicentric 
study comparing patient perception 
of surgical scars using a validated Pa-
tient Scar Assessment Questionnaire 
(PSAQ) in children >10 years old 
undergoing OP, LP or RALP.

What We Found
Of 227 eligible patients, 114 

(50%) participated, including 37 
(32%) OP, 30 (26%) LP and 47 
(41%) RALP. Median (IQR) fol-
lowup was 5.2 (2.3–7.8) years. The 
PSAQ score was within the first 
quartile, the most favorable, in 90 
(79%) patients without difference 
among approaches. LP achieved 
significantly better PSAQ scores, 
whereas no difference was ob-
served between RALP and OP (see 
table). More than half of the pa-
tients undergoing OP reported scar 
related symptoms. Median scar 
length at followup was significantly 
larger after OP where it correlated 
with body mass index, whereas it 
did not do so after MIP.

Limitations
Collection of some clinical data 

was retrospective and patient re-
ported outcome questionnaires 
are keen to bias. Results might be 
largely modified by the outcomes 
in nonrespondents. The occur-
rence of some variables might 
have been too small to reach sta-
tistical significance. Results might 
be different after pyeloplasty in 
infancy.

Interpretation for Patient 
Care

Patients were generally satisfied 
with scar appearance; therefore, 
this study does not support the 
hypothesis that, in this age group, 
MIP allows for better cosmetic re-
sults than OP. OP incisions were 
more commonly associated with 
scar-related symptoms. MIP might 
be advisable in overweight and 
obese patients. STOP

Table. Scores of PSAQ 

Overall OP LP RALP p Value

No. pts 114 37 30 47

Median PSAQ (IQR) 42 (37–48) 43 (39–48) 41 (34–43) 43 (38–50) 0.03*

Median appearance (IQR) 15 (13–16) 15 (13–16) 14 (12–15) 15 (14–18) 0.002*

Median consciousness (IQR) 9 (8–11) 10 (8–11) 8 (7–10) 9 (8–10) 0.09

Median satisfaction with appearance (IQR) 12 (9–15) 12 (9–15) 11 (8–14) 13 (9–16) 0.13

Median satisfaction with symptoms (IQR) 5 (5–7) 6 (5–7) 5 (5–6) 5 (5–6) 0.49

*Significant for p value ≤0.05.
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The kidney is the most common-
ly injured solid organ in the pedi-
atric population, with a frequency 
estimated at 10%–20% of all blunt 
abdominal injuries.1 Compared 
to the adult population, the prev-
alence of pediatric renal trauma 
is relatively low, which makes ro-
bust data collection and guideline 
development challenging.2 The 
EAST (Eastern Association for the 
Surgery of Trauma) recently estab-
lished pediatric-specific renal trau-
ma guidelines, which, unlike the 
AUA Urotrauma guidelines, are 
derived from review of literature 
focused on pediatric patients only 
rather than adult studies.3,4 Both 
guidelines recommend nonopera-
tive management for most patients, 
and angioembolization is preferred 
to operative management for he-
modynamically stable patients 
with ongoing bleeding.5–7 The 
EAST guidelines add that routine 
blood pressure checks should be 
performed at followup for  children 

with a history of renal trauma. Due 
to limitations of existing pediatric 
evidence, detailed management 
recommendations concerning use 
and timing of drainage interven-
tions, bedrest, antibiotic prophylax-
is, followup imaging etc cannot be 
based on the existing pediatric lit-
erature alone. As a result, the man-
agement of pediatric renal trauma 
continues to be primarily derived 
from adult renal injury data. 

There are several aspects unique 
to pediatric care that make direct 
extrapolation from adult care chal-
lenging. Perhaps the starkest ex-
ample is the use of cross-sectional 
imaging. The AUA guidelines rec-

ommend that all patients with sus-
picion for renal injury should have 
an initial contrast-enhanced com-
puterized tomography (CECT) 
with delayed phase, and that those 
with high-grade injury or clinical 
signs of complications should un-
dergo followup imaging. The goal 
of minimizing radiation exposure 
and following the principle of 
ALARA (for As Low As Reason-
ably Achievable) in children calls 
into question the utility of such 
routine reimaging practices. Previ-
ously proposed protocols involving 
the use of ultrasonography as the 
preferred followup imaging mo-
dality, or repeat computerized to-

mography imaging only for those 
patients who become symptomatic 
after the acute injury, have not yet 
gained traction at this time.8,9 Other 
opportunities for deviation specific 
to pediatric care include avoiding 
urological interventions for uri-
nary drainage including urethral 
catheters and ureteral stents, or 
minimizing the use of bedrest and 
antibiotics. The absence of pediat-
ric-specific data leads to substan-
tial variation in the management 
of children with renal trauma and 
prohibits detailed pediatric-specific 
guideline development.

Figure. Survey questions and their responses.
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With these considerations in 
mind, we are excited to announce 
the Mi-PARTS (Multi-institution-
al Pediatric Acute Renal Trauma 
Study), sponsored by the Ameri-
can Association for the Surgery of 
Trauma. This is a collaboration of 
13 institutions located across the 
United States. The principal in-
vestigators are evenly distributed 
between urologists, pediatric urol-
ogists, general surgeons and pedi-
atric surgeons. All institutions have 
a Level I trauma center designation 
and/or Level I pediatric trauma 
center designation. 

Understanding the practice pat-
terns of institutions was felt to be 
critical in identifying variation of 
care. We surveyed the 13 princi-
pal investigators participating in 
the study on their management 
preferences of pediatric renal trau-
ma with attention to utilization of 
cross-sectional imaging, drainage 
procedures and aspects of nonop-
erative management. The survey 
questions and results are presented 
in the figure.

As expected, there is substantial 
variability in practice patterns, with 
some providers taking a “minimal-
ist approach” as far as reimaging 
and use of interventions. From an 
imaging standpoint, 77% reported 
a preference to obtain completion 
imaging—that is, imaging protoco-
lized to allow for delineation of a 
collecting system injury—only if a 
CECT without a delayed phase 
had a radiographic concern for a 
deep laceration or there was some 
other concerning aspect of the 
clinical presentation. The other 
33% obtained completion imaging 
for any patient with a CECT with-
out a delayed phase to assure full 
staging of the injury. Concerning 
followup imaging, one institution 
reported obtaining followup im-
aging for all renal trauma cases. 
The other institutions either re-
served followup imaging for only 
high-grade injuries or reported 
use of followup imaging only for 
patients with a clinical concern for 
ongoing bleeding or symptomatic 
urinoma. The majority (77%) of in-
stitutions reserve urinary drainage 
procedures for patients who are 
symptomatic from, or who have 
complications related to, their 
injury. Routine urinary drainage 

for imaging findings alone is less 
practiced. The use of antibiot-
ic prophylaxis for patients with 
urinary extravasation or patients 
undergoing drainage procedures 
varies by specialty. Twelve (92%) 
institutions use bedrest, 3 of which 
(25%) place all patients on bedrest 
regardless of injury severity.

Our survey is not intended to 
represent national practices; how-
ever, it confirms that there is con-
siderable heterogeneity in the man-
agement of pediatric renal trauma. 
There is also deviation from the 
AUA guidelines with respect to 
cross-sectional imaging practices. 
The findings here further affirm 
a need for more comprehensive, 
pediatric specific, evidence-based 
renal trauma management guide-
lines. We anticipate that for most 
patients a “minimalist approach” 
is feasible and safe and that more 
rigorous monitoring and prophy-
lactic interventions can often be 
omitted; however, some patients 
are at high risk for severe compli-
cation from their renal trauma and 
would likely benefit from close 
monitoring and reimaging, or per-
haps require preemptive drainage 
procedures.

Our multi-institutional study 
aims to provide granular data on 
management and outcomes of 
over a thousand pediatric patients 
with renal trauma. All 13 institu-
tions have completed phase 1 of 
the study, an in-depth review of 
all their pediatric renal trauma pa-
tients, including readmissions and 
complications over a 10-year study 
period. We are in the data analy-
sis stage and hope to provide study 
results within the next few months. 
Phase 2 of Mi-PARTS has been ini-
tiated and consists of imaging re-
view. We are grateful for our team 
of radiologists who are performing 
overreads of imaging studies, which 
will allow us to link outcomes data 
with objective, uniformly read im-
aging findings. 

The questions posed in the 
above-mentioned survey are 
amongst many that will be ad-
dressed through our collaborative 
efforts. The heterogeneity of prac-
tice patterns allows us to assess dif-
ferent management strategies and 
evaluate their impact on outcomes. 
We expect that this study will be 

instrumental in guiding the future 
management of pediatric renal 
trauma.
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Study Need and 
Importance

There remains a subset of pa-
tients who experience a delay in 
discharge following prostate and 
kidney surgery despite minimally 
invasive surgery techniques. Al-
though the reasons for delayed dis-
charge can be multifactorial, they 

Table. Median preoperative PAC-SYM score and length of stay (LOS) by procedure type

Median (IQR) Mean

Preop PAC-SYM score:

Overall 2 (0–7.5) 4.4

Prostatectomy 2 (0–5.5) 4.2

Partial nephrectomy 2 (0–7) 4.1

Radical nephrectomy 4 (1–9) 4.8

Pts with LOS 2 days 2 (2–9) 4.1

Pts with LOS >2 days 4 (0–7.5) 5.5

LOS (days):

Overall 2 (2–2) 2.2

Prostatectomy 2 (2–2) 2.0

Partial nephrectomy 2 (2–2.5) 2.3

Radical nephrectomy 2 (2–3) 2.4

Discharging on postoperative day 1 is equivalent to LOS of 2 days.
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often consist of gastrointestinal-re-
lated symptoms. Despite this, there 
is little known about the baseline 
preoperative level of constipation 
symptoms in this patient popula-
tion, which could be exacerbating 
postoperative gastrointestinal com-
plaints and contributing to delays 
in discharge. 

What We Found
We administered the validated 

Patient Assessment of Constipation 
Symptoms (PAC-SYM) question-

naire preoperatively in 97 patients 
undergoing minimally invasive kid-
ney or prostate surgery and found 
that a majority (69%) of patients 
reported constipation symptoms 
before surgery. Patients who expe-
rienced a delay in discharge from 
the hospital also had significantly 
higher median preoperative PAC-
SYM scores (see table) compared 
to those who were discharged on 
time. The association was signifi-
cant for delays due to gastrointesti-
nal symptoms (p=0.032) as well as 
delay for any cause (p=0.021). 

Limitations
Although this study was pro-

spective, it was conducted at a 
single institution and observation-
al. More evidence is needed to 
determine if there is a causal re-
lationship between preoperative 
PAC-SYM scores and delays in 
discharge. 

Interpretation for Patient 
Care

Preoperative constipation symp-

toms are common in patients 
undergoing minimally invasive 
urological surgery and likely un-
derrecognized. Delays in hospital 
discharge were associated with 
higher levels of symptom burden. 
Preoperative baseline gastrointes-
tinal dysmotility may represent a 
modifiable preoperative risk factor  
for delays in discharge following 
these procedures. STOP

PREOPERATIVE OPTIMIZATION OF PROMOTILITY
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Study Need and 
Importance

The absolute differences in can-
cer-specific and overall mortality 
between treatment modalities (ac-
tive surveillance, radical prosta-
tectomy and radiotherapy with or 
without androgen deprivation ther-
apy) for localized prostate cancer 

are small, and thus, treatment-re-
lated morbidity is carefully con-
sidered when making treatment 
decisions. Mental health outcomes 
in these patients have been poorly 
explored; therefore, we evaluated 
the association between prostate 
cancer treatment type and pa-
tient-reported depression and emo-
tional well-being over time using 
previously validated Centers for 
Epidemiologic Studies Depression 
(CES-D) and Medical Outcomes 
Study 36-item Short Form survey 
(SF-36) scores from the prospective 
population-based CEASAR (Com-
parative Effectiveness Analysis of 
Surgery and Radiation) study.  

Figure. Trend in unadjusted CES-D and SF-36 scores by treatment modality over time. ADT, androgen deprivation therapy.
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What We Found
We found no effect of treat-

ment modality on depressive 
symptoms (see figure). However, 
we identified a number of factors 
associated with declines in men-
tal health regardless of treatment 
type, including older age, poor-
er health, being unmarried and 
having lower baseline CES-D 
scores.  

Limitations
This is an observational study, 

and thus treatment choice is non-
random, which can lead to con-
founding. Additionally, the CES-D 
and SF-36 have been validated in 
a general population, but not in a 
prostate cancer-specific population 
and thus may fail to detect small 
differences between treatment 
groups. Finally, using active sur-

veillance as the referent group may 
contribute to the limited impact 
of treatment modality on mental 
health outcomes, as it is possible 
that there is a large mental health 
burden for those on active surveil-
lance with prostate cancer.

Interpretation for Patient 
Care

Although we did not find clin-

ically important differences in 
mental health outcomes for men 
with localized prostate cancer 
based on treatment received, we 
did identify several patient char-
acteristics associated with poorer 
mental health outcomes. These 
characteristics may allow for early 
identification of patients who are 
most at risk for adverse mental 
health outcomes following pros-
tate cancer treatment. STOP
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The State of Surgical 
Training

Since the beginning of formal-
ized training in surgery, the grad-
uated “see one, do one, teach one” 
method has been the traditional 
standard. This paradigm has shift-
ed over time with emphasis on 
trainees performing a certain num-
ber of a procedures independently 
and satisfactorily.1 The Accredita-
tion Council for Graduate Medi-
cal Education Urology Milestones 
2.0 was developed in 2020 for this 
purpose.2 Despite this measure, nu-
merous studies have noted that sur-
gical resident autonomy has been 
eroding over time.3–5 

Are Urology 
Residents Operating 
Autonomously?

The Veterans Affairs (VA) teach-
ing hospitals collectively train the 
largest number of medical residents 
in the United States and maintain 
a robust data collection system on 
operative cases, thus presenting 
an ideal data source to answer this 
question. The VA Surgical Quality 
Improvement Program was que-
ried for the most common urolog-
ical procedures between July 1, 
2004 and September 30, 2019 us-

ing CPT codes. Supervision codes, 
which are recorded prospectively 
at the time of surgery and denote 
the relative level of attending in-
volvement and supervision with 
the resident, including whether the 
attending was scrubbed, were an-
alyzed in our study. Anjaria et al 
reported that compared to all sur-
gical subspecialties, urology affords 
residents the highest proportion 
of “resident primary” cases where 
an attending is supervising but not 
scrubbed.4,5 During the study peri-
od, the proportion of “resident pri-
mary” cases in all specialties had 
a 62% drop in resident operative 
autonomy, with urology sustaining 
a 44% drop in resident autonomy 
(see figure).5

The same group demonstrated 
that for overall surgical teaching 
cases in which the residents were 
afforded autonomy, there were no 
significant differences in complica-
tions or mortality when cases were 
propensity matched controlling 
for case and patient demograph-
ics.6  Kunac et al looked at the top 
“bread and butter” general surgery 
cases in which resident were al-
lowed to operate unassisted by the 
attending and showed that even for 
routine cases autonomy decreased 
despite equivalent outcomes when 
the resident was allowed to do the 
case independently.4

Modeled after the above find-
ings by Kunac et al, we further an-
alyzed urological case data in the 
same system. The findings from 
our investigation will be presented 
at the upcoming AUA 2022 Con-
ference in New Orleans. Specifical-

ly, when examining the top 7 most 
frequently performed urological 
surgeries in the VA system, the res-
ident was the primary surgeon in 
only 25.7% of the cases in the eval-
uated 15-year period. The percent-
age appeared to be decreasing over 
time for these common urological 
procedures as well as for more 
“niche” procedures such as penile 
prosthesis surgeries.

How Do the Patients 
Fare?

Cases with resident involvement 
had sicker patients with more car-
diovascular, pulmonary and other 
medical comorbidities, including 
higher rates of functional impair-
ment, current smoker status, re-
cent angina, diabetes, hyperten-
sion, stroke, metastatic cancer and 
ASA® (American Society of Anes-

thesiologists®) class. Despite these 
factors, our current investigation 
demonstrated that there was no 
significance in comparing 30-day 
all-cause mortality or composite 
complication rate between super-
vision levels. Furthermore, average 
patient length of stay did not great-
ly vary between different levels of 
supervision and the surgical opera-
tive times in all cases were largely 
consistent and with in standard de-
viation between groups. 

Is the Reduction in 
Surgical Autonomy 
Warranted?

Urology resident autonomy 
decreased by nearly half over the 
15-year period in the most com-

Figure. Percentage of surgeries done at academic VA training hospitals performed with resident as 
primary surgeon over time.5

ASSOCIATION BETWEEN TREATMENT FOR LOCALIZED PROSTATE CANCER AND MENTAL HEALTH OUTCOMES
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monly performed urological pro-
cedures. The consequences of 
declining autonomy have been 
demonstrated in other studies and 
are evident in the confidence lev-
els of residency program gradu-
ates: a survey in 2019 of 120 U.S. 
urology residencies found that 
two-thirds of residents pursuing 
fellowship training did so to over-
come perceived shortcomings of 
their training.7

Factors cited for driving reduc-
tion in resident autonomy include 
billing regulations and patient 
safety initiatives, which require 
attendings to be present for key 
portions of the operation, as well 
as rewards for reduced operative 

times, incentivizing attendings to 
perform more of the operation. 
The current investigation by our 

group demonstrated that despite 
the recorded higher ASA class 
levels and more comorbidities, 
the patients fared no worse in cas-
es with higher resident autonomy 
and had similar length of stay as 
well as operative times. It is hoped 
that the findings in this study and 
future research can serve as a plat-
form for re-assessing the wisdom 
of decreasing surgical autonomy 
for our residents and spark discus-
sion at the AUA 2022 New Orle-
ans Conference. STOP
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Study Need and 
Importance

Overactive bladder (OAB) af-
fects approximately 16%−40% of 
the U.S. population and has a pro-
jected annual cost of $82.6 billion. 
Patients often demonstrate a poor 
understanding of the physiology of 

OAB and the rationale behind di-
agnostic modalities and treatments, 
which hinders their ability to make 
informed decisions. Patient per-
spectives on OAB research have 
not been previously identified. Pa-
tient-centered outcomes research 
can help bridge the gap by identify-
ing and prioritizing research areas 
or opportunities for improved care 
valuable to patients with an OAB 
condition.

What We Found
Of 555 responders, 352 screened 

positive on the Overactive Bladder 
Awareness Tool-3 item, and 232 
completed the followup survey 
and met study criteria. Of includ-
ed participants, 62% were female, 
43% had a bachelor’s degree and 
the mean±SD age was 38.65±11.91 
years. The top 3 research prefer-
ences of Amazon Mechanical Turk 
(MTurk) participants were etiolo-
gies of overactive bladder (31%); 
individualized treatment based on 
age, race, gender and comorbidi-
ties (19%); and identifying fastest 

OAB treatments (15%). Although 
72% of patients had experienced 
OAB symptoms for over 6 months, 
only 18% had sought treatment.

Limitations
Our study limitations include 

the fact that while sensitive for 
OAB symptoms, the screening sur-
vey cannot differentiate OAB from 
other conditions that produce OAB 
symptoms. Also, while MTurk ex-
periments have been found valid in 
many studies, the identity and mo-
tives of the workers are unknown 
as they are incentivized to com-
plete surveys. Furthermore, MTurk 
workers differ from the general 
U.S. population, as they are more 
often female and highly educated, 
producing a selection bias.

Interpretations for Patient 
Care

Using MTurk, we present the first 
report of OAB research priorities 
identified by patients experiencing 
OAB symptoms. Crowdsourcing of-
fers a timely and cost-effective meth-
od to learn directly from people with 
OAB. Few participants sought treat-
ment despite having bothersome 
symptoms. Additional investiga-
tion into patients’ perceived “fastest 
OAB treatments” could further elu-
cidate the patient perspective. STOP
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The COVID-19 pandemic has 
highlighted the need for a re-eval-
uation of operative efficiency, 
gainful resource allocation and the 
benefit of minimally invasive op-
tions in decreasing recovery times. 
Moreover, with the expiration of 
patents of the da Vinci™ (Intuitive 
Surgical, Sunnyvale, California) in 
2019, such as those for Endowrist® 
technology and the repositioning/
reorientation of the master/slave 
configuration),1 market forces have 
indeed caught up with the robotic 
giant. In 2019 alone, 2 robotic sys-
tems gained CE regulatory approv-
al for commercial release: the avat-
era (avateramedical GmbH, Jena, 
Germany)2 and the Versius® system 
(CMR Surgical, Cambridge, UK).3 
Meanwhile, 2 experimental tele-
manipulator systems were unveiled 
in the same year: the Enos robotic 
single-access surgical system (Ti-
tan Medical, Inc., Ontario, Can-
ada, previously SPORT™ Single 
Port Orifice Robotic Technology) 
and the Hugo™ Robotic-Assisted 
Surgery (Medtronic PLC, Dublin, 
Ireland).4,5 Medtronic, a company 
eclipsing Intuitive’s sales 8 times 
over,6 will likely become a main 
player in urology as the banner sur-
gery performed using its new robot 
was a cadaveric laparoscopic pros-
tatectomy.7 Johnson & Johnson, in 
their latest corporate release, aimed 
to start clinical trials using their new 
Verb-Auris robot in the second half 
of 2022.8 In Asia, the hinotori™ 
robot (Medicaroid Corporation, 
Kobe, Japan) was approved by the 
Japanese Ministry of Health, Labor 
and Welfare for commercial use in 
August 2020,9 while the EMARO 
robot (Riverfield, Inc., University 
of Tokyo, Japan), a first in its class 
of pneumatically driven robots that 
offer improved haptic feedback 
using force sensors,10 has yet to re-
ceive approval.

The authors have recently writ-

ten extensively on the 7 commer-
cially licensed telemanipulator ro-
bots, as well as several promising 
experimental ones for both hand-
held and telemanipulator systems. 
Some of the latter are solely ded-
icated to specific surgeries, such 
as single-port surgery (MIRA®, 
Miniaturized In Vivo Robotic As-
sistant, Virtual Incision, University 
of Nebraska, Lincoln, Nebraska), 
and transurethral bladder surgery 
(TURBot – Vanderbilt University, 
Nashville, Tennessee).4 There is a 
trove of new ideas and concepts in 
robotic surgery, and this has driven 
the course of urology in various di-
rections. Three important areas of 
discussion have materialized, and 
it is on these areas that goals may 
be set and future studies may be 
focused. 

Previously, a race to prove su-
premacy in domains of efficiency, 
oncologic outcomes and functional 
outcomes was in play among open 
surgery, purely laparoendoscopic 
and robotic surgery champions. 
Although this question has largely 
been unresolved (as pentafecta in-
feriority or superiority of a single 
modality has not been supported 
by robust and consistent evidence), 
most institutional guidelines have 
incorporated all modalities in their 
recommendations (in prostate can-
cer, for example) and have coun-

seled urologists to advise patients 
on technical equivalence. More 
recently, as new robotic systems 
come to the fore, the game has 
changed. Not only are we dealing 
with equipoise among open, lapa-
roendoscopic and robotic systems, 
but also potentially among the 
various available robotic systems. 
Thus, the first important area of 
robotic development in the near 
future is the robust comparison of 
outcomes across all domains, cost 
included.

The authors published one of the 
first propensity matched robot-vs-ro-
bot retrospective studies (see figure), 
which showed equivalence of mor-
bidity and short-term oncologic 
outcomes of radical prostatectomy. 
The Revo-i (Meerecompany, Seoul, 

South Korea), however, had longer 
operative times than the Da Vinci 
standard.11 This short difference in 
operative time of 30 minutes may 
be weighed against a substantial 
difference in cost.12 The recently 
published TRUST (Trans Enterix 
European Patient Registry for Ro-
botic-Assisted Laparoscopic Pro-
cedures in Urology, Abdominal, 
Thoracic and Gynecologic Surgery) 
performed 871 procedures on the 
Senhance® telerobotic system (pre-
viously Tele-lap Alf-x; Asensus Sur-
gical, formerly Transenterix Sur-
gical Inc; North Carolina)13 which 
was first introduced in 2016. Albe-
it no comparisons to the da Vinci 
were made, 141  prostatectomies 

Figure. Suturing of the peritoneal reflection after a Retzius-sparing radical prostatectomy in da Vinci 
Si (A) and Revo-i (B).

“ Previously, a 
race to prove 
supremacy 
in domains 
of efficiency, 
oncologic 
outcomes and 
functional 
outcomes was in 
play among open 
surgery, purely 
laparoendoscopic 
and robotic 
surgery 
champions.”
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were successfully performed on 
Senhance, and this sizeable vol-
ume is the first step in the direction 
of comparative trials with another 
new robotic system. 

The second crucial area of robot-
ic development is effective integra-
tion into existing surgical training 
programs. Institutional investments 
in da Vinci systems, including 
training simulators, compatible 
accessories, and retro-fit operat-
ing theaters, may make it difficult 
to switch or adopt newer robots. 
Compatibility across platforms, 
standardization to allow modulari-
ty and linking of platforms may be 
considerations in the future.

The third area is the applica-
tion of artificial intelligence (AI) 
to robotics. While the Robotic 
Consensus Group defined robot-
ic technology in 2008 as “remote 
telepresence manipulators that 
[did] not generally function with-
out the explicit and direct control 
of a human,”14 reflecting existing 
technology then, AI refers to the 
computational capability of the 
machine to mimic and perform 
human cognitive tasks.15 Most AI 
applications in urology are used 
as predictive models, from diag-
nosis and staging to procedural 
outcomes, treatment response, sur-
vival and prognosis. More recently, 
surgeons are using machine learn-
ing and neural networks to auto-
mate the dVRK (for movements 
of the da Vinci research kit). In a 

recent study by Hwang et al, the 
first “superhuman” performance 
by an automated system was re-
ported, with the dVRK achieving 
a 94.1% success rate in peg trans-
fer with handovers, higher than 
that of an expert surgical resident 
(93.2%).16 More and more studies 
are being done on AI, so much so 
that the Society of Gastrointestinal 
and Endoscopic Surgeons Artificial 
Intelligence Task Force recently 
published consensus recommenda-
tions on an annotation framework 
for surgical video to aid physicians 
and researchers in the implementa-
tion of video-based AI.17 

In a time unlike any other, with 
such a wealth of tools in the urolog-
ic arsenal, a new paradigm arises. 
Some may say that in gaining tech-

nological momentum we slowly 
remove the human surgeon from 
the equation, essentially shooting 
ourselves in the foot. On the con-
trary, the onus of the urologist now 
grows with a keen understanding 
of all available options. This new 
paradigm of selecting not only the 
best technique but also the most 
appropriate technology has served 
not to diminish but to strengthen 
the central role of the urological 
surgeon in an era of robots and 
 automation. STOP
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Mastroianni R, Ferriero M, Tud-
erti G et al: Open radical cys-
tectomy versus robot-assisted 
radical cystectomy with intracor-
poreal urinary diversion: early 
outcomes of a single-center ran-
domized controlled trial. J Urol 
2022; https://doi.org/10.1097/
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Study Need and 
Importance

Robotic surgery is constantly 
expanding, particularly in uro-
logical surgery. However, even if 
a steady increase of the robotic 
approach was described in the 
surgical treatment of prostate and 
kidney cancer, a slower spread 
was reported in the treatment 
of bladder cancer. The intrinsic 
complexity of performing a to-
tally intracorporeal urinary di-
version (i-UD) and longer oper-
ative times were the main drivers 
against a widespread adoption of 
robot-assisted radical cystectomy 
(RARC). Despite acknowledged 
importance of attempting to per-
form i-UD following RARC, the 
extracorporeal urinary diversion 
accomplishment remains the 
most adopted approach. To date, 
all the available randomized con-
trolled trials were characterized 
by an extracorporeal approach 
in performing urinary diversion, 

undermining potential benefits 
of a totally minimally invasive 
procedure. To the best of our 
knowledge, this is the first ran-
domized controlled trial aimed 
at comparing open radical cys-
tectomy (ORC) vs RARC with 
totally i-UD. The primary end 
point was to demonstrate the su-
periority of RARC with i-UD in 
terms of a 50% transfusions rate’s 
reduction. 

What We Found
Our study confirmed signifi-

cantly lower transfusions rates in 
the RARC cohort (22% vs 41%), 
confirming RARC with i-UD to 
be time consuming compared with 
ORC. More interestingly, peri- 
and postoperative complication 
rates were comparable between 
groups, highlighting feasibility 
and safety of a totally intracorpo-
real approach.

Limitations
The study was performed in a 

single high-volume referral center, 
and surgical procedures were per-
formed by 2 expert surgical teams. 
Furthermore, the rates of neoblad-
der are higher than those reported 
in general practice; therefore, re-
sults obtained may not be widely 
generalized.

Interpretation for Patient 
Care

This prospective randomized 
trial observed 22% and 41% over-
all perioperative transfusion rates 
in patients treated by RARC and 
ORC, respectively, confirming a 
significant benefit in favor of RARC 
with i-UD. However, perioperative 
complications, hospital stay and 
6-month health-related quality of 
life were largely comparable be-
tween groups. STOP

Surgical Ergonomics and the Endourologist: Risk  
Factors and Injury Prevention
Kristin Chrouser, MD, MPH
University of Michigan, Ann Arbor

After a long day in surgery, your 
neck, back and wrist ache. Once 
home, you spend a few hours on 
your laptop completing notes, and 
by bedtime your neck and lower 
back are even more sore and stiff. 
You don’t talk about it at work. Af-
ter all, your colleagues might think 
you’re weak. You are confident 
you provide outstanding care for 
your patients and your discomfort 
is just “part of the job.” Your prac-
tice is thriving, family demands are 
increasing, and time for exercise 
and “self-care” is limited. Your col-
league in the vascular department 
surprised you recently when he re-
tired early due to back problems. 
Sometimes you wonder if you can 
do this job for another 20 years. 
You are not alone. In fact, close 
to half of urologists experience 
work-related pain, and 9% worry 

they might need to retire early.1 
Understanding your risks and the 
strategies that can help prevent 
work-related musculoskeletal inju-
ry will help you protect your most 
valuable asset—you. 

The majority of surgeons across 
specialties report work-related 
musculoskeletal pain.2 Pain prev-
alence and body locations vary 
based on surgical modality, with 
pure laparoscopy most commonly 
causing discomfort.2,3 Survey rates 
of work-associated musculoskele-
tal pain in urologists vary between 
47% and 62%.2,4,5 The 2017 AUA 
Census, which is less likely to suf-
fer from response bias than pure 
ergonomics surveys, found 46% of 
urologists experience work-related 
pain, with rates rising to 65% in 
women urologists under age 45.1 
A small survey of endourologists 
in 2011 noted 64% had orthope-
dic complaints (38% back pain, 
28% neck pain, 17% hand pain).6 

A recent survey of endourologists 
focused on benign prostatic hy-
perplasia surgery (transurethral 
prostatectomy and holmium laser 
enucleation of the prostate) found 
that 69% complained of work-relat-
ed pain or injury, with the most af-
fected areas being the neck (64%), 
back (57%), shoulder (48%) and 
hand (40%).7

Endourology and laparosco-
py were noted to be risk factors 
for chronic musculoskeletal com-
plaints in a survey of European 
urologists.4 Rates of pain and injury 
increase with high-risk intraopera-
tive body mechanics such as static 
positioning, repetitive twisting, ap-
plication of high force, awkward 
postures and high loading.8 These 
risks are amplified by long working 
periods without breaks, which pre-
vent recovery. Based on a validated 
ergonomic risk scale, researchers 
used wearable technology to mon-
itor surgeon intraoperative body 

position and found that 65% of op-
erative time was spend in high-risk 
neck positions, 30% in high-risk 
torso positions and 11% in high-risk 
shoulder positions (fig. 1).9 These 
high-risk positions were associated 
with increased subjective surgeon 
pain ratings.9 

Endourology increases strain 
on the wrist and thumb more than 
other surgical modalities.10 Innova-
tions in flexible ureteroscopy that 
appear to improve ergonomics and 
decrease pain rates include robotic 
assistance, use of a supportive chair 
designed for endourology, and 
(lighter) disposable ureteroscopes 
with easier deflection that cause 
less wrist and thumb pain.11,12 MEL 
(modified ergonomic lithotripsy) is 
a creative strategy that adjusts the 
patient’s position to optimize sur-
geon ergonomics. After placement 
of an access sheath, the patient is 

OPEN RADICAL CYSTECTOMY VERSUS ROBOT-ASSISTED RADICAL CYSTECTOMY WITH INTRACORPOREAL URINARY DIVERSION
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placed in a 35% inclined lithotomy 
position and the surgeon remains 
seated for the procedure.11 

Appropriate body positioning 
is central to optimal surgical ergo-
nomics, and resources for many 
of the surgical modalities used in 
urology are available.2,3,10 There is 
less guidance available for endou-
rology, including whether it is ideal 
to sit or stand. Standing while using 
a foot pedal loads the body weight 
on the opposite leg while the work-
ing forefoot hovers in excessive 
flexion over the pedal.10 Sitting can 
be helpful to avoid such postures 
but the presence of the chair can 
then disrupt the assistant’s position 
and cause difficulty in proper mon-
itor positioning. Place foot pedals 
directly in front of the working foot 
so it remains in neutral alignment.2 
Place monitors in the line of sight 
and in line with the endoscope at 
approximately 3-4 feet away with 
the center of the screen 10-20 de-
grees below eye level to avoid ex-
cessive back and neck rotation.2,10  
Placing the top of the screen at eye 
level is usually a reasonable ap-
proximation (fig. 2). 

Changing habits can be difficult, 
especially for surgeons accustomed 
to risky intraoperative postures. 
Intermittent “postural resets” fa-
cilitate the opportunity for read-
justment out of high-risk postures. 
Extra weight increases ergonomic 
risk by increasing muscle load, so 
decrease weight by utilizing light 
scopes, lead, loupes and headlamps. 
Two-piece lead also distributes the 
weight of the lead, reducing direct 
pressure on the shoulders.12 Antifa-
tigue floor mats are commercially 

available and may reduce discom-
fort among endourologists.13

Intraoperative microbreaks in-
volve pausing the procedure at a 
noncritical juncture (every 20-40 
minutes) and engaging in a 60-sec-
ond series of targeted stretches with-
out breaking scrub. Microbreak 
stretches improve mental focus and 
decrease surgeon discomfort with-
out increasing operative time.14 One 
barrier is that surgeons engrossed in 
surgery often forget to take breaks, 
so researchers have used an app 
with automatic reminders to help 
implement this practice into sur-
gery workflow.15 Information on 
accessing this free resource can be 
found at ORstretch.mayoclinic.
org. Consistent use of a program of 
pre- and postoperative surgeon ex-

ercises and stretches targeting the 
neck, shoulder and back was found 
to have some benefit in a random-
ized trial after 6 months.16 In a large 
international survey of urologists, 
exercise outside the operative room 
was correlated with reductions in 
work-related pain in a dose-depen-
dent fashion.5 Physical therapy and/
or regular massage can also help im-
prove pain (therapeutic) and main-
tain flexibility (preventive).

Prior to the electronic medical 
record and wide adoption of com-
puters, nonoperative patient care 
activities allowed time for musculo-
skeletal recovery. However, today 
most surgeons spend much of their 
nonoperative workday at poorly 
configured computer workstations, 
which stress the same muscles and 
joints affected by performing sur-
gery. Although workstation optimi-
zation is beyond the scope of this 
article, it is an important consider-
ation in preventing musculoskele-
tal pain and dysfunction. 

Multiple publications have re-
ported lack of ergonomic knowl-
edge among urologists.4,10 There is 
a growing consensus that surgical 
ergonomics instruction should be 
provided during residency, lest we 
fail to prepare the next generation 
of urologists to do their job safely.17 
Few urology residency programs 
offer formal ergonomics training, 
but interest is growing. One exam-
ple is the recently launched Society 

of Surgical Ergonomics, which is a 
collaboration between human fac-
tors/ergonomics professionals and 
surgeons from a variety of special-
ties (including urology) with the 
mission of improving education, 
decreasing work-related injury, and 
facilitating interdisciplinary inno-
vation and research (https://www.
societyofsurgicalergonomics.org/).

It is important to consider 
work-related discomfort in context 
rather than as only a personal issue. 
Pain and irritability reduce cogni-
tive bandwidth for patient care 
decisions, relating to team mem-
bers, high quality communication 
and productive teaching interac-
tions. Taking a moment to adjust 
your surgical environment, using 
intraoperative stretch breaks and 
optimizing your computer work-
stations should not be considered 
self-serving, but rather indicate 
savvy choices to improve safety for 
both you and your patients today, 
while simultaneously protecting 
your future health and urological 
career. STOP

1. American Urological Association: The State of 
Urology Workforce and Practice in the United 
States 2017. Linthicum, Maryland: American 
Urological Association 2018.

2. Ronstrom C, Hallbeck S, Lowndes B et al: Sur-
gical ergonomics. In: Surgeons as Educators: A 
Guide for Academic Development and Teach-
ing Excellence. Edited by TS Köhler and B 
Schwartz. Cham, Switzerland: Springer Interna-
tional Publishing 2018; pp 387–417.

Figure 2. Endourology monitor adjustment.
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cancer surgery: a veterans af-
fairs national health system val-
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UPJ.0000000000000294.

Study Need and 
Importance

Development and implementa-
tion of quality metrics to assess the 
surgical care performance of hos-
pitals treating patients with kidney 
cancer are crucial, especially in the 
setting of large and geographically 
diverse health care systems such as 
Veterans Affairs (VA). In this study 
we developed a Compound Quali-
ty Score (CQS) to serve as a metric 
for hospital-level quality of care in 
kidney cancer surgery.

What We Found
We found that our CQS was 

able to discriminate hospital per-
formance in kidney cancer surgical 
care across the VA health care sys-
tem (see figure). Importantly, even 
after rigorous hospital-level case-mix 
adjustment, higher quality scores 
were independently associated with 
reduced length of stay, lower rates 
of postoperative surgical and medi-
cal complications, and lower cost of 
surgical admission.

Limitations
The major limitation of this 

study is the lack of external val-

idation, and therefore applicabil-
ity of this metric outside the VA 
health system needs to be estab-
lished. In addition, our CQS does 
not identify the root cause of in-
ferior perioperative outcomes. 
Site-specific quality improvement 
strategies are required to eluci-
date these causes and target areas 
for improvement.  

Interpretation for Patient 
Care

Variability in quality of surgical 
care at hospitals treating patients 
with kidney cancer can be captured 
with this novel approach. Quality 
metrics such as the CQS should be 
used to identify, audit and imple-
ment quality improvement strate-
gies across health systems. STOP

Figure. Hospital performance per CQS across the VA National Health System. CQS identified  
25 hospitals (26%) with higher performance (CQS ≥1), 33 hospitals (34%) with lower performance  
(CQS≤ −1) and 38 hospitals (39%) with average performance (CQS=0).
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Heller N, Tejpaul R, Isensee F et al: 
Computer-generated R.E.N.A.L. 
nephrometry scores yield com-
parable predictive results to 
those of human-expert scores 
in predicting oncologic and 
perioperative outcomes. J Urol 
2021; https://doi.org/10.1097/
JU.0000000000002390.

Study Need and 
Importance

Kidney cancer surgeons have 
long sought an unambiguous way to 
define kidney tumor complexity to 
aid in surgical planning and predic-
tion of perioperative outcomes. Ten 
years ago, nephrometry scores were 
introduced and have provided valu-
able information for medical deci-
sion making; however, their wide-
spread adoption, especially outside 
of academic centers, has been mod-

est because of the time and expertise 
required to generate such scores. 
We hypothesized that a computer 
could generate a nephrometry score 
automatically.

What We Found
Deep-learning computer vision, 

a subfield of machine learning 
or artificial intelligence (AI), has 
shown promise in classifying and 
segmenting images. We created an 
international challenge within the 
deep-learning community, named 
KiTS19, to identify high-quali-
ty deep-learning algorithms that 
would segment renal computerized 
tomography scans and delineate re-
nal masses. From these segmented 
images, we created a fully automat-
ed R.E.N.A.L. (for radius, exophyt-
ic/endophytic, nearness of tumor to 
collecting system, anterior/posteri-
or, location relative to polar line) 
nephrometry score (AI-score) and 
compared its ability to predict mean-
ingful perioperative and oncologic 

outcomes to human-expert–gener-
ated R.E.N.A.L. scores (H-score; 
see figure). We found a significant 
agreement between H-scores and 
AI-scores (Lin’s p=0.59). AI-scores 
performed similarly to H-scores 
in their ability to predict oncolog-
ic outcomes including presence of 
malignancy, high-grade disease, 
high-stage disease or necrosis 

Figure. Schematic diagram demonstrating AI-generated segmentation, subsequent coding to fully automated R.E.N.A.L. scores and its comparison to a 
human-generated R.E.N.A.L. score.
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(p <0.05). AI-scores were also help-
ful in predicting surgical approach, 
such as nephron sparing surgery and 
use of minimally invasive surgery (p 
<0.05). Meaningful perioperative 
outcomes were predicted by both 
AI- and H-scores including estimat-
ed blood loss, perioperative trans-

fusion requirements (p <0.05) and 
change in estimated glomerular fil-
tration rate after surgery (p <0.001).

Limitations
Potential limitations include that 

a single center and a single phase of 

imaging were used. Furthermore, 
the AI-score could not be calculat-
ed in <2% of patients. 

Interpretation for Patient 
Care

We created a fully automated, 

unambiguous kidney tumor com-
plexity score that functions as well 
as scores created by human experts 
in predicting patient outcomes. We 
anticipate that the AI-score may 
serve as a support to patient–phy-
sician decision making. STOP

COMPUTER-GENERATED R.E.N.A.L. NEPHROMETRY SCORE
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Study Need and 
Importance

There is an unmet need for an 
office-based ultrasound system to 
image, break and reposition stone 
fragments to facilitate their natural 
clearance.

What We Found
Fragmentation effectiveness of 

such a system was tested in 19 hu-
man subjects and 23 stones. Trans-
cutaneous application of focused, 
cyclic ultrasound pulses called 
burst wave lithotripsy (BWL) was 
applied for up to 10 minutes in 
anesthetized subjects. A uretero-
scope was inserted and video was 
recorded with a laser fiber for scale. 
Independent review of the vid-
eo determined the percentage the 
original stone volume (mean stone 
size 5.7±1.7 mm) was comminuted 
to fragments 2 mm or less and lin-
early extrapolated to the time for 
100% of the fragments to be ≤2 mm 
(see table).  The video was lost for 
subject 9, and no stones were seen 
in subjects 10 and 11.  Independent 
video review found only mild red-
dening and bleeding on the papilla. 
No other adverse events (AEs) as-
sociated with the device or proce-
dure were identified.

Limitations
Due to operating room time con-

straints, BWL was limited to 10 min-
utes per stone and complete commi-

nution was linear extrapolated rather 
than continuing to full comminution 
and stone clearance. A single trans-
ducer at 1 frequency (390 kHz) was 
used, and evidence suggests the op-
tion to use a second transducer with 
a higher frequency or broader beam 
may have improved effectiveness on 
stones smaller than 3 mm and larger 
than 10 mm, respectively. Given the 
feasibility study design, these cases 
were accompanied by ureteroscopy 
and as needed laser lithotripsy, so 
the detection of AEs due to BWL 
may be masked by the side effects of 

ureteroscopy; however, all reported 
AEs were mild and resolved sponta-
neously. 

Interpretation for Patient 
Care

BWL combined in 1 system with 
ultrasound imaging and ultrasonic 
propulsion to expel fragments is 
feasible and a potential clinic-based 
technology to manage urinary 
calculi in awake unanesthetized  
patients. STOP

Table. Fragmentation outcomes with ≤10 minutes of BWL

Subject
% Fragments

≤2 mm
Projected Time to All Fragments

≤2 mm (mins)
1 100 ≤10 

2 73 ≤10 

3
100, 20

≤10 
50:00

4 90 11:06

5
100, 100

≤10 
≤10 

6 67 14:56

7
20, 8

50:00
124:20

8 100 ≤10 

12 0 Not applicable

13 5 200:00

14 0 Not applicable

15
26, 1

36:00
200:00

16 100 ≤10 

17
100, 98

≤10 
10:14

18
100, 100,
95

≤10 
≤10 
≤10

19 85 ≤10 

Median (IQR) 90 
(20, 100)

10 
(10, 14.9)
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Toward Population-Specific Artificial Intelligence  
for Prostate Cancer Risk Stratification at Magnetic  
Resonance Imaging
Rakesh Shiradkar, PhD
Case Western Reserve University, Cleveland, Ohio

Anant Madabhushi, PhD
Case Western Reserve University, Cleveland, Ohio

Magnetic Resonance 
Imaging (MRI) for 
Prostate Cancer 
Diagnosis

Multiparametric MRI is being 
increasingly used for prostate can-
cer (PCa) screening and identify-
ing targets for biopsy. Several large 
studies including the PROMIS tri-
al have established multiparamet-
ric MRI to have a significantly high 
negative predictive value in identi-
fying clinically significant (cs) PCa.1 
However, MRI is limited by mod-
erate specificity and inter-reader 
variations in interpretation of PCa 
(Prostate Imaging–Reporting and 
Data System [PI-RADS™]). Con-
sequently, biopsies continue to be 
the standard of care for diagnosis 
of csPCa.

Artificial Intelligence (AI) 
for Risk Stratification of 
PCa on MRI

AI-based approaches are being 
widely explored, addressing the 
limitations of MRI for improving 
noninvasive diagnosis of PCa. Ra-
diomics, which involves compu-
tational extraction of features cor-
responding to subvisual patterns 
of underlying tissue heterogeneity 
on imaging, has shown promis-
ing results in characterizing PCa 
on MRI. In our recent study, we 
explored the tumor along with its 
surrounding habitat (peritumoral 
region of PCa) in terms of radiom-
ic signatures from T2-weighted and  
diffusion-weighted MRI sequenc-
es (fig. 1).2 We observed that our 
radiomics model resulted in >8% 
improvement in AUC in terms of 

risk stratification of PCa compared 
to PI-RADS v2.0 in a multi-institu-
tional cohort (231 patients). These 
features were likely capturing the 
differential heterogeneity between 
low- and high-risk lesions both 
within and surrounding the tumor 
on MRI, which was also verified 
by their correlations with histo-
morphometric attributes on corre-
sponding pathology. 

Deep learning-based approach-
es that use sophisticated neural 
networks to train models without 
the need for extracting specific im-
aging biomarkers have also been 
explored in the context of prostate 
MRI. For instance, we developed 
a deep learning-based radiomic 
risk score for identifying csPCa on 
MRI in a recently published study.3 
The predictions from this deep 
learning model were integrated 
with clinical parameters including 
prostate specific antigen, and pros-
tate and lesion volume to build an 
integrated nomogram to identify 
csPCa in a large multi-institutional 
cohort (592 patients). We showed 

that deep learning derived image 
patterns from the tumor and the 
surrounding peritumoral regions 
were able to characterize csPCa 
and outperformed PI-RADS v2.0-
based assessment of csPCa by 4% 
in terms of AUC. This model was 
also prognostic of biochemical re-
currence in a subset of patients 
who underwent radical prostatec-
tomy with a median followup of 
3 years. These results and other 
studies demonstrate the value of 
AI-based approaches in capturing 

subtle, subvisual patterns on MRI 
and potentially improve risk strati-
fication of PCa.

Promise of AI for 
Population-Specific 
Models 

However, there is a significant 
disparity in PCa incidence and 
mortality between different popu-
lation groups. Specifically, African 
American (AA) men have a 1.5 
times greater likelihood of devel-
oping PCa than Caucasian Amer-
ican (CA) men and are 2.2 times 
more likely to die of it.4 Beyond 
socioeconomic factors, biological 
and phenotypic differences are ob-
served to exist between men of dif-
ferent populations. AA men with 
PCa tended to show significant 
overexpression of genomic and 
molecular markers associated with 
DNA damage, hypoxia, apopto-
sis, inflammation and immune re-
sponse compared to CA men in 
a large (1,152 patients) multisite 
study.5 These differences observed 
at the genomic and molecular 
scale will persist at the morpho-
logical scale that can be discern-
ible on radiology6 and pathology7 
images. Most of the clinical nomo-
grams and diagnostic assays so far 
do not incorporate population-spe-
cific differences and were designed 
largely based on CA men.  

Given the recent promise of AI 
in improved characterization of 
PCa on imaging, there is a need 
and an opportunity to explore pop-
ulation-specific AI approaches for 
PCa risk stratification on MRI. In 
another recent study, we observed 
that computationally derived im-
age features (pathomics) of cancer 
nuclei from stromal regions of PCa 
on digitized prostatectomy speci-
men are prognostic of recurrence 
in AA men and outperformed a 

RADIOLOGY CORNER

Figure 1. Radiomic feature maps overlaid on peri-tumoral region of prostate cancer lesions on T2W 
MRI showing differential heterogeneity captured between low and high-risk lesions as defined by the 
D’Amico criteria.

“ In approaches 
using MRI can 
potentially 
allow for early 
identification 
of PCa in high-
risk populations, 
specifically AA 
men.”

Arrow-right Continued on page 71
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population agnostic model.8 In a 
preliminary cohort of 41 PCa pa-
tients with biopsy-confirmed ISUP 
(International Society of Urological 
Pathology) Grade Group 2 PCa, 
radiomic features of PCa lesions 
on apparent diffusion coefficient 
maps showed statistically signifi-
cant differences (p <0.05) between 
AA and CA patients when none of 
the other clinical variables showed 
significant differences between the 
population groups (fig. 2). These 
preliminary results presented at 
AUA2020 suggest the potential of 
AI in identifying population-specif-
ic heterogeneity on MRI.9

Looking Ahead
AI-based population-specific 

risk stratification approaches using 
MRI can potentially allow for ear-
ly identification of PCa in high-risk 
populations, specifically AA men. 
This may also enable develop-
ment of effective, imaging-based 
noninvasive approaches for mon-
itoring PCa progression in AA 
men within the active surveillance 
setting and preemptively identi-
fy those with adverse outcomes 
post-radical therapy. One of the 
primary challenges in developing 
and bringing population-specific 
approaches to clinical deployment 

is to isolate factors,10 including so-
cioeconomic determinants, access 
to health care, other comorbidities 
and therapies. These biases need 
to be addressed up front while also 
tackling issues of generalizability, 
reproducibility of AI models, and 
robustness to site and scanner-spe-
cific variations in imaging. Signifi-
cant efforts are needed in curating 
large multi-institutional cohorts of 
men with PCa from diverse pop-
ulation groups. Enforcing strict 
controls for social determinants 
of health, AI could pave the way 
in quantifying the biological and 
genetic heterogeneity between 

different population groups on im-
aging and allow for building imag-
ing-based, population-specific PCa 
risk stratification approaches. STOP
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Figure 2. Radiomic feature maps (Haralick and CoLlAGe) overlaid on ADC maps of prostate cancer ROIs (left) along with corresponding distribution plots 
(right). AA patients tend to have a relative overexpression of radiomic features compared to CA men.

TOWARD POPULATION-SPECIFIC ARTIFICIAL INTELLIGENCE
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Retracing the Steps of the “Larger Than Life”  
Global Urologist
Mark A. Moyad, MD, MPH
University of Michigan Medical Center, Ann Arbor

I am humbled to call Robert 
H. Moyad, MD my father. Robert 
Moyad was born and raised in Ker-
manshah, Iran, and his physician 
father, aware of the world’s edu-
cational opportunities, sent each 

of his children to study abroad. 
Thus, in 1954, my father arrived in 
Austria and became the first Iranian 
to graduate from the University of 
Vienna Medical School. It was also 
there that he met the person (my 
mother, also the child of a notable 
physician) with whom he would 
spend the rest of his life (fig. 1). 

During medical school, Dad ob-
served an operation to remove an 
adrenal tumor and was so surprised 
by the patient’s almost immediate 
recovery from hypertension that 
he decided on a career in urology. 
My father was convinced there was 
no greater, productive or “hap-
pier” specialty than urology, and 

he carried that campaign over his 
entire 50-year career, which never 
dissipated from my brain (thank 
 goodness).

After medical school, my father 
and mother moved to Cleveland, 
Ohio because the “needs no intro-

GIANTS OF UROLOGY
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duction” Chair of Urology at the 
time, Dr. Lester Persky, wanted him 
on the team. Dad completed his 
urology training at Case Western 
Reserve University, and when my 
parents heard of possible job open-
ings not far from Cleveland, Dad 
opened his own practice in Ypsi-
lanti, Michigan in 1967, and soon 
thereafter, in 1968, another “needs 
no introduction,” Dr. Jack Lapid-
es, the new Chair of University of 
Michigan (UM) Urology called him 
for assistance. The urology section 
was in transition, and they wanted 
occasional help training residents 
for at least a brief period. My dad 
would spend many years with resi-
dents from Wayne County, VA Ann 
Arbor and UM Urology. He loved 
and maintained his “part-time” 
nexus with UM, while overseeing 
his own growing and successful 
Center for Urology private practice 

just across town. “Cooperation in-
stead of competition” was one of his 
endless mantras. Another urology 
giant—Dr. Edward McGuire (UM 
Chair 1983-1993)—became one of 
his closest friends. Dad was named 
Chief of Surgery at Beyer Hospital 
in Ypsilanti, then Chief of Staff at 
Saline Community Hospital. He 
was head of the Department of 
Urology at St. Joseph Mercy Hos-
pital in Ypsilanti, elected President 
of the Michigan Urological Society 
and was an extremely proud mem-
ber of the AUA. 

I am still in awe of what he and 
my mom accomplished together. 
Leaving their countries, they set 
out on a remarkable journey with 
only a couple hundred dollars, and 
although Dad was fluent in Farsi, 
he managed to learn German the 
summer before medical school and 
then spent a final partial summer 
in Vienna to become proficient in 
English before residency. Through 
hard work and fearless ambition, 
he and Mom carved out a beautiful 
life for our family. The plethora of 
obstacles are still essentially impos-
sible for me and my brothers (Tom, 
a highly accomplished orthopedic 
surgeon, and Andy, a respected 
New York executive) to fathom. My 
mom’s family was Catholic, my dad 
was Baha’i, his mom was Muslim, 
and his dad’s side of the family was 
a mix of Baha’i and Judaism. It was 
the 1950s and ’60s, and these reli-
gions were coming together wheth-
er the family, or any outsiders, liked 
it or not, and it was working, but I 
know it took work. “Never abandon 
your boat,” he used to metaphori-
cally say, after you have found and 
committed to something. Although 
my grandfather wanted my father 
to come home after medical school 
and marry someone he had ap-
proved of locally in his birth coun-
try, my father had to tell his dad that 
this was not going to be his destiny. 
My grandfather eventually support-
ed this choice and my parent’s dra-
matic decision to start a life in the 
U.S. as first-generation immigrants.

Countless experiences endeared 
so many to my dad, from skiing with 
Mom to celebratory gatherings for 
UM colleagues at our family farm, 
where he also started and main-
tained an organic vegetable garden 
over 40 years ago, long before it 

was cool. He never missed my bas-
ketball games or allowed inability 
to pay to get in the way of seeing 
any patients. If you were fortunate 
enough to have a guffaw with my fa-
ther, by simply exchanging sarcasm 
or watching him attempt to dance 
at his son’s weddings, you would 
realize the sheer beauty of having a 
strict but simultaneously selfless dad 
was something quite magical. 

In a strange way, when he strug-
gled with his own urological cancer 
for over the past decade, there was 
also something harmonious and 
magical in his own care. Observing 
Dr. Peter Fischer (his partner in pri-
vate practice), Dr. Cheryl Lee (Chair 
at Ohio State), Dr. Jim Montie (past 
Chair of Michigan Urology) and Dr. 
Khaled Hafez (UM Urology), along 
with his iconic urology nurse, Julie 
Derossett, take care of him was a 
reflection of how my dad took care 
of his patients (fig. 2), as if a kind of 
spiritual calling or directive were 
dictating the entire process. So, 
when my father died last year, I felt 
as if the entire global Urology fam-
ily, including the current and most 
recent local UM Chairs of Urolo-
gy (Dr. Ganesh Palapattu and Dr. 
David Bloom), in their own way 
summoned a urological army of 
angels to support my mom and our 
family. Multiple past residents and 

colleagues from around the world 
described him as “larger than life,” 
and this resonated with me, wheth-
er I was a child working on my col-
oring book next to the operating 
room, just to see him finally emerge 
with his scrubs, as if Superman had 
walked into the room, or I was giving 
a lecture at a urology meeting (fig. 3), 
just to see him in the audience trying 
hard not to externally beam, wheth-
er I bombed or not. As I was writing 
this article, I realized I was not just 
fortunate enough to be guided by a 
“larger than life,” globally impactful 
urologist father, but a larger than 
life, globally impactful extended 
Urology family, which means I am 
one of the most fortunate individu-
als I have ever known. STOP

RETRACING THE STEPS OF THE “LARGER THAN LIFE” GLOBAL UROLOGIST
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Figure 2. Robert and Eva Moyad, from their 
announcement of a Professorship in their 
names at UM Department of Urology, funded 
by past patients of my dad (2010)—currently 
occupied by his altruistic colleague, Dr. Brent 
Hollenbeck.

Figure 3. Robert and Mark Moyad, at the Reed 
M. Nesbit Annual Conference and UM Football 
Alumni weekend event (2016).

“ My father was 
convinced there 
was no greater, 
productive or 
“happier” specialty 
than urology, and 
he carried that 
campaign over 
his entire 50-year 
career, which 
never dissipated 
from my brain 
(thank goodness).”

Figure 1. Robert and Eva Moyad, photo from 
their wedding day in Vienna, Austria (1962).

“ So, when my 
father died last 
year, I felt as if 
the entire global 
Urology family, 
including the 
current and most 
recent local UM 
Chairs of Urology 
(Dr. Ganesh 
Palapattu and Dr. 
David Bloom), 
in their own way 
summoned a 
urological army of 
angels to support 
my mom and our 
family.”
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Demetrius H. Bagley, Jr., 1945–2022: AUA Diplomat 
and the Father of Contemporary Flexible Ureteroscopy
Michael Grasso III, MD
New York Medical College 
Phelps Memorial, Northwell Health 
Sleepy Hollow, New York

It is with a heavy heart that I 
share with you the passing of our 
friend and colleague on January 17, 
2022. For those who did not know 
Demetrius (fig. 1), he was truly 
rare in all ways. He exemplified 
the complete academician: tena-
cious and meticulous researcher, 
innovator, mentor, advocate and 
exceptional teacher. Those of us 
who were his residents and fellows 
recall his keen wit, often curt, di-
rect assessment of our technique in 
the operating theater, as well as his 
genuine concerns for our academic 
and personal lives. A giant in the 
development and application of 
upper urinary tract endoscopy, he 
was soft spoken and humble out-
side of medicine. An omnipotent 
educator, he tirelessly advanced 
ureteroscopy to the current state-
of-the-art, expanding the skills of 
urologists worldwide through innu-
merable workshops, lectures and 
visiting mentorships (fig 2.).

A few weeks before his passing, I 
asked Demetrius what inspired his 
interest in upper urinary tract en-
doscopy. Without hesitation he re-
called the sentinel case performed 
by his colleague, Ed Lyon, at the 
University of Chicago where the 
first distal ureteral tumor was treat-
ed ureteroscopically.1 It was this 
collaboration with Ed Lyon and 
Jeff Huffman that lay the founda-
tion for his future academic life.

When he arrived in Philadelphia 
in 1983 I was a medical student in 
the adjacent basic science labora-
tory in the department of urolo-
gy at Thomas Jefferson School of 
Medicine. As was his nature, he 
promptly recruited and inspired 
me to follow in his footsteps. Over 
the next 39 years our relationship 
evolved from student to resident, 
to colleague and collaborator, and 
finally to lifelong friends. Teaching 
colleagues was integral to his aca-
demic mission. In January 1989 he 
led a team from Jefferson to Asyût, 

Egypt (fig. 3), where over 3 weeks 
we completed over 90 procedures 
with Mohammed Shalaby and 
Magdy El-Akkad, which included 
the first laser lithotripsy cases per-
formed with the French pulsed dye 
laser. In December 2021 I returned 
to Egypt as an AUA diplomat and 
through the magic of Facetime, 
Demetrius was able to rekindle 
those friendships with local faculty.

Demetrius’ extended family was 
all of us. Visiting faculty from far 
and wide routinely were hosted 
by the Bagleys over the years. On 
any given summer day you could 
find my spouse and children on the 
Bagley’s shore porch with Deme-
trius and Jackie, and Ilana and 
Robert Weiss. He cherished his 
relationships with his alma mater, 
Yale, and with Jefferson faculties. 
Each fall Demetrius hosted an an-
nual ritual, a weekend of academic 
exploration and camaraderie for 
faculty, nurses and administrative 
staff, as well as alumni and col-
leagues, at the seashore in Avalon, 
New Jersey. 

Of his 60 or so residents and fel-
lows, Jeff Huffman and I represent 
the early years. I tracked Jeff down 
in Bakersfield, California, where 
he now practices. We both clear-
ly recalled Demetrius’ meticulous 
attention to detail and his impec-
cable grammar and syntax, both 
having spent many nights refining 
manuscripts to ultimately meet his 
standard. This is underscored by 
his over 400 original papers and 
textbook chapters. Interestingly, 
he also was accomplished in vet-
erinary medicine, publishing in 
their journals and commonly per-
forming ureteroscopy on a variety 
of animals. I can recall when he 
performed ureteroscopy, for gross 
painless hematuria, on a lion at the 
Philadelphia Zoo, the case ending 
promptly when the animal awoke 
during the procedure and wrapped 
its paw around him.

Demetrius chaired the AUA 
Ureteroscopy course from 1990 

GIANTS IN UROLOGY

Figure 1. Jackie and Demetrius Bagley at the San Francisco AUA (2010).

Figure 3. Demetrius Bagley with Amy Goodman and Michael Grasso in Asyût, Egypt (1989).

Figure 2. Demetrius Bagley at the Kyoto World Congress with Richard Babayan (1989).

Arrow-right Continued on page 74
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to 2006, and thereafter as chair 
of this and many other programs 
I had the honor of hosting my 
mentor as faculty. He last partic-
ipated in the fall of 2021, virtu-
ally; truth be told, he struggled 
with his home computer; my 
fellow was essential in assisting 
him remotely. As instruments im-
proved and techniques evolved, 
these and many other courses 
both nationally and throughout 
the globe (fig. 4) fulfilled 2 of his 
missions: raise skills and develop 

a collaborative spirit—the essence 
of an AUA diplomat.

On a more somber note, 10 years 
ago he called me after palpating an 
enlarged axillary node. This led to 
chemotherapy and a bone marrow 
transplant. He survived this and 
returned to teaching. Five years 
later a new primary led to radical 
surgery, radiation, chemotherapy 
and much healing. He survived this 
second test and hosted the annual 
Avalon meeting for the next 2 years 
(fig. 5). Two years ago I examined 

him; it was something new, aggres-
sive and rare, as rare as he was, 
with no proven treatment. He was 
convinced the cumulative ionizing 
radiation exposure in the operating 
theater over the years was the cul-
prit and encouraged us all to take 
heed. In truth, only those of the 
strongest stock could have survived 
these personal tests for this long. 
Throughout these difficult times, a 
day did not go by where he did not 
call to inspire a past resident, fellow 
or colleague. His son Jacques facil-

itated a phone call from Demetrius 
the night before he passed. As al-
ways, he gave me direct instruc-
tions, asking me as his friend to 
complete a few tasks—basically to 
keep teaching and carry the baton. 
We will surely do that and more. 

Many thanks to Scott Hubosky, Jeff 
Huffman and Robert Weiss who helped 
in my research for this tribute. STOP

1. Lyon ES: The birth of modern ureteroscopy: the 
Albona Jaybis story. J Endourol 2004; 18: 525.

Figure 4. Demetrius Bagley with residents at St. Vincent’s Hospital, Melbourne, Australia (1995).

Figure 5. Michael Erhard, Demetrius Bagley and Michael Grasso at the Annual Avalon Urology 
Symposium (2018).

Farming: A Lesson in Optimism
Casey A. Dauw, MD
University of Michigan Medicine, Ann Arbor

My wife Colleen and I along 
with our 3 small children moved 
to Dexter, Michigan in the sum-
mer of 2016, fresh from an en-
dourology fellowship, to begin a 
career at the University of Michi-
gan.  We found a 20-acre parcel of 
land and built a house. What start-
ed with a handful of chickens and 
a few sheep has transformed into 
what we now call Dancer Creek 
Farm. Our family has grown with 
our farm.  We now have 5 (soon 
to be 6) children, each of whom is 
tasked with various responsibili-
ties around the farm.

Our overarching goal is simple: 
to tend to people and this place. 
The number 1 priority on our farm 
is to grow healthy food and fami-
lies. It is our belief that healthy 
food begins with a respect for cre-
ation and its intended design.  By 
using pasture-based systems, we 
raise animals that live an excellent 
life and then generously serve to 
nourish others.

Our current complement of an-
imals includes dozens of laying 
hens, a flock of Icelandic sheep, a 
herd of goats, 2 pigs, and season-
al residents such as meat chickens 
and turkeys. In the spring, as sheep, 
goats and pigs have offspring, the 
population of our farm more than 

Figure 1. Dauw family on the farm.

Arrow-right Continued on page 75

DEMETRIUS H. BAGLEY, JR., 1945–2022
Arrow-right Continued from page 73
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triples in size, much to the delight 
of our family and neighbors. 

Without a significant back-
ground in agriculture, it would 
be an understatement to say that 
my wife and I have had our share 
of farming setbacks.  Raising ani-
mals is hard and time-consuming, 
to say the least.  Animals are con-
stantly at risk for injury, disease, 
threats from predators and other 
dangers.  The loss of an animal 
can be a crushing blow, especial-

ly when you have done seeming-
ly everything possible to mitigate 
these hazards.  

Yet with each setback there has 
been an opportunity. We have 
learned countless ways to better 
manage our animals, including 
micronutrient supplementation to 
limit illness, intensive rotational 
grazing strategies to limit parasite 
burden, and introduction of new 
genetic lines to promote diversity 
and disease resistance. Though set-

backs seem to occur with less fre-
quency, they are far from entirely 
absent. 

There are many parallels be-

tween my life as a farmer and my 
life as a surgeon.  As a surgeon, 
I care for patients who are under 
constant threat, be it from a rap-
idly progressing cancer, debility, 
malnutrition, lack of social sup-
port, grave injury or congenital 
abnormality.  Despite my best at-
tempts to mitigate such threats, in 
some cases patients do poorly.  I 
arm myself with new techniques, 
research new therapies and ask 
colleagues for help, all in hopes 
that this will yield better results for 
patients under my care.

Will Rogers famously said, “The 
farmer has to be an optimist, or he 
wouldn’t still be a farmer.”  I would 
suggest that this is true of surgeons, 
as well. For if we are unable to have 
hopefulness and confidence in an 
outcome for our patients, despite 
challenges and threats, we wouldn’t 
still be surgeons. STOP

Dancercreekfarm.com 
@DancerCreek

“ We have learned 
countless ways to 
better manage our 
animals, including 
micronutrient 
supplementation 
to limit illness, 
intensive 
rotational grazing 
strategies to limit 
parasite burden, 
and introduction 
of new genetic 
lines to promote 
diversity 
and disease 
resistance.”

FARMING: A LESSON IN OPTIMISM
Arrow-right Continued from page 74

Figure 2. Icelandic lambs enjoying summer pasture.

Figure 3. Mother hen and her chicks.

Figure 4. Pig pile!
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Have You Read?
Craig Niederberger, MD, FACS
College of Medicine and College of Engineering, 
University of Illinois at Chicago

Malić Vončina S, Stenqvist A, 
Bungum M et al: Sperm DNA 
fragmentation index and cu-
mulative live birth rate in a 
cohort of 2,713 couples under-
going assisted reproduction 
treatment. Fertil Steril 2021; 
116: 1483-1490. 

Special thanks to Drs. Kareim Khalafalla 
and Samuel Ohlander at the University of 
Illinois at Chicago.

Controversy remains on the re-
lationship between sperm DNA 
fragmentation index (DFI) and 
assisted reproductive technique 
(ART) success. These authors 
sought to investigate the single, 
first cycle cumulative live birth 
rates between in vitro fertilization 
(IVF) and intracytoplasmic sperm 
injection (ICSI) in cohorts of low 
or high DFI. The unique approach 
of using cumulative live birth rates 
allowed the evaluation of the 
number of live births that resulted 
from a single fertilization and cul-
ture cycle that included both fresh 
and frozen embryo transfers. The 
authors asserted that cumulative 
live birth rate offers a more clin-
ically relevant outcome for ART 
decision making.

A total of 2,713 couples who 
underwent 5,422 ART cycles be-
tween 2007 and 2017 were includ-
ed. Couples were divided based on 
the ART method of their first cycle, 

IVF or ICSI. Based on previously 
published data, the authors used 
a threshold of 20% DFI measured 
by sperm chromatin structure as-
say to separate normal and abnor-
mal. The cumulative live birth rate 
was significantly higher in the IVF 
group with normal DFI compared 
to high DFI, while in the ICSI 
group, no statistical significance 
was noted between the DFI sub-
groups. Moreover, high DFI had a 
significant negative effect on fertil-
ization rate in the IVF group, while 
no association was reported with 
the ICSI group.

The authors noted the impor-
tance of DFI levels in IVF success 
and concluded that DFI analysis 
could be routinely considered in 
deciding the best ART method that 
a couple will undergo to improve 
the overall treatment outcome. 
This is a large study, and I’m not 
completely sold yet on the idea, 
but another confirmatory study or 
2 would go a long way toward sell-
ing it to me.

Chappidi MR, Yang H, Meng 
MV et al: Utility of blue light 
cystoscopy for post-bacillus 
Calmette-Guérin bladder 
cancer recurrence detection: 
implications for clinical trial 
recruitment and study com-
parisons. J Urol 2022; 207: 
534-540. 

Special thanks to Drs. Susan Talamini 
and Daniel Moreira at the University of 
Illinois at Chicago.

Previous studies have demon-
strated the utility of blue light cys-
toscopy in detection of primary 
bladder tumors and tumor recur-
rence as compared to white light 
cystoscopy alone.1 Less well known 
is the utility of blue light cystosco-
py in the surveillance for nonmus-
cle-invasive bladder cancer in those 
undergoing bacillus Calmette-
Guérin (BCG) therapy. The authors 
sought to determine if blue light 
improved recurrence detection 
rates in patients with nonmuscle-in-
vasive bladder cancer through the 
first year of BCG therapy.

Using the prospective Cysview® 
Registry, which encompasses pa-
tients undergoing surveillance cys-

toscopy using both white and blue 
light cystoscopy at 13 academic 
centers and in 1 community set-
ting, they identified 282 patients 
who received BCG within a year. 
Recurrence was 45% overall. Of 
these, 87.4% were detected with 
white light. Without blue light cys-
toscopy, 12.6% of the total recur-
rences would not have been de-
tected. The authors observed that 
of all patients who had a reported 
negative white light cystoscopy, 
indicating what was considered as 
a complete response to BCG, 9.4% 
had a recurrence detected on blue 
light, and this rate corresponded 
with rates found in similar studies. 
The false-positive biopsy rate with 
blue light was 5.3%.

While recommendations regard-
ing use of blue light in patients un-
dergoing BCG therapy currently 
rely on expert opinion, there are 
no formal guidelines. This study 
adds to the growing evidence val-
idating the utility of blue light in 
these patients. Providers should 
consider using blue light cystos-
copy in the first year of post-BCG 
cystoscopies after discussing the 
risk of false-positives.

Smith MR, Hussain M, Saad F 
et al; ARASENS Trial Inves-
tigators: Darolutamide and 

survival in metastatic, hor-
mone-sensitive prostate can-
cer. N Engl J Med 2022; https://
doi.10.1056/NEJMoa2119115. 

Special thanks to Drs. Hari Vigneswaran 
and Daniel Moreira at the University of 
Illinois at Chicago.

Survival for metastatic prostate 
cancer improves dramatically 
with androgen deprivation. Over-
whelming high-level evidence 
now suggests that additional ther-
apy with chemotherapy such as 
docetaxel or an androgen-recep-
tor pathway inhibitor such as abi-
raterone, enzalutamide, or apalut-
amide improves survival. This begs 
the question, is more better? Thus 
far, phase 3 trials of combination 
therapy with androgen-receptor 
pathway inhibitor, androgen depri-
vation therapy, and docetaxel have 
shown conflicting results.

In the international, random-
ized, double-blind, placebo-con-
trolled clinical ARASENS trial, a 
total of 1,306 men with metastatic 
hormone-sensitive prostate cancer 
were randomized in a 1:1 ratio to 
receive androgen deprivation plus 
docetaxel and darolutamide or an-
drogen deprivation plus docetaxel 
and placebo. The primary endpoint 
was overall survival. The median 
followup was 44 months for the 
darolutamide group and 42 months 
for placebo. All subjects had overall 
good functional status with ECOG 
(Eastern Cooperative Oncology 
Group) scores 0 to 1. The median 
age was 67 years. The overall surviv-
al at 4 years was 63% in the darolut-
amide group compared to 50% in 
the placebo group, with a 33% low-
er risk of death in the darolutamide 
arm. There were no differences in 
high-grade adverse effects.

To summarize, among men 
with metastatic, hormone-sensitive 
prostate cancer, overall survival 
was significantly improved with the 
combination of androgen depriva-
tion, docetaxel, and darolutamide. 
This study showed that, yes, more 
is better, and combination therapy 
was beneficial in this setting. STOP

1. Daneshmand S, Bazargani ST, Bivalacqua TJ 
et al: Blue light cystoscopy for the diagnosis of 
bladder cancer: results from the US prospective 
multicenter registry. Urol Oncol 2018; 36: 361.

“ The authors 
observed that of 
all patients who 
had a reported 
negative white 
light cystoscopy, 
indicating what 
was considered 
as a complete 
response to 
BCG, 9.4% had 
a recurrence 
detected on blue 
light, and this 
rate corresponded 
with rates found in 
similar studies.”

“ The unique 
approach of using 
cumulative live 
birth rates allowed 
the evaluation 
of the number of 
live births that 
resulted from a 
single fertilization 
and culture cycle 
that included both 
fresh and frozen 
embryo transfers.”



77AUANEWS   MAY 2022

Science & Quality Update
David Penson, MD, MPH, MMHC
Science & Quality Council Chair  
Vanderbilt University Medical Center, Nashville, 
Tennessee

AUA staff and physician leader-
ship work diligently to produce ma-
terial of the highest quality on vari-
ous topics of importance to the field 
of urology. Our primary goal is al-
ways to produce materials that help 
urologists in their daily practice.  In 
an effort to ensure that AUA docu-
ments continue to be of value to our 
members in this way, AUA staff and 
associated Science & Quality (S&Q) 
Council leadership initiated an ex-
tensive review of the current AUA 
document taxonomy system. 

Taxonomy Review
The AUA Taxonomy Review, 

which focused on usefulness, rele-
vance and significance to the field 
of urology, identified 7 types of 
documents of varying focus and 
content overlap. Upon reflection, it 
was clear that there was a need for 
simplification and consolidation of 
the current system to enable mem-
bers to more easily find relevant 
clinical guidance that they could 
use every day. After further consid-
eration of membership needs, the 
following 4 categories were pro-
posed and approved by the AUA 
Board of Directors to encompass 
all future AUA documents: 

1. Clinical Practice Guidelines 
(CPGs): Evidence-based guidance 
based on systematic review of avail-
able scientific evidence supplement-
ed by clinical consensus when gaps 
in the evidence exist.

2. Clinical Consensus State-
ments (CCSs): Statements of clini-
cal interest based on expert opinion 
that may be supported by literature 
when available.

3. Quality Improvement Is-
sue Briefs (QIIBs): Qualitative as-
sessments based on expert opinion 
and supported by literature when 
available on topics specific to qual-
ity or patient safety in urology.

4. AUA Position/Policy State-
ments (PPSs): Presentations of 

AUA positions, philosophy and/or 
policies on topics of interest in the 
urology specialty.

This simplified taxonomy main-
tains elements of the previous sys-
tem (ie CPGs, PPSs) while con-
solidating a number of previous 
documents (ie Best Practice State-
ments, White Papers, Technology 
Assessments, Standard Operating 
Procedures, Consensus Statements) 
as either CCSs or QIIBs, depend-
ing on content and focus. 

Taxonomy 
Implementation

As AUA begins the transition to 
this new taxonomy system, all ex-
isting documents will be reviewed 
and either reclassified under the 
new 4-class taxonomy or retired 
should they not meet newly estab-
lished guidance criteria.

Updated procedures for the 
development of these documents 
will be implemented and pro-
moted to the membership in the 
coming months. CPGs and PPSs 
are well-established, high-value 
products for AUA members; as 
such, their development process-
es will remain largely unchanged. 
New procedures will be drafted to 
guide creation of CCSs and QIIBs 
in line with the highest standards 
of development for these types of 
 documents. 

AUA staff and physician lead-
ership is confident that this new 
streamlined taxonomy will provide 
members with a more simplified 
means of accessing pertinent in-
formation while also showcasing 
the importance and unique ben-
efits of each document type. As 
always, the AUA welcomes topic 
nominations for consideration for 
future document development and 
encourages members to visit www.
auanet.org/guidelines for updates 
on opportunities to further engage 
in S&Q activities. 

Closing Reflections
For the past 4 years, I have had 

the honor and privilege to serve as 
the Chair of the S&Q Council. In 
this role I’ve worked with my fel-
low S&Q Committee members to 
provide strategic oversight to shape 
and execute the science, quality 
and data components of the AUA’s 
mission to promote the highest 
standards of urological clinical 
care. I am proud of the work we 
accomplished as a team, including 
AUA staff and S&Q component 
committees. 

During my tenure, we released 
17 new Guidelines and maintained 
the Guidelines program as one of 
the top member benefits, provid-
ing evidence-based recommen-
dations on a broad spectrum of 
topics important to urologists. We 
made impactful updates to con-
flict of interest policies, increased 
the diversity of our panels and 
implemented updated systematic 
review procedures in keeping with 
the highest standards of Guideline 
development to ensure Guidelines 
remain the high-quality products 
our members have come to trust. 
We revitalized the Quality & Mea-
surement Program, most notably 
including the launch of E-QIPS 
(Engage with Quality Improve-
ment and Patient Safety), a forum 
for the dissemination of commu-
nity-sourced content to cultivate 
quality improvement and patient 
safety projects. Further, we devel-

oped a long-term framework to 
guide future measure development 
and maintenance, and formed the 
MEP (Measure Evaluation Panel) 
to provide ongoing guidance in 
these efforts. On the data front, 
we continued to grow the AQUA 
(AUA Quality) Registry, which 
now covers more than 7 million 
patients, and maintained status as 
a QCDR (Qualified Clinical Data 
Registry). The Census also realized 
significant growth since its 2014 
launch and now serves as a valu-
able tool for clinicians, policymak-
ers and patients in the collection of 
meaningful data to bridge knowl-
edge gaps in urology.

As my tenure as Chair of the 
S&Q Council comes to a close, I 
wish my colleague, Dr. Matthew 
Nielsen, the best as he steps into 
the role, and I look forward to 
the continued growth and suc-
cess of the program under his 
leadership. STOP

FROM THE SCIENCE & QUALITY COUNCIL

“ Upon reflection, 
it was clear that 
there was a need 
for simplification 
and consolidation 
of the current 
system to enable 
members to more 
easily find relevant 
clinical guidance 
that they could use 
every day.”

“ Updated 
procedures for 
the development 
of these 
documents will 
be implemented 
and promoted to 
the membership 
in the coming 
months. CPGs and 
PPSs are well-
established, high-
value products for 
AUA members; 
as such, their 
development 
processes will 
remain largely 
unchanged.”



PRE-MEETING PROGRAMS HAPPENING THURSDAY:
The Economics of Healthcare:  
Understanding Physician Compensation

Thursday, May 12  |  8:30 a.m.-5 p.m. 

*Additional fee required 

The Evolving Landscape of Advanced  
Prostate Cancer Treatment: A Guidelines  
and Case-based Discussion 

Presented by the AUA in partnership with the Society of Urologic Oncology (SUO) 

Thursday, May 12  |  8:30 a.m.-4 p.m.

FREE, but pre-registration is required.

AUA2022 Programming for
RESIDENTS &  

YOUNG UROLOGISTS

Residents Bowl

Come cheer on your Section in the ultimate battle of the 
brains! 
Friday, May 13–Sunday, May 15 

Sponsored by: 

MEDICAL

Editorial Workshop: Getting Published  
& Beyond

Join the AUA’s AUA Editors-in-Chief of The Journal of 
Urology®, Urology Practice®, JU Open Plus, and AUANews 
for an editorial workshop.
Friday, May 13 | 1-3 p.m.

Young Urologists Forum & Lunch: Getting  
Social: Perspectives and Lessons from  
Urology’s Influencers 

This year’s popular YU Forum tackles the hot topic of 
social media with some of urology’s top influencers. 
Followed by a lunch presentation by Fujifilm. 
Saturday, May 14  |  10 a.m.-12 p.m.  |   Space is limited, so registration is 
required. 

Sponsored by:  

The Great Debate 

Witness influential and skilled rhetoric in action, and 
cheer on your Section in this Resident debate. 
Saturday, May 14  |  2-4 p.m. 

Residents Forum & Breakfast:  
The Resident’s Toolbox

A must-attend for urology residents and fellows, this 
year’s topics include grant writing, burnout, social media 
do’s and don’ts, and so much more!   
Sunday, May 15  |  7-11:30 a.m.  |  Space is limited, so registration is required. 

Sponsored by: 

Speed Mentoring 

Heard of speed dating? Try speed mentoring! Residents 
and fellows are invited to meet with an esteemed group 
of young urologists for five, 10-minute connections. 
Sunday, May 15  |  2:30-3:30 p.m.  | Limited to 25 participants, registration 
required.

Residents Skills Challenge 

Stop by the Intuitive booth (#207) in the Science and 
Technology Hall to participate in the SimNow Games skills 
challenge featuring simulated robotic skills exercises. 
Complete the challenge to be entered into a Residents/
Fellows-only raffle to win a pair of Bose Noise-Cancelling 
Headphones – AND, the Section with the most partici-
pants will earn an extra ten points in the championship 
round of the Residents Bowl for their team!

Visit 
AUAnet.org/Residents22
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Did you know that in 
the late 1800s, injecting 
extracts of testicles from 

animals seemed to improve 
mental and physical 
capabilities in men?

Learn more about the 
evolution of sexual 
medicine at History  

Booth #637 in the Science 
and Technology Hall  

at AUA2022.

Supported by

of Sexual Health
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The SOLTIVE™ SuperPulsed Laser System, powered by a novel energy source, is capable of dusting stones in half the time and fragmenting stones relentlessly 
with virtually no retropulsion. For effective dusting and fragmentation, the tip of the laser fiber should be directly in contact with the stone. Continuous irrigation 
should be used to wash away stone fragments and to provide cooling of the treatment site. The use of higher power settings should be avoided, especially when 
the fiber tip is in close proximity to the ureteral wall, as perforation of the ureter may result. As with non-laser surgery, the possibility of complications and adverse 
events, such as chills, fever, edema, hemorrhage, inflammation, tissue necrosis, or infection may occur following treatment. In extreme cases, death may occur 
due to procedural complications, concurrent illness, or laser application. As with any conventional surgery, acute pain may occur immediately following laser 
therapy and may persist for as long as 48 hours. For further information please refer to the SOLTIVE™ Laser System IFU - PN0015551_AE.

This changes everything. 
An elegant new technology that enables physicians to deliver quicker and more more efficient stone 
removal, when compared to the Ho:YAG laser, which may translate to shorter procedural times and 
less patient discomfort.1 

This improved laser technology is designed to allow you to more effectively treat patients requiring 
lithotripsy, soft tissue or BPH treatment.2

The SOLTIVE™  
SuperPulsed Laser System
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