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Westhofen T, Buchner A, Kasiv-
isvanathan V, et al. The added 
value of baseline health-related 
quality of life in predicting sur-
vival in high-risk prostate cancer 
patients following radical prosta-
tectomy. J Urol. 2022;208(5):1056-
1064.

Study Need and 
Importance

The prognostic value of preop-
erative health-related quality of life 
(HRQOL) in predicting survival 
outcomes following radical prosta-
tectomy remains unclear. 

What We Found
We analyzed a contemporary co-

hort of 1,029 patients with high-risk 
or highest-risk localized prostate 
cancer and prospectively assessed 
preoperative baseline HRQOL. 

Patients were stratified by global 
health status (GHS) domain of the 
QLQ-C30 questionnaire. Baseline 
GHS was confirmed as an inde-
pendent predictor for increased 
biochemical recurrence-free sur-
vival (BRFS; HR 0.97 per 1-point 
increase of baseline GHS, 95%CI 
0.96-0.99; P < .01) and metasta-
sis-free survival (MFS; HR 0.96, 
95%CI 0.93-0.99; P = .01) in multi-
variate analysis. Discrimination 
in predicting BRFS and MFS, as-
sessed by Harrell’s discrimination 

JU INSIGHT

Figure. Decision curve analysis testing the clinical net benefit of adding global health status (GHS) 
to our multivariable model in comparison with the multivariable model without lobal health status, 
 Cancer of the Prostate Risk Assessment (CAPRA), and National Comprehensive Cancer Network 
(NCCN) risk classification systems in predicting the risk of biochemical recurrence at 43 months.

“ We analyzed a 
contemporary 
cohort of 1,029 
patients with high-
risk or highest-
risk localized 
prostate cancer 
and prospectively 
assessed 
preoperative 
baseline HRQOL.”
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C-index, was improved when add-
ing baseline HRQOL to our mul-
tivariate model, as well as when 
adding to established Cancer 
of the Prostate Risk Assessment 
(CAPRA) and National Compre-
hensive Cancer Network (NCCN) 
models. The clinical net benefit 
associated with adding GHS to 

our multivariable model was con-
firmed by decision curve analysis 
(see Figure).

Limitations
The limitations are mainly due 

to the retrospective nature of the 
study. Therefore, the study might 

not be adjusted for some known 
and other unknown confounders. 
Furthermore, the study lacks over-
all survival data.

Interpretation for Patient 
Care

In the current study, we found 

baseline HRQOL to independent-
ly predict BRFS and MFS for pa-
tients, who underwent radical pros-
tatectomy for high-risk localized 
prostate cancer. We found the ad-
dition of baseline HRQOL scores 
to improve stratification by estab-
lished multivariable risk models, 
namely CAPRA and NCCN. STOP

THE ADDED VALUE OF BASELINE HEALTH-RELATED
Arrow-right Continued from page 2

Urological Education in United States Medical Schools: 
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Kreshover JE, Vanni AJ, Stern-
berg KM, Bhojani N, Kobashi 
KC. Urological education in Unit-
ed States medical schools: where 
are we now and how can we do 
better?. Urol Pract. 2022;9(6):581-
586.

Study Need and 
Importance

It is well documented that uro-
logical education in United States 
medical schools is decreasing over 
time despite the growing burden of 
urological conditions in an aging 
population. With this, there will be 
inevitable gaps in urological edu-
cation for the commonest urologi-
cal conditions. Additionally, more 
care will fall to non-urologists, in-
creasing the need for this knowl-
edge. We sought to determine if, 

where, and how the content for 
common urological conditions is 
being taught. 

What We Found
We conducted a survey of medi-

cal students to elucidate the current 
status of urological education. Of 
879 invitations sent, 173 respond-
ed (20%) representing 92 (54%) of 
the 171 Association of American 
Medical Colleges accredited med-
ical schools. Only 4 students (2%) 
reported that their school had a 
required clinical urology rotation. 
Kidney stones (98%) and urinary 
tract infections (100%) were the 

most frequent topics taught. Stu-
dents reported the lowest expo-
sure to infertility (20%), urological 
emergencies (19%), bladder drain-
age (17%), and erectile dysfunction 
(13%; see Figure). Videos and case 
vignettes were the preferred learn-
ing modalities and the majority 
(84%) of respondents were famil-
iar with the AUA’s medical student 
curriculum material.

Limitations
Our study population was pri-

marily comprised of students with 
an interest in urology. This creates 
2 potential limitations. The first is 

that it may not represent true cur-
ricula as medical educators were 
not surveyed. The second is that 
this cohort presumably had more 
exposure to urology than the “typ-
ical” medical student. This could 
conflate the amount of exposure, 
which arguably strengthens the 
conclusions of our study.

Interpretations for  
Patient Care

With the aforementioned 
changing medical landscape, this 
study demonstrates the need for 
urologists and the AUA to contin-
ue to advocate for urological ed-
ucation in medical schools. This 
is particularly true for urological 
emergencies, bladder drainage, 
and erectile dysfunction—topics 
that will commonly be encoun-
tered regardless of chosen medical 
discipline. STOP

UPJ INSIGHT

Figure. Exposure based on topic.
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“ We conducted 
a survey of 
medical students 
to elucidate the 
current status 
of urological 
education.”
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Alcohol Intoxication Is Associated With Bladder Injury 
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Jason L. Lui, BS
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Nathan M. Shaw, MD
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Lui JL, Hakam N, Shaw NM, 
Cuschieri J, Abbasi B, Brey-
er BN. Alcohol intoxication 
is associated with bladder in-
jury and bladder surgical re-

pair in patients sustaining mo-
tor vehicle collisions. J Urol. 
2022;208(5):1090-1097.

Study Need and 
Importance

Alcohol intoxication is a known 
risk factor for motor vehicle colli-
sions (MVCs). With the combina-
tion of diuresis and risk of pelvic 
trauma, the risk of bladder dome 
injury is thought to be elevated in 
this population. We hypothesize 
ethanol intoxication increases the 
risk of bladder injury and surgical 
repair, especially at higher blood 
alcohol content levels.

What We Found
We identified 594,484 patients 

with MVCs in the National Trau-
ma Data Bank®, 97,831 (16.5%) of 
whom had a positive alcohol screen. 
Patients intoxicated with alcohol 
were more likely to have a blad-
der injury (1% vs 0.4%, P < .001)  
and receive bladder surgical re-
pair (0.7% vs 0.15%, P < .001) 
compared to nonintoxicated pa-
tients. This risk increased with 
rising blood alcohol concentration 
(see Figure). Remarkably, alcohol 
intoxication above the legal limit 
(blood alcohol content ≥ 0.08) was 
more predictive of bladder sur-
gical repair than pelvic fracture. 
Additionally, seat belt use in com-
bination with alcohol intoxication 
further increased the risk of blad-
der repair.

Limitations
As alcohol screening was not 

done in a systematic manner in 
the study population, there were 

239,739 patients with no data for 
alcohol screening. The choice was 
made to incorporate these patients 
(who had all other variables intact) 
in the unexposed groups rather 
than exclude them from analy-
sis. Any bias would diminish the 
study effect and trend toward the 
null hypothesis (alcohol is not re-
lated to bladder injury or repair), 
therefore this risk was felt to be 
minimal.

Interpretation for Patient 
Care

Alcohol increases the risk of op-
erative bladder injuries for patients 
injured in MVCs. Intoxication, 
particularly above the legal limit, 
is more predictive of bladder in-
jury requiring surgical repair than 
pelvic fracture. Trauma providers 
should have a high index of sus-
picion for intraperitoneal bladder 
injuries in alcohol intoxicated pa-
tients, particularly those with seat 
belt restraints. STOP

JU INSIGHT

Figure. Odds ratio comparison across blood alcohol concentration categories for outcomes of blad-
der injury and bladder repair.ERRATUM

Specialized Pro-Resolution Mediators Promote Recovery  
of Bladder Function from Cystitis

AUANewsExtra, September 2002, Vol. 1, Issue 1, Page 17.

Figure 1 has been revised to correct a production error in the layout  
of the image. The figure has been corrected in the online and  

PDF versions of the article.

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

Schultz RE. Smartphone app 
for in-home uroflowmetry. Urol 
Pract. 2022;9(6):523-530.

Study Need and 
Importance

Standard office uroflowmetry 
creates several clinical and prac-
tical headaches for the practicing 
urologist. The patients may not 
be well prepared and/or may feel 
stressed and unable to provide re-
liable results. The equipment for 
uroflowmetry adds cost and takes 
up staff time to execute. Repeat 
testing means more visits to the 
office. A new smartphone uroflow-
metry app processes the sound of 
urine flow entering a water-filled 
standard toilet. A proprietary algo-
rithm creates uroflowmetry results 
that can be digitally sent directly 
to the electronic medical record.  
This app could be an attractive 
alternative to standard in-office 
testing.

What We Found
To test a wide range of possi-

ble uroflow results, we recruited 
young men with no voiding com-
plaints and a cohort of mostly 
older men with obstructive or ir-
ritative voiding symptoms.  Each 
participant had a smartphone 
and was provided with the Men-
Health® Smartphone uroflowme-
try app and instructions on its use. 
We compared the results of stan-
dard uroflowmetry in the office to 
those using the smartphone app 
(see Figure). Using Bland-Altman 
analysis and a Passing-Bablok non-
parametric regression analysis, we 
conclude that the smartphone app 
is equivalent to the standard office 
uroflowmeter.

Limitations
The biggest limitation of this 

smartphone app is that it requires a 
water-filled commode to permit an 
acoustical recording (urinals won’t 
work). Also, this study did not ex-
amine results in women.

Interpretations for  
Patient Care

We think this novel smartphone 
app should make uroflowmetry 
testing much easier, less expensive, 

and more efficient.  If needed, pa-
tients can easily repeat the flow test.  
Use of an at-home smartphone app 
frees up time and staff in the office 
for other purposes. The data are 
collected digitally and integrated 
into the medical record. STOP

UPJ INSIGHT

Figure. Maximum flow measurement: MenHealth Uroflowmetry app MAU versus standard in-office 
uroflowmeter (IOU).

Prostate-specific Antigen and Biopsy Contamination  
in the Göteborg-1 Randomized, Population-based,  
Prostate Cancer Screening Trial
K. Stinesen Kollberg, PhD
Institute of Clinical Science, Sahlgrenska Academy, 
University of Gothenburg, Sweden 
Institute of Social Sciences, University of Gothenburg, 
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A. Josefsson, MD, PhD
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Stinesen Kollberg K, Holmberg 
E, Josefsson A, Hugosson J, Arn-
srud Godtman R. Prostate-specific 
antigen and biopsy contamina-
tion in the Göteborg-1 random-
ized, population-based, prostate 

cancer screening trial. J Urol. 
2022;208(5):1018-1027.

Study Need and 
Importance

The Göteborg randomized, pop-
ulation-based prostate cancer (PC) 
screening trial is one of few stud-
ies that has demonstrated that or-
ganized prostate-specific antigen 
(PSA) screening significantly re-
duces PC mortality. Even when a 
screening study has demonstrated 

a mortality reduction, the degree 
of pre-testing and contamination is 
of importance as it can dilute the 
“true” effect of screening. In light 
of the problem with overdiagnosis 
and overtreatment, summarized 
evidence suggests that the bene-
fits of organized PSA screening do 
not clearly outweigh the harm on 
a population. This article describes 
the level of pre-testing and con-
tamination in the Göteborg-1 PC 

JU INSIGHT

Arrow-right Continued on page 6
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screening trial. A total of 20,000 
men, 50-64 years old, were invited 
in 1994 and randomized to either 
a screening group (SG; offered 
PSA testing every 2 years) or to a 
control group (CG). Follow-up was 
through December 31, 2014. 

What We Found
There was an extensive degree 

of contamination with similar pro-
portions of men being PSA-tested 
in both groups (see Figure). During 
follow-up, 72% in the CG took at 

least 1 PSA test (contamination) 
compared to 87% of men in the SG. 
Of all PSAs, 24% in the SG and 
39% in the CG were above PSA 
threshold (≥3 ng/ml). In the SG, 
93% of the men underwent pros-
tate biopsy within 12 months from 

a raised screening PSA whereas a 
mere 28% moved on to biopsy in 
the CG. 

Limitations
We were unable to distinguish 

PSA screening in the asymptom-
atic setting from tests taken as part 
of diagnostic workup. Since mild 
lower urinary tract symptoms are 
fairly common in this age group, 
it is likely that a proportion of the 
contamination is generated as a re-
sult of symptoms. We do not have 
information from all private labo-
ratories (1 laboratory missing) and 
PSA and pathology data were not 
available for the entire follow-up 
period for all laboratories and pa-
thology clinics. 

Interpretation for Patient 
Care

Similar proportions of men were 
PSA-tested in both the SG and CG, 
yet only a minority of contamina-
tion PSAs led to biopsy. Also, men 
in the SG started screening at a 
younger age. These could both be 
explanations for our result that or-
ganized screening is more effective 
in reducing prostate cancer mor-
tality than non-organized testing. 
When carried out properly and 
compared to an unscreened pop-
ulation, the effects of organized 
screening are likely even greater 
than previously shown in the Göte-
borg-1 PC screening trial. STOP

Figure. Cumulative incidence of men with analyzed prostate-specific antigen (PSA). Time to first PSA 
test after randomization in the screening group and control group.
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“ In light of the 
problem with 
overdiagnosis and 
overtreatment, 
summarized 
evidence suggests 
that the benefits 
of organized PSA 
screening do not 
clearly outweigh 
the harm on a 
population.”
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Sharma P, Lamb LE, Bartolone 
SN, et al. A cost, time, and demo-
graphic analysis of participant 
recruitment and urine sample 
collection through social media 
optimization. Urol Pract. 2022; 
9(6):560-566.

Study Need and 
Importance

Conducting a urine sample col-
lection through a traditional in-per-
son clinic can be expensive and 
time-consuming. Online partici-
pant recruitment has the potential 
to spread quickly and grow ex-
ponentially through social media 
sharing making it more cost- and 
time-effective. Crowdsourcing at-
home urine sample collection has 

UPJ INSIGHT
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the potential to reach more partici-
pants outside a clinic’s typical geo-
graphic area at lower cost and min-
imize contact, which is especially 
important during the COVID-19 
pandemic. 

What We Found
We collected 1,254 unique 

urine samples from all 50 U.S. 
states through the online re-
cruitment method in 3 months 
and 2 weeks (see Figure). On 
the other hand, the traditional 
in-person clinics located in New 
York and Houston combined col-
lected 305 samples in 12 months. 
Online sample collection had a 
cost of $81.45 per sample while 
the clinic per sample cost was 
$398.14. The results of this study 
showed that contactless online re-
cruitment of participants is 80% 
cheaper and 70% faster than a traditional method of recruiting participants in person at a clinic.

Limitations
One important limitation of the 

study is that the interstitial cystitis 
diagnosis for online recruited par-
ticipants is patient-reported and not 
validated in the clinic. In addition, 
only patients with access to the In-
ternet and social media would have 
access to crowdsourcing research. 

Interpretation for Patient 
Care

Online recruitment of partici-
pants provides the best opportu-
nity to rapidly and cost-effectively 
target a hard-to-reach population 
and get a national representation 
of the disease spectrum. Our study 
can be used as a guideline to estab-
lish a new methodology for urine 
sample collection, which may help 
reduce the cost of research and de-
velopment, ultimately lowering the 
therapy costs for patients. STOP

Figure. Geographical distribution of urine samples received from online recruitment. Locations of the 
2 clinical sample collection sites are also noted.

Arrow-right Continued on page 8

A COST, TIME, AND DEMOGRAPHIC ANALYSIS
Arrow-right Continued from page 6

Adoption of Single-use Clean Intermittent  
Catheterization Policies Does Not Appear to  
Affect Genitourinary Outcomes in a Large  
Spinal Cord Injury Cohort
Christopher S. Elliott, MD, PhD
Stanford University Medical Center, California 
Santa Clara Valley Medical Center, San Jose, 
California

Kai Dallas, MD
City of Hope, Duarte, California

Kazuko Shem, MD
Santa Clara Valley Medical Center, San Jose, 
California

James Crew, MD
Santa Clara Valley Medical Center, San Jose, 
California

Elliott CS, Dallas K, Shem K, 
Crew J. Adoption of single-use 
clean intermittent catheteriza-
tion policies does not appear to 
affect genitourinary outcomes 
in a large spinal cord injury 
cohort. J Urol. 2022;208(5):1065-
1074.

Study Need and 
Importance

The idea for this study was 
generated during a presentation 
given at Stanford Urology Grand 
Rounds in 2020 (Single-Use vs 
Multi-Use Catheters for Clean In-
termittent Catheterization [CIC]). 
After highlighting the existing 
randomized trials and a subse-
quent meta-analysis (all of which 
fail to show differences in urinary 
tract infection [UTI] rates, see Ta-
ble), an audience member asked 
why someone did not do a larger 
study to evaluate the 2008 Medi-
care Policy change. Over time, we 
realized that the possibility did 
exist in the Model Systems Spinal 

Cord Injury Database, if one were 
willing to examine hospitaliza-
tions for genitourinary reasons (of 
which greater than 90% are due 
to UTI in the spinal cord injury 
population). 

What We Found
When comparing hospitaliza-

tions for genitourinary reasons, both 

JU INSIGHT

Table. Overall UTI Rate (Single-use 27.7% vs Multiuse 29.3%, P = .218)
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before and after the 2008 Medicare 
Policy change permitting coverage 
for single-use CIC, we found no 
difference. This finding persisted on 
multivariate logistic regression anal-
ysis. We further found that adoption 
of CIC was not affected.

Limitations
Beyond being retrospective and 

only examining hospitalizations for 
genitourinary reasons (which are 
not always due to UTIs), our study 
is unable to evaluate how single-use 
CIC might make life easier for the 
end user, specifically eliminating 
the need to carry around used 
catheters or the need to clean them between uses. Thus, we would 

be remiss to think that our study 
alone indicates that single-use CIC 
should be discouraged.

Interpretation for Patient 
Care

What our study highlights most 
is that a seemingly good plan, ie, 
using a clean catheter for each 
CIC episode to decrease bacteri-
al introduction into the bladder, 
may not bring about its intended 
effect. In addition, the dogma that 
reusing a urinary catheter leads to 
worsened health outcomes might 
need to be reconsidered, though 
this should be carefully balanced 
with quality-of-life data if further policy changes are considered. STOP

“ When comparing 
hospitalizations 
for genitourinary 
reasons, both 
before and 
after the 2008 
Medicare Policy 
change permitting 
coverage for 
single-use CIC, 
we found no 
difference.”

ADOPTION OF SINGLE-USE CLEAN INTERMITTENT
Arrow-right Continued from page 7

“ What our study 
highlights most is 
that a seemingly 
good plan, ie, 
using a clean 
catheter for each 
CIC episode to 
decrease bacterial 
introduction into 
the bladder, may 
not bring about its 
intended effect.”

Is a “Urology Intern Boot Camp” Needed?
Kelly Stratton, MD
University of Oklahoma Health Sciences Center, 
Oklahoma City

Rodrigo Donalisio da Silva, MD
University of Colorado School of Medicine, Denver 
Denver Health Medical Center, Colorado

Craig A. Peters, MD
Children’s Health System Texas, University of Texas 
Southwestern, Dallas

Rose Khavari, MD
Houston Methodist Hospital, Texas

Khavari R, Donalisio da Sil-
va R, Peters CA, Stratton K. Is 
a “urology intern boot camp” 
needed?. Urol Pract. 2022; 9(6): 
605-613.

Study Need and 
Importance

Each year, urology residency 
programs around the country work 
hard to onboard a new group of 
interns in preparation for July 1. 
A recent shift of responsibility for 
internship from general surgery to 
urology has created a new oppor-
tunity for programs to better pre-
pare their residents. The variable 
experience of incoming interns 
along with a need to demonstrate 
clinical proficiency prior to allow-
ing them autonomy has highlighted 
an opportunity for internship “boot 

camp” experiences. Other special-
ties have seen the benefit of trainee 
boot camps. This study set out to 
explore the need for a boot camp to 
prepare interns starting their urolo-
gy residency. 

What We Found
This study found that only 30% 

of respondents (postgraduate year 
1 and postgraduate year 2 urology 
residents) participated in an intern-
ship boot camp with the majority 
administered by their general sur-
gery program. The majority of ju-
nior residents felt unprepared for 
internship with 16% feeling not 
prepared at all (see Figure). Nearly 
all residents (92%) showed an inter-

est in participating in a boot camp. 
Similar to junior residents, the ma-
jority of program directors/chairs 
felt that residents were not prepared 
for internship with 6% not at all 
prepared. Most program directors/
chairs (51%) were willing to finan-
cially support intern participation in 
a boot camp experience. 

Limitations
The primary limitation of this 

study was the response rate to the 
survey. A total of 730 surveys were 
sent, with an overall response rate 
of 20%. 

Interpretation for 
Patient Care

Urology training programs share 
the core responsibility of preparing 
residents for patient care. Prepara-
tion is one potential factor related to 
quality care and is closely associated 
with trainee readiness for autonomy 
during patient care. This study shows 
a strong desire among trainees and 
residency program directors for stan-
dardization in preparation for urolo-
gy internship. The findings support 
development of a national urology 
internship boot camp experience. STOP

UPJ INSIGHT

Figure. Junior resident (Uro-1) and program director (PD)/chair response to perceived preparedness 
for Uro-1s to function as an intern on July 1.
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“ Preparation is one 
potential factor 
related to quality 
care and is closely 
associated with 
trainee readiness 
for autonomy 
during patient 
care.”
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Unplanned Conversion From Partial to Radical  
Nephrectomy: An Analysis of Incidence, Etiology,  
and Risk Factors
Matvey Tsivian, MD
Wake Forest Baptist Health Comprehensive Cancer 
Center, Wake Forest University Health Sciences, 
Winston-Salem, North Carolina

Daniel D. Joyce, MD
Mayo Clinic, Rochester, Minnesota

Vignesh T. Packiam, MD
University of Iowa Hospitals and Clinics, Iowa City

Christine M. Lohse, MD, MS
Mayo Clinic, Rochester, Minnesota

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

Theodora A. Potretzke, MD
Mayo Clinic, Rochester, Minnesota

George K. Chow, MD
Mayo Clinic, Rochester, Minnesota

Bradley C. Leibovich, MD
Mayo Clinic, Rochester, Minnesota

Vidit Sharma, MD
Mayo Clinic, Rochester, Minnesota

R. Houston Thompson, MD
Mayo Clinic, Rochester, Minnesota

Tsivian M, Joyce DD, Packiam 
TT, et al. Unplanned conver-
sion from partial to radical 
nephrectomy: an analysis of 
incidence, etiology, and risk 
factors. J Urol. 2022;208(5):960-
968.

Study Need and 
Importance

Current data on the incidence 
of, reasons for, and character-
istics associated with increased 
risk of conversion from partial to 
radical nephrectomy are sparse 
and often conflicting. Identifying 
which patients are at increased 
risk of conversion is important 
for shared decision making, op-
erative planning, and patient 
counseling. We comprehensively 
described the incidence and eti-
ology of conversions from partial 

to radical nephrectomy over a 
15-year period at our quaterna-
ry care referral center, and iden-
tified preoperative patient and 
tumor characteristics associated 
with conversion.

What We Found
In this case-control study, con-

version from planned partial ne-
phrectomy for localized solid renal 
masses to radical nephrectomy 
was rare at our institution with de-
creasing incidence over time (see 
Figure). Most conversions were 
due to concerns regarding tumor 
upstaging (44%), insufficient re-

maining viable renal parenchyma 
(27%), and positive surgical mar-
gins (11%). Furthermore, male sex 
(OR 2.34, 95%CI 1.07-5.13), great-
er comorbidity burden (OR 1.28, 
95%CI 1.02-1.59), and 2 compo-
nents of the RENAL (for radius, 
exophytic/endophytic, nearness 
of tumor to collecting system, an-
terior/posterior, location relative 
to polar line) Nephrometry Score, 
hilar (OR 5.61 95%CI 2.63-11.97) 
and nonanterior tumor location 
(OR 6.38 for middle location, 
95%CI 2.39-17.03; OR 2.83 for 
posterior location, 95%CI 1.15-
6.94), were identified as predictors 
of conversion.

Limitations
Missing imaging data for cases 

and controls may have resulted in 
selection bias. RENAL Nephrom-
etry Score measurement bias may 
have been introduced by unblind-
ed imaging review. Results are 
from a single-institutional experi-
ence, which may limit generaliz-
ability.

Interpretation for Patient 
Care

RENAL Nephrometry Score 
components that do not contribute 

to the overall score, such as hilar 
and nonanterior tumor location, 
should be preferentially consid-
ered when evaluating the risk of 
conversion from partial to radical 
nephrectomy. In addition, male 
sex may be associated with factors 
that increase surgical dissection 
difficulty resulting in a higher like-
lihood of conversion to radical ne-
phrectomy. STOP

JU INSIGHT

Figure. Rates and types of conversions from partial nephrectomy to radical nephrectomy between 2000 and 2015. A, Rates of conversion from partial 
nephrectomy to radical nephrectomy. B, Rate of conversion for planned open and minimally invasive (MI) radical nephrectomy. C, Attempted vs abandoned 
partial nephrectomy over time.

“ Current data on 
the incidence of, 
reasons for, and 
characteristics 
associated with 
increased risk of 
conversion from 
partial to radical 
nephrectomy are 
sparse and often 
conflicting.”

“ RENAL 
Nephrometry 
Score components 
that do not 
contribute to the 
overall score, 
such as hilar and 
nonanterior tumor 
location, should 
be preferentially 
considered when 
evaluating the risk 
of conversion from 
partial to radical 
nephrectomy.”
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Sequential Intravesical Valrubicin and Docetaxel  
for the Salvage Treatment of Nonmuscle-invasive  
Bladder Cancer
Ian M. McElree, BS, MS 
Carver College of Medicine, University of Iowa,  
Iowa City

Vignesh T. Packiam, MD 
University of Iowa, Iowa City

Ryan L. Steinberg, MD
University of Iowa, Iowa City 

Sarah L. Mott, BA, MS
Holden Comprehensive Cancer Center, University of 
Iowa, Iowa City 

Paul T. Gellhaus, MD
University of Iowa, Iowa City

Kenneth G. Nepple, MD
University of Iowa, Iowa City 

Michael A. O’Donnell, MD
University of Iowa, Iowa City

McElree IM, Packiam VT, 
Steinberg RL, et al. Sequen-
tial intravesical valrubicin and 
docetaxel for the salvage treat-
ment of non–muscle-invasive 
bladder cancer. J Urol. 2022; 
208(5):969-977.

Study Need and 
Importance

Intravesical bacillus Calmette-
Guérin is recommended as adju-
vant therapy following complete 
transurethral resection of bladder 
tumor for high-risk nonmuscle-in-
vasive bladder cancer (NMIBC). 
Sequential intravesical gemcitabine 
and docetaxel has recently demon-
strated efficacy as a salvage regimen 
as well as an alternative first-line 
therapy in this setting. Unfortu-
nately, effective salvage therapies 
to treat subsequent recurrences 
are lacking. While radical cystec-
tomy can be offered to some with 
recurrent NMIBC, this operation 

is associated with significant mor-
bidity. We evaluated sequential in-
travesical valrubicin and docetaxel  
(Val/ Doce) as a salvage treatment.

What We Found
We reviewed 75 patients with 

a median follow-up of 21 months. 
The cohort was pretreated with a 
median of 2 prior inductions. In 
63 patients presenting with high-
grade (HG) disease, the 2-year HG 
recurrence-free survival (RFS) was 
38% (see Figure), and recurrence 
rates were unaffected by presence 
of carcinoma in situ (P = .63). 
There were 11 progression events 
in the HG group, yielding a 2-year 
progression-free survival (PFS) of 
82% (see Figure). Of these, 9 un-
derwent cystectomy; 1 was node 
positive. Two patients later devel-
oped metastatic disease and died. 
Of the 12 patients presenting with 
low-grade disease, 2-year RFS was 
73%. Overall survival among the 
low-grade and HG groups was 90% 
and 87% at 2 years, respectively. 

The most commonly reported side 
effect was bladder spasms occur-
ring during induction.

Limitations
The retrospective nature of this 

study allows for selection bias and 
confounding. The modest sample 
size of 75 patients limits statistical 
power. Furthermore, these results 
are from an institution with rigor-
ous NMIBC protocols that may 
limit generalizability.

Interpretations for 
Patient Care

While radical cystectomy is cu-
rative, it is an overtreatment for 
a significant minority of patients 
without effective U.S. Food and 
Drug Administration–approved al-
ternatives. Our results demonstrate 
that Val/Doce is a safe and effec-
tive salvage treatment for patients 
with recurrent NMIBC. In light 
of these promising results, further 
prospective investigation of Val/
Doce is warranted. STOP

JU INSIGHT

Figure. High-grade (HG) recurrence-free survival (RFS) and progression-free survival (PFS) following 
valrubicin and docetaxel (Val/Doce) induction among patients presenting with high-grade disease.

“ Our results 
demonstrate that 
Val/Doce is a 
safe and effec tive 
salvage treatment 
for patients 
with recurrent 
NMIBC.”

“ The retrospective 
nature of this 
study allows for 
selection bias and 
confounding. The 
modest sample size 
of 75 patients limits 
statistical power.”
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Impact of Prostate Health Index Results for Prediction 
of Biopsy Grade Reclassification During Active  
Surveillance
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Filson CP, Zhu K, Huang Y, et 
al. Impact of Prostate Health 
Index results for prediction 
of biopsy grade reclassification 
during active surveillance. J 
Urol. 2022;208(5):1037-1045.

Study Need and 
Importance

Active surveillance has emerged 
as a guideline-recommended strate-
gy to avoid detrimental side effects 
associated with aggressive treat-
ment of low-risk prostate cancer. 
There is a renewed focus on how to 
safely decrease the intensity of sur-
veillance biopsies when discovery 
of higher-grade disease is less like-
ly. Risk calculators using clinical 
information (eg, prostate-specific 
antigen level, prior biopsy findings) 
can help predict clinically signifi-
cant prostate cancer detection on 
a surveillance biopsy. We assessed 
whether results of serum-based 
biomarker, Prostate Health Index 
(PHI), can improve predictive ca-
pability of existing risk calculators 
for men pursuing active surveil-

lance and considering a repeat 
 biopsy.

What We Found
Using data from the large Canary 

Prostate Active Surveillance Study 
(PASS), we developed different de-
cision rules that incorporated clin-
ical and PHI results and evaluated 
their ability to predict detection of 
grade reclassification from Grade 
Group 1 to Grade Group 2 or high-
er cancer on a surveillance biopsy. A 
decision rule combining PHI results 
with clinical data in a single model 

(R3) had significantly better discrim-
ination than a rule using clinical data 
alone (R1; ΔAUC [0.021, 95%CI 
0.002–0.041), but only for confirma-
tory biopsies. A decision curve anal-
ysis showed greater net benefit with 
R3 versus R1 but only at risk thresh-
olds over 15% (see Figure).

Limitations
It is important to note that many 

of these biopsies were not performed 
via MRI-guidance, perhaps limiting 
generalizing findings to contempo-
rary practice. Furthermore, grade 
reclassification as an outcome may 
not adequately reflect tumor aggres-
siveness in its own right.

Interpretation for Patient 
Care

Incorporating results of the PHI 
biomarker may modestly improve 
the ability to assess risk of grade 
reclassification for active surveil-
lance patients considering an ini-
tial confirmatory biopsy after their 
diagnosis. However, its role is less 
clear for men farther along in sur-
veillance considering subsequent 
biopsies. STOP

JU INSIGHT

Figure. Decision curve analysis results.

“ Risk calculators 
using clinical 
information (eg, 
prostate-specific 
antigen level, 
prior biopsy 
findings) can help 
predict clinically 
significant prostate 
cancer detection 
on a surveillance 
biopsy.”

“ Incorporating 
results of the 
PHI biomarker 
may modestly 
improve the 
ability to assess 
risk of grade 
reclassification for 
active surveillance 
patients 
considering an 
initial confirmatory 
biopsy after their 
diagnosis.”
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Not All Adverse Pathology Features Are Equal:  
Identifying Optimal Candidates for Adjuvant  
Radiotherapy Among Patients With Adverse  
Pathology at Radical Prostatectomy
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Mazzone E, Gandaglia G, Sta-
bile A, et al. Not all adverse 
pathology features are equal: 
identifying optimal candidates 
for adjuvant radiotherapy 
among patients with adverse 
pathology at radical prostatec-
tomy. J Urol. 2022;208(5):1046-
1055.

Study Need and 
Importance

Early salvage radiotherapy 
(eSRT) represents a potential cu-
rative treatment option for pa-
tients affected by PSA rise after 
radical prostatectomy. In this con-
text, 3 recent randomized clinical 
trials and a meta-analysis showed 
comparable outcomes between 
eSRT and adjuvant radiotherapy 
(aRT). However, a recent large 

retrospective analysis reported a 
potential benefit associated with 
aRT for patients with adverse pa-
thology features at pathology. We 
hypothesized that not all the pa-
tients with adverse features may 
benefit from aRT, and therefore 
observation ± eSRT may still be 
considered in a subgroup of these 
patients.

What We Found
A total of 538 (58%) versus 89 

(10%) versus 299 (32%) patients 
received aRT versus eSRT versus 
observation. Patients were strat-
ified in 3 risk groups based on 
pathological T stage, Internation-
al Society of Urological Patholo-
gy grade, and number of positive 
nodes. After risk stratification and 
propensity score weighting, sur-
vival analyses depicted compara-
ble 10-year overall survival rates in 
low- and intermediate-risk patients 
treated with aRT or observation 
± eSRT. Conversely, in high-risk 
patients, aRT was associated with 
significant improvement in 10-
year overall survival compared to 
observation ± eSRT (76 vs 63%, 
P = .038; see Figure).

Limitations
We relied on a large retrospec-

tive institutional series of patients 
treated over a wide time span. As 
such, specific considerations relat-
ed with radiotherapy technique 
variation and related toxicity 
should be considered when inter-
preting these results. Moreover, 
the impact of the progressive in-
troduction of new imaging mo-
dalities such as prostate-specific 
membrane antigen-based positron 
emission tomography/CT scan for 
detection of recurrence, as well as 
the use of ultrasensitive methods 
for post-prostatectomy PSA dos-
age, was not accounted for in the 
current analysis. 

Interpretation for Patient 
Care

Our risk stratification defined 
the exact characteristics of patients 
with adverse pathology who may 
really benefit from aRT. The ap-
plication of this model in clinical 
practice could optimize the use of 
aRT by improving survival in se-
lected individuals and avoiding the 
unnecessary adverse effects of aRT 
in others. STOP

Figure. Novel overall survival risk stratification based on data for patients with adverse pathology features after radical prostatectomy, and treated with 
adjuvant radiotherapy (RT) or observation with or without early salvage radiotherapy (eSRT).

JU INSIGHT

“ After risk 
stratification and 
propensity score 
weighting, survival 
analyses depicted 
comparable 10-
year overall 
survival rates 
in low- and 
intermediate-risk 
patients treated 
with aRT or 
observation ± 
eSRT. Conversely, 
in high-risk 
patients, aRT 
was associated 
with significant 
improvement in 
10-year overall 
survival compared 
to observation ± 
eSRT.”
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Joyce DD, Sharma V, Jiang DH, 
et al. Out-of-pocket cost burden 
associated with contemporary 
management of advanced pros-

tate cancer among commer-
cially insu red patients. J Urol. 
2022;208(5):987-996.

Study Need and 
Importance

The treatment landscape for ad-
vanced prostate cancer has evolved 
considerably over the past 20 years. 
During this time, costs of novel 
cancer therapies have continued to 
rise. Furthermore, responsibility for 
these costs is increasingly shifted to 
patients in the form of higher premi-
ums, deductibles, and cost-sharing. 
These out-of-pocket costs (OOPC) 
represent an important component 
of financial toxicity and may im-
pact patients’ receipt of care.

What We Found
In commercially insured men 

with advanced prostate cancer, 
we found that treatment-relat-
ed OOPC from novel hormonal 
therapies averaged $4,236 annu-
ally and were over 18 times high-
er ($2,581 more) than androgen 
deprivation monotherapy after ad-
justing for relevant baseline patient 
characteristics. Similarly, annual 

total health care spending for novel 
hormonal therapies was $254,677, 
compared to $52,825 for nonan-
drogen systemic agents (see Table). 
Patient characteristics associated 
with high OOPC included older 
age, Black race, lower comorbidity 
scores, and lower median house-
hold income. 

Limitations
Patient-reported financial tox-

icity was not assessed, thereby 
limiting knowledge of the impact 
that our observed findings had on 
patients’ lives. Additionally, poten-
tially relevant patient demographic 
and clinicopathological character-
istics that could influence access to 
care and financial toxicity, such as 
employment status, marital status, 
pretreatment assets and savings, 
and disease stage/severity, were 
unable to be assessed. We did not 
have the statistical power to com-
pare the individual drug regimens 
within each treatment group. 

Interpretation for  
Patient Care

Understanding the burden of 

OOPC is particularly important in 
disease states where multiple treat-
ment options exist with similar on-
cologic benefits but varying costs. 
Knowledge of the magnitude of 
OOPC differences between treat-
ments may facilitate obtaining care 
in subsidized or lower cost settings 
when available and provide em-
phasis to studies evaluating non-in-
feriority of reduced dose sched-
uling. Additionally, our findings 
highlight important disparities in 
prostate cancer treatment and may 
help identify patients in most need 
of interventions to ameliorate fi-
nancial toxicity. STOP
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Table. Comparative Out-of-pocket Costs and Total Health Care Spending Between Advanced Prostate Cancer Treatment Groups

Claims

ADT, Mean (SD), $ 
(n = 10,926)

NHT, Mean (SD), $ 
(n = 832)

NAS, Mean (SD), $ 
(n = 1,651)

OOPC THS OOPC THS OOPC THS

Medical 2,131 (2,453) 16,761 (36,042) 3,610 (2,982) 81,118 (96,384) 1,231 (3,923) 153,836 (153,154)

Pharmacy 693 (895) 4,811 (26,036) 4,254 (17,753) 251,226 (154,204) 955 (1,982) 33,910 (71,186)

Total 2,824 (2,699) 21,571 (46,697) 7,864 (17,955) 332,344 (174,890) 1,186 (4,376) 187,746 (176,893)

Total prostate cancer treatmenta 165 (584) 778 (2,865) 4,236 (17,704) 254,677 (163,002) 994 (2,344) 52,825 (98,316)

Abbreviations: ADT, androgen deprivation monotherapy; NAS, nonandrogen systemic agents; NHT, novel hormonal therapy; OOPC, out-of-pocket costs; THS, total health care spending.
aIncludes outpatient pharmacy claims and outpatient-administered medication costs for prostate cancer-related treatments.

“ Understanding the 
burden of OOPC 
is particularly 
important in 
disease states 
where multiple 
treatment options 
exist with simi lar 
oncologic benefits 
but varying costs.”
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Study Need and 
Importance

Left-digit bias is a phenomenon 
in which the leftmost digit of a 
number disproportionately influ-
ences decision making. Left-digit 
bias towards patient age has been 
shown to influence treatment deci-
sions in health care. We explored 
treatment recommendations made 
for patients with localized prostate 
cancer in 2 large national databas-
es to determine if left-digit bias 
towards patient age affected treat-
ment recommendations in this sub-
set of patients. 

What We Found
For patients with localized prostate 

cancer in both the National Cancer 
Database (NCDB) and Surveillance, 
Epidemiology, and End Results 
(SEER), discontinuities from age 69 
to 70 were found in the proportion of 
patients recommended for radiation 
therapy and radical prostatectomy, 
with increased recommendations 
for radiation therapy (NCDB effect 
size: 3.1%, P < .01; SEER effect size: 
2.2%, P < .01) and decreased rec-
ommendations for radical prosta-
tectomy (NCDB effect size: −2.7%,  
P < .01; SEER effect size: −1.4%,  
P < .01; see Figure). Significant dis-
continuity in recommendations for 
radiation therapy and prostatectomy 
from age 69 to 70 was observed in 
both White and non-White patients, 

and in patients with Charlson Co-
morbidity index of 0.

Limitations
Prostate-specific antigen was not 

available in all patients and thus was 
not used in risk stratification. We 
could not adjust for patient frailty, 
which is likely to influence treat-
ment recommendations. Due to the 

retrospective nature of the study, 
there may be biases in patient selec-
tion and errors in charting that influ-
ence results.

Conclusions
In this study of SEER and 

NCDB patients with clinically local-
ized prostate cancer, left-digit age 
change from 69 to 70 was associated 
with disproportionately increased 
recommendations for radiation 
therapy and disproportionately de-
creased recommendations for radi-
cal prostatectomy, affecting 5.8% of 
cases at age 70 in the NCDB cohort 
and 3.6% of cases at age 70 in the 
SEER cohort. Physicians should be 
aware of this cognitive bias potential 
when treating patients with prostate 
cancer. STOP

JU INSIGHT

Figure. Regression discontinuity plots assessing impact of left-digit bias on the probability of radiation therapy and radical prostatectomy recommen-
dations in all patients with clinically localized prostate cancer. Significant discontinuity at age 70 was found in National Cancer Database (NCDB) and 
Surveillance, Epidemiology, and End Results (SEER) patients recommended for radiation therapy (A and C) and radical prostatectomy (B and D).
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“ Left-digit bias is 
a phenomenon in 
which the leftmost 
digit of a number 
disproportionately 
influences decision 
making.”
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Study Need and 
Importance

Indications for germline genet-
ic testing for patients with prostate 

cancer have expanded substan-
tially over the past decade. With a 
near-universal shortage of clinical 
genetic counselors and growing 
demand, increased access to genet-
ic counseling is crucial. Thus, we 
sought to prospectively implement 
and assess a clinician-led approach 
to genetic counseling and testing in 
patients with prostate cancer.

What We Found
We found that patient satisfaction 

with this clinician-led approach to 
genetic counseling and testing was 
high, with 98% of patients report-
ing being satisfied with the over-
all quality of pre-test counseling 
(see Figure), and 74% of patients 
electing to undergo genetic testing. 
These results support the viability 
and effectiveness of a clinician-led 
approach to genetic counseling for 
patients with prostate cancer.

Limitations
Some limitations of the study  

include the enrollment of predom-
inantly White individuals and 

participants receiving counseling 
from the clinicians who were also 
managing their prostate cancer, 
which could bias responses. Addi-
tionally, the COVID-19 pandemic 
required a shift to mailing surveys 
to many patients, resulting in de-
creased response rates for post-ge-

netic test survey completion.

Interpretation for  
Patient Care

Genetic education and testing 
for prostate cancer patients can 
be effectively led by clinicians, al-
lowing for a high proportion of pa-
tients to proceed with testing and 
resulting in an efficient process for 
patients. With clinician training, 
this approach can be utilized to ex-
pand access to appropriate germ-
line genetic testing for patients with 
prostate cancer.
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Figure. Satisfaction with Genetic Counseling Scale questionnaire taken by 265 patients before 
genetic testing.

“ These results 
support the 
viability and 
effectiveness 
of a clinician-
led approach to 
genetic counseling 
for patients with 
prostate cancer.”

“ Some limitations 
of the study  
include the 
enrollment of 
predominantly 
White individuals 
and participants 
receiving 
counseling from 
the clinicians 
who were also 
managing their 
prostate cancer, 
which could bias 
responses.”



NOVEMBER 2022   AUANEWS16

First Series Using Ultrasonic Propulsion and Burst 
Wave Lithotripsy to Treat Ureteral Stones
M. Kennedy Hall, MD, MHS
University of Washington School of Medicine, 
Seattle

Jeff Thiel, BS, RDMS
Center for Industrial and Medical Ultrasound, 
Applied Physics Laboratory, University of Washing-
ton, Seattle

Barbrina Dunmire, MS
Center for Industrial and Medical Ultrasound, 
Applied Physics Laboratory, University of Washing-
ton, Seattle

Patrick C. Samson, MD
University of Washington School of Medicine, Seattle

Ross Kessler, MD
University of Washington School of Medicine, Seattle

Peter Sunaryo, MD
University of Washington School of Medicine, Seattle

Robert M. Sweet, MD, FACS, 
MAMSE
University of Washington School of Medicine, Seattle

Ian S. Metzler, MD, MTM
University of Washington School of Medicine, Seattle

Helena C. Chang, MD
University of Washington School of Medicine, Seattle

Martin Gunn, MD, ChB
University of Washington School of Medicine, 
Seattle

Manjiri Dighe, MD
University of Washington School of Medicine, Seattle

Layla Anderson, BA
University of Washington School of Medicine, Seattle

Christina Popchoi, BS, RDMS
Center for Industrial and Medical Ultrasound, 
Applied Physics Laboratory, University of Washing-
ton, Seattle

Ravi Managuli,  PhD, RDMS
Center for Industrial and Medical Ultrasound, 
Applied Physics Laboratory, University of Washing-
ton, Seattle

Bryan W. Cunitz, MS
Center for Industrial and Medical Ultrasound, 
Applied Physics Laboratory, University of Washing-
ton, Seattle

Barbara H. Burke, BS
Institute of Translational Health Sciences, University 
of Washington, Seattle

Lisa Ding, PA-C
University of Washington School of Medicine, Seattle

Brianna Gutierrez, PA-C
University of Washington School of Medicine, Seattle

Ziyue Liu, PhD
Indiana University School of Medicine, Indianapolis

Mathew D. Sorensen, MD, MS, 
FACS
University of Washington School of Medicine, Seattle 
VA Puget Sound Health Care System, Seattle, 
Washington

Hunter Wessells, MD, FACS
University of Washington School of Medicine, Seattle

Michael R. Bailey, PhD
Center for Industrial and Medical Ultrasound, 
Applied Physics Laboratory, University of Washing-
ton, Seattle 
University of Washington School of Medicine, Seattle

Jonathan D. Harper, MD
University of Washington School of Medicine, Seattle

Kennedy Hall M, Thiel J, Dun-
mire B, et al. First series using 
ultrasonic propulsion and burst 
wave lithotripsy to treat ureteral 
stones. J Urol. 2022;208(5):1075-
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Study Need and 
Importance

Our goal was to test transcutane-
ous focused ultrasound in the form 
of ultrasonic propulsion and burst 
wave lithotripsy (BWL) to reposi-
tion ureteral stones and facilitate 
passage in awake subjects.

What We Found
Adult subjects with a diagnosed 

proximal or distal ureteral stone 
were prospectively recruited. Ul-
trasonic propulsion alone or with 
BWL was administered by a hand-
held transducer to awake, unanes-
thetized subjects. Twenty-nine 
subjects received either ultrasonic 
propulsion alone (n = 16) or with 
BWL bursts (n = 13), and stone 
motion was observed in 19 (66%), 
including 2 where the stone was 
repositioned into the bladder. The 
stone passed in 18 (86%) of the 21 
distal ureteral stone cases with at 
least 2 weeks follow-up in an aver-
age of 3.9±4.9 days post-procedure 
(see Table). Fragmentation was ob-
served in 7 of the BWL cases. All 
subjects tolerated the procedure 
with average pain scores (0-10) 
dropping from 2.1±2.3 to 1.6±2.0 
(P = .03). Anticipated events were 
limited to hematuria on initial uri-
nation post-procedure and mild 
pain. In total, 7 subjects had asso-
ciated discomfort in only 18 of 820 
propulsion bursts.

Limitations
There was no control group 

for passage rate, although our 
subjects passed stones at a higher 
rate than might be expected. The 
AUA guidelines quote a stone pas-
sage rate of 54% for distal ureteral 
stones smaller than 10 mm based 
on meta-analyses of 1,205 subjects 
in 27 studies mostly following for 
2 weeks after presentation.

Interpretation for 
Patient Care

This study supports the effica-
cy and safety of using ultrasonic 
propulsion and BWL to reposition 
and break ureteral stones, poten-
tially relieving pain and facilitat-
ing passage in awake patients. 
This technology has the potential 
to provide an  advantageous and 
 patient-centered solution for the 
gap between expectant manage-
ment and urological  intervention 
for ureteral stones. STOP

JU INSIGHT

Table. Efficacy Outcomes

Propulsion Only Propulsion+BWL Total

Analysis

No. pts 16 13 29

Stone motion, No. (%) 11 (69) 8 (62) 19 (66)

 Peristaltic motion 6 (38) 8 (62) 14 (48)

 Ureteric jets 5 (31) 4 (31) 9 (31)

  Echogenicity change/potential 
cavitation

8 (50) 9 (69) 17 (59)

Subgroup Analysis

No. pts 11 10 21

Subjects passing stone, No. (%) 11 (100) 7 (70) 18 (86)

Days to passage, mean±SD 2.6±4.0 5.9±5.9 3.9±4.9

Abbreviation: BWL, burst wave lithotripsy.

“ Twenty-nine 
subjects received 
either ultrasonic 
propulsion alone 
(n = 16) or with 
BWL bursts 
(n = 13), and 
stone motion was 
observed in 19 
(66%), including 
2 where the stone 
was repositioned 
into the bladder.”

“ This study 
supports the 
efficacy and safety 
of using ultrasonic 
propulsion and BWL 
to reposition and 
break ureteral 
stones, potentially 
relieving pain 
and facilitating 
passage in awake 
patients.”
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Study Need and 
Importance

The biological mechanisms 

underlying the development of 
urethral stricture (US) are still un-
known. Recent studies have shown 
that low testosterone levels are 
associated with decreased peri-
urethral vascularization and that 
hypoandrogenism is a frequent 
condition in men with anterior US 
that also seems to correlate with the 
severity of the stricture. However, 
the role of testosterone in the etio-
pathogenesis of US is uncertain. 
We designed this study with the 
objective of identifying and, where 
appropriate, quantifying the mag-
nitude of the association between 
testosterone levels and US.

What We Found
Our multivariate analysis demon-

strated that low testosterone levels 
are associated with US, indepen-
dent of other potential confound-
ing factors such as age, body mass 
index, hypertension, diabetes, or 
smoking (Table 1). Each 100-unit 
increase in total testosterone (ng/
dL) was related to a 34% decrease 
in the odds of US (adjusted OR 
0.66, 95% CI: 0.51-0.86). A strong 
direct relationship was observed 
between hypoandrogenism and 
US (adjusted OR 4.01, 95% CI: 
1.37-11.7; Table 2).

Limitations
The main limitation of our 

study is its cross-sectional na-
ture. Although it was designed as 
a case-control study, the measure-
ment of the exposure variable 
was performed after the diagnosis 
of US. Another limitation is the 
known variability (both circadian 
and throughout life) in testosterone 
levels. Nevertheless, our results 
are consistent with previously re-
ported evidence and are biologi-
cally plausible. Taken together, all 
suggest that testosterone plays an 
important role in the pathophysio-
logical process of US.

Interpretation for 
Patient Care

Our results encourage continu-
ing research on the role of tes-
tosterone as a prognostic and/or 
predictive biomarker in US. The 
integration of this information to-
gether with other clinical variables 
may allow the development of pre-
dictive models with the ultimate 
goal of individualizing the different 
therapeutic options that currently 
exist for these patients. STOP

JU INSIGHT

Table 1. Comparative Analysis

Controls
(n = 67)

Cases
(n = 149) P value

HA rate, Total-T <300 ng/dL, % 7.5 26 .002

HA rate, Free-T <6 ng/dL, % 22 33 .15

Total-T, mean±SD, ng/dL 488±188 394±141 < .001

Free-T, mean±SD, ng/dL 8.3±3 7.4±3.1 .08

Bio-T, mean±SD, ng/dL 196±74 172±76 .046

Abbreviations: Bio-T, bioavailable testosterone; Free-T, free testosterone; HA,  
hypoandrogenism; Total-T, total testosterone.

Table 2. Multivariate Analysis Estimatesa

aOR CI 95% P value

HA, Total-T <300 ng/dL 4.01 1.37-11.7 .011

HA, Free-T <6 ng/dL 2.11 0.94-5.19 .07

Total-T (× 100)b 0.66 0.51-0.86 .002

Free-T 0.82 0.70-0.94 .006

Bio-T (× 10)c 0.90 0.85-0.96 .002

Abbreviations: aOR; adjusted odds ratio; Bio-T, bioavailable testosterone; Free-T, free  
testosterone; HA, hypoandrogenism; Total-T, total testosterone.
a The following variables were also included in each model: age, body mass index, diabetes, 
smoking status, hypertension, and thyroxine levels.
b OR of urethral stricture for each 100 units of increase in total testosterone values. 
c OR of urethral stricture for each 10 units of increase in bioavailable testosterone values.

“  We designed 
this study with 
the objective of 
identifying and, 
where appropriate, 
quantifying the 
magnitude of 
the association 
between 
testosterone levels 
and US.”
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Study Need and 
Importance

Reconstructive urologists are in 
need of an ordinal scoring system 
that can describe anterior urethral 
stricture disease (USD), as well as 
predict stricture recurrence risk 
after urethroplasty. Such a system 
would help in surgical planning, 
clinical decision making, referral 
patterns, and patient counseling. 
Our study objective was to evaluate 
if scores generated by 2 tools for 
characterizing anterior USD, the 
modified LSE classification system 
score (LSE) and the  Urethral Stric-
ture Score (U-Score), correlated 
with surgical complexity, operative 
time, and stricture recurrence risk.

What We Found
Our analysis of 187 male pa-

tients demonstrated that both in-
creasing U-Score and LSE linearly 
correlated with increasing surgi-
cal complexity (both P < .0001). 

Only increasing LSE correlated 
with increasing operative time  
(P = .04) and was associated with 
an increased risk of stricture re-
currence (univariable: HR 1.2, 

P = .02; multivariable: HR 1.2,  
P = .056). Patients with a high 
LSE (≥7) were nearly 3 times as 
likely to recur versus patients with 
a low LSE (univariable: HR 2.7, 

P = .001; multivariable: HR 2.8, 
P = .002, see Figure).

Limitations
This was a single-surgeon study 

conducted in a tertiary care setting; 
therefore, results may not be gen-
eralizable. LSE is previously unde-
scribed and therefore not validated. 
Follow-up time was relatively short. 
Both scoring systems lack variables 
that could impact recurrence risk, 
including postoperative infection, 
patient comorbidities, and prior 
endoscopic surgery. Cutoff values 
and point allocation in both sys-
tems were based on expert opinion 
rather than statistical modeling.

Interpretation for  
Patient Care

Our study demonstrates that 
both U-Score and LSE can help 
anticipate intraoperative surgi-
cal complexity. For community 
urologists, high scores could help 
determine which cases should be 
referred to high-volume urethral 
surgery centers. LSE may also help 
urologists anticipate the length of 
surgery and aid with patient coun-
seling regarding the risk of postop-
erative stricture recurrence. STOP
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Figure. Kaplan-Meier curves displaying the relationship between LSE score (LSE) (A) and Urethral 
Stricture Score (U-Score) (B) stratified as high versus low scores and stricture recurrence risk.

“ Our study 
demonstrates that 
both U-Score 
and LSE can 
help anticipate 
intraoperative 
surgical 
complexity.”
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2022;208(5):1028-1036.

Study Need and 
Importance

Current active surveillance (AS) 
protocols involve the use of regu-
lar PSA tests, digital rectal exam-
inations, and repeat biopsy to de-
tect progression in prostate cancer 
(PCa) requiring definitive manage-
ment. Repeat biopsy exposes pa-
tients to psychological distress and 
morbidity. There is limited pro-
spective evidence regarding the di-
agnostic utility of multiparametric 
(mp) MRI in AS cohorts. mpMRI 
may improve detection of cancer 
progression and allow decreased 
frequency of biopsy in AS patients. 

What We Found
The sensitivity, specificity, posi-

tive predictive value, and negative 
predictive value of mpMRI to de-
tect progression to clinically signif-
icant PCa were 57% (95% CI 39%-
74%), 82% (95% CI 74%-89%), 

50% (95% CI 38%-62%), and 86% 
(95% CI 81%-90%), respectively. 
Both mpMRI and PSA density 
were significant predictors for pro-
gression. The Figure illustrates risk 
of clinically significant cancer at  
3 years separated by mpMRI result. 
Only 2.3% (4/172) of patients had 
false-negative mpMRIs and high-
risk pathological features (pT3 or 
high-volume International Soci-
ety of Urological Pathology grade 
group >2). After a median of 69 
months of follow-up, freedom 
from biochemical recurrence, me-
tastasis, and PCa-related death 
were 99.3%, 100%, and 100%, re-
spectively.

Limitations
The study is limited by design 

as it is a single-arm study. At time 
of study design PRECISE criteria 
had not been published and MRI 
progression was defined via expert 
consensus. The study employed 

the use of saturation template bi-
opsy, which may reduce relevance 
to centers which employ limited 
10- to 12-core transrectal ultra-
sound-guided biopsy. 

Interpretation for  
Patient Care

Final analysis of the Magnet-
ic Resonance Imaging in Active 
Surveillance trial indicates that 
1-year confirmatory biopsy may 
be omitted with minimal risk to 
AS patients where magnetic reso-
nance-targeted + saturation tem-
plate biopsy was performed at 
baseline. mpMRI and PSA densi-
ty were strong predictors of pro-
gression and can reduce frequency 
of biopsy in AS patients without 
significant impact on oncologic 
outcomes. However, standardized 
3-year systematic biopsy should 
be performed regardless of mp-
MRI and PSA due to occasional 
MRI-invisible tumors. STOP

JU INSIGHT

Figure. A, Risk of significant cancer at 3 years for Prostate Imaging-Reporting and Data System®  
(PI-RADS®) 2/stable PI-RADS 3 lesion. B, Risk of significant cancer at 3 years for new PI-RADS 3 
lesion. C, Risk of significant cancer at 3 years for persistent PI-RADS 4/5 lesion. D, Risk of significant 
cancer at 3 years for new PI-RADS 4/5 lesion.

A B

C D

1 in 7 1 in 4

2 in 3 1 in 2

“ Repeat biopsy 
exposes patients 
to psychological 
distress and 
morbidity.”
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Özman O, Tillier CN, van 
Muilekom E, van de Poll-Franse 
LV, van der Poel HG. Financial 
toxicity after robot-assisted rad-
ical prostatectomy and its rela-
tion with oncologic, functional 
outcomes. J Urol. 2022;208(5):978-
986.

Study Need and 
Importance

Robotic systems articulat-
ing our daily surgical practice 
is one of the groundbreaking 
developments. Technological 
developments implemented in 
medical care bring along finan-
cial burden on governments, 
health systems and, after all, 
patients suffering from diseas-
es, especially cancer. Financial 
toxicity (FT) faced by cancer 
survivors is a common but un-
derspoken consequence of tech-
nology-dependent, high cost, 
and long-lasting management 
modalities of cancer often relat-
ed to disabilities and changes in 
quality of life. 

What We Found
FT frequency was 8.3% (95% 

CI 7.0-9.8) among patients who  
underwent robot-assisted radi-
cal prostatectomy. In The Neth-
erlands, radical prostatectomy is 
mostly performed robot-assisted 
without out-of-pocket payments by 
patients. Nevertheless, still nonneg-
ligible numbers of patients had FT, 
defined as any financial difficulty 
caused by prostate cancer-related 
physical condition or treatments as 
measured with the financial impact 
scale of the European Organisa-
tion for Research and Treatment of 
Cancer  quality of life questionnaire 
(question 28). Men with FT were 

younger, not retired, and more fre-
quently bothered by postoperative 
symptom burden. Voiding symp-
toms such as urinary incontinence 
rather than erectile dysfunction 
were especially associated with FT 
(see Figure). 

Limitations
The subjective nature of outcome 

measurement method and response 
rate to questionnaires were limita-
tions. In addition, our retrospective 
analysis lacks data on education 
level and earning levels of patients. 

Interpretations for 
Patient Care

We depict that if robot-assisted 
radical prostatectomy is covered 
by health insurance and is per-
formed in high-volume referal can-

cer centers by experienced robotic 
surgeons, FT incidence is relative-
ly low among cancer survivors. 
In particular, younger men with 
urinary incontinence experienced 
FT. Medical caregivers should be 
aware of the risk factors that in-
crease financial disturbances for 
patients during the management of 
prostate cancer. STOP

Figure. Patient-reported incontinence measure changes during follow-up for the groups. FT indicates 
financial toxicity; ICIQ-SF, International Consultation on Incontinence Questionnaire—Short Form.

JU INSIGHT

“ Medical caregivers 
should be aware of 
the risk factors that 
in crease financial 
disturbances for 
patients during the 
management of 
prostate cancer.”

“ Financial toxicity 
(FT) faced by 
cancer survivors 
is a common but 
underspoken 
consequence 
of technology-
dependent, 
high cost, and 
long-lasting 
management 
modalities of 
cancer often 
related to 
disabilities and 
changes in quality 
of life.”
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Hussiny M, Hashem A, Soltan 
MA, Helmy TE, El-Kenawy MR, 
Abdelhalim A. The safety and 
efficacy of fluoxetine for the 
treatment of refractory prima-
ry monosymptomatic nocturnal 
enuresis in children: a random-
ized placebo-controlled trial. J 
Urol. 2022;208(5):1126-1134.

Study Need and 
Importance

Therapeutic options for treat-
ment-refractory nocturnal enure-
sis (NE) are limited. A handful of 
studies suggested a possible role for 
selective serotonin reuptake inhibi-
tors. In this randomized controlled 
trial, we examined fluoxetine (a 
selective serotonin reuptake inhibi-
tor) as a treatment option for refrac-
tory NE.

What We Found
A total of 150 children aged 

8-18 years with NE unrespon-
sive to traditional therapies were 

enrolled after excluding patients 
with daytime symptoms, untreated 
constipation, or underlying devel-
opmental, neuropsychiatric, endo-
crinological, or urological comor-
bidities. Patients were randomly 
assigned to 10 mg fluoxetine once 
daily or placebo for 12 weeks. 
Fluoxetine-treated patients had a 
significantly lower number of wet 

nights at 4, 8, and 12 weeks relative 
to placebo (see Figure). Accord-
ing to the International Children’s 
Continence Society terminology, 
7.1% and 66.1% of fluoxetine-treat-
ed patients achieved complete re-
sponse and partial response (de-
fined as 50%-99% reduction in the 
number of wet nights), respectively, 
at 4 weeks, versus 0% and 16.7% for 
placebo. Treatment response de-
clined at 12 weeks, with complete 
and partial responses achieved in 
10.7% and 21.4% of the fluoxetine 
group, respectively, versus 0% and 
14.8% of the placebo group. Minor 
and rapidly reversible adverse ef-
fects were reported in 8.9% of flu-
oxetine-treated children.

Limitations
The study is limited by short 

follow-up. Some patients were 
lost to follow-up after the study 

conclusion, and therefore relapse 
rates after treatment discontin-
uation were not reported. The 
study included only patients with 
monosymptomatic NE without 
other comorbidities. Further stud-
ies should examine fluoxetine ef-
ficacy and safety in other patient 
populations including those with 
polysymptomatic enuresis and 
attention-deficit/hyperactivity 
disorder. It remains unknown if 
patients unresponsive or partial-
ly responsive to fluoxetine would 
benefit from higher doses of flu-
oxetine or combination with oth-
er anti-enuresis medications. 

Interpretation for  
Patient Care

Fluoxetine could be consid-
ered a salvage treatment in chil-
dren with treatment-refractory 
NE with good initial response 
and minimal adverse effects, but 
the response rate declines gradu-
ally over time. STOP

JU INSIGHT

Figure. Mean number of wet nights/2 weeks in fluoxetine- (blue bars) and placebo-treated (orange 
bars) groups at baseline and at 4, 8, and 12 weeks of therapy.

“ In this randomized 
controlled trial, 
we examined 
fluoxetine (a 
selective serotonin 
reuptake inhib itor) 
as a treatment 
option for re-
fractory NE.”

“ Further studies 
should examine 
fluoxetine efficacy 
and safety in other 
patient populations 
including 
those with 
polysymptomatic 
enuresis and 
attention-deficit/
hyperactivity 
disorder.”
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Celebrating AUA’s 2022 Quality Improvement  
Summit on Primary Palliative Care in Urology
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AUA Science and Quality Council Chair
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After years of planning and 2 post-
poned dates due to COVID-19, the 
AUA convened the in-person por-
tion of the 2022 Quality Improve-
ment Summit, “Laying the Founda-
tion for Primary Palliative Care in 
Urology” (available at https://www.
auanet.org/guidelines-and-quality/
quality-and-measurement/patient-
safety-and-quality-of-care/qual-
ity-improvement-summit), at 
AUA2022. Urologists have played 
a major role in the development 
of the field, with Balfour Mount, 
a urologic oncologist, credited as 
the father of modern palliative 
care in North America. Palliative 
care improves the quality of life 
of patients and families who are 
facing challenges associated with 
serious illness, whether physical, 
psychological, social, or spiritual. 
However, there are not enough 
palliative care specialists to fulfill 
the palliative care needs of these 
patients. A solution to this short-
age is primary palliative care: 
palliative care that is delivered by 
non-palliative care specialists, like 
urologists, often but not always in 

collaboration with specialty palli-
ative care providers.

The Quality Improvement Sum-
mit, directed by Dr John Gore and 
Dr Jonathan Bergman, focused on 
improving patient-centeredness 
and care quality by identifying 
ways to integrate primary pallia-
tive care into urology. The summit 
comprised 2 webinars (available 
for review on the AUA website) 
and an in-person meeting. Present-
ers in the first webinar, “Building a 
Primary Palliative Care Model for 
Urology” (available at https://
auau.auanet.org/content/building- 
primary-palliative-care-model- 
urology-webcast-2021), discussed 
opportunities for palliative care 
within urological practice and urol-
ogists’ roles in providing that care, 
including how and when to collab-
orate with palliative care clinicians. 
Faculty in the second webinar, 
“Perspectives on Increasing the 
Use of Palliative Care in Advanced 
Urologic Disease” (available at 
https://vimeo.com/auaedu/re-
view/554816041/7111b07dfc), cov-
ered evidence-based innovations in 
primary palliative care in urology 
and role-specific readiness for im-
plementation.

Building on the information 
and ideas from these webinars, 
participants in the highly inter-
active in-person conference col-
lectively identified best practices 
and strategies for developing and 
implementing a primary pallia-
tive care intervention for urology. 
Panelists included urologists from 
various practice settings and ex-
perience levels, as well as pallia-
tive care physicians and a social 
worker. A cadre of trainees who 
received travel stipends to attend 
the summit engaged in rich dis-

cussion of how to operationalize 
a primary palliative care model 
in urology, the clinical innova-
tions and interventions needed, 
and outcomes and metrics that 
should be tracked. Some of the 
key strategies articulated by par-
ticipants included inviting palli-
ative care providers to speak at 
urology grand rounds, requiring 
trainees to meet standardized pal-
liative care competencies at each 
level of training and complete a 
palliative care rotation or shadow 
experience, and implementing 
a multidisciplinary tumor board 
with the involvement of palliative 
care clinicians. Metrics discussed 
included rates of screening and 
re-screening for palliative care 
needs, rate of referral to pallia-
tive care consult, patient deci-
sion regret of treatment choice, 
and quality of life, among many 
others. A key takeaway from the 
discussions was the unique chal-
lenges of providing primary palli-
ative care for urologists in private 
practice.

Additional detailed proceed-
ings and products from the sum-
mit will be posted on the AUA 
website in the near future. I look 
forward to future discussion and 
collaboration to advance the pri-
mary palliative care model in the 
field of urology! STOP

FROM THE SCIENCE & QUALITY COUNCIL

“ Urologists have 
played a major 
role in the 
development of the 
field, with Balfour 
Mount, a urologic 
oncologist, 
credited as the 
father of modern 
palliative care in 
North America.”

“ A solution to 
this shortage is 
primary palliative 
care: palliative care 
that is delivered by 
non-palliative care 
specialists, like 
urologists, often 
but not always in 
collaboration with 
specialty palliative 
care providers.” “ Some of the 

key strategies 
articulated by 
participants 
included inviting 
palliative care 
providers to speak 
at urology grand 
rounds, requiring 
trainees to meet 
standardized 
palliative care 
competencies 
at each level 
of training and 
complete a 
palliative care 
rotation or shadow 
experience, and 
implementing a 
multidisciplinary 
tumor board with 
the involvement 
of palliative care 
clinicians.”

“ A key takeaway 
from the 
discussions 
was the unique 
challenges of 
providing primary 
palliative care 
for urologists in 
private practice.”
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The Caribbean Urological As-
sociation (CURA) was founded 
in 1999 in Trinidad and Tobago. 
CURA continues to foster cama-
raderie and facilitate academic ex-
changes within the Caribbean. It 
includes urologists and urology res-
idents-in-training, primarily from 
within the English-speaking Carib-
bean who share a common cultural 
and geopolitical history. CURA has 
grown steadily, aided by the sup-
port of global organizations such 
as the AUA, Société Internationale 
d’Urologie, and BJU International.

Regional urologists have ben-
efited from numerous workshops 
over the years in pediatric and 
adult reconstructive urology, as 
well as training initiatives for re-
search and authorship. In these 
cases, the AUA provided proctors 
to visit our centers locally. These 
endeavors have benefited numer-
ous patients, residents in training, 
and urological surgeons, bringing 
first-world urology to our shores. 
This sustained collaboration model 
has provided the foundation to ad-
vance urological care by allowing 
continuous follow-up and reassess-
ment in order to improve our stan-
dards of care. The AUA has also 
supported these residency training 
programs in the region, facilitating 
the donation of surgical equipment 
and providing sponsorship for 2 
residents to attend the annual Fun-
damentals in Urology Course.

Many outside of the Caribbe-
an are unaware that postgraduate 
training in urology is possible in 
the region. In fact, the majority 
of urologists in the English-speak-
ing Caribbean were trained in 
the Caribbean. The University of 

the West Indies is the premier in-
stitution for both undergraduate 
and postgraduate training in the 
region. Currently postgraduate 
training in urology is undertak-
en in Jamaica and Trinidad and 
Tobago. The program is 6 years 
long, with the first 2 years spent in 
general surgical training. To date, 
these programs have produced a 
total of 34 graduates. One of the 
first graduates from Jamaica, Dr. 
William Aiken, has now been ap-
pointed Professor of Urology at 
the University of the West Indies. 
Several graduates from both pro-
grams have gone on to complete 
fellowship training in endourolo-
gy, urologic oncology, and recon-
structive urology. It is our hope 
that more graduates will pursue 

fellowship training, thereby in-
creasing the pool of subspeciality 
skills within the region.

The AUA has also been sup-
portive of research and continuing 
medical education in the Caribbe-
an. Every year, the AUA provides 
a speaker to CURA’s annual con-
ference who delivers an impactful 
“AUA Special Guest Lecture.” Ad-
ditionally, for many years CURA 
held a presence at the AUA An-
nual Meeting, hosting a joint in-
ternational society meeting with 
PAUSA (the Pan African Urolog-
ical Surgeon Association). Several 
AUA members currently serve on 
the CURA international relations 
committee, including Professors 
Arthur Burnett, Kurt McCam-
mon, Grannum Sant, and Michael 
Coburn.

At the last AUA meeting in New 
Orleans, the Executive Boards of 
the AUA and CURA met, reaf-
firming our commitment to work 
together to carry out CURA’s mis-
sion—advancing urology in the Ca-
ribbean. A range of initiatives were 
discussed, including joint outreach 
projects with the Urology Care 
Foundation as well as support for 
the creation of a Journal of the Ca-
ribbean Urological Association to pro-
vide a platform for urological re-
search in the Caribbean. We also 
hope to have a regular schedule of 
elective U.S. medical students with 
the primary goal being a rich and 
immersive clinical and research ex-
perience in the Caribbean. Prior to 
the pandemic, in Trinidad and To-
bago we hosted 1 student each from 
Vanderbilt University and Eastern 
Virginia Medical School, and we 
hope to reinstitute and regularize 
this program.

The 23rd Annual Meeting of 
CURA will be held in Barbados 
from November 4 to 6, 2022. Dr. 
Angelo Gousse joins us this year as 
the AUA designated speaker, and 
we look forward to our first in-per-
son meeting since the beginning of 
the pandemic. We invite all AUA 
members to attend. CURA salutes 
the AUA, and we look forward to 
the continued exchange of informa-

tion and ideas to advance urology in 
the Caribbean and contribute to the 
global urology community STOP

“ Regional 
urologists 
have benefited 
from numerous 
workshops over 
the years in 
pediatric and adult 
reconstructive 
urology, as well as 
training initiatives 
for research and 
authorship. In 
these cases, the 
AUA provided 
proctors to visit 
our centers locally. 
These endeavors 
have benefited 
numerous 
patients, residents 
in training, 
and urological 
surgeons, bringing 
first-world urology 
to our shores.”

“ The AUA has also 
been supportive 
of research and 
continuing medical 
education in 
the Caribbean. 
Every year, the 
AUA provides a 
speaker to CURA’s 
annual conference 
who delivers 
an impactful 
“AUA Special 
Guest Lecture.” 
Additionally, for 
many years CURA 
held a presence at 
the AUA Annual 
Meeting, hosting a 
joint international 
society meeting 
with PAUSA 
(the Pan African 
Urological Surgeon 
Association). 
Several AUA 
members currently 
serve on the CURA 
international 
relations 
committee, 
including 
Professors Arthur 
Burnett, Kurt 
McCammon, 
Grannum Sant, 
and Michael 
Coburn.”


