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As my term as Pres-
ident of the Amer-
ican Urological 
Assoc iation (AUA) 

comes to an end, I cannot help but 
refl ect on several thoughts I initially 
shared in my inaugural address: “It 
is imperative the AUA continues to 
grow and change, and to provide the 
knowledge necessary…for a career 
of lifelong learning.” During the 
last year I have been proud to lead 
an organization that works tirelessly 
to ensure its members are provided 

with the tools, resources and support 
necessary to meet the wide-ranging 
and ever growing demands of our 
specialty. 

As it stands, the AUA remains the 
premier urological association with 
nearly 22,000 members throughout 
the world who share a common 
mission. In the last 12 months we 
welcomed more than 2,200 new 
members to the AUA, representing 
the largest growth the association has 
experienced in a single year. With 
international, resident/fellow and 
medical/graduate student member-
ship categories accounting for more 
than half of member growth in 2019, 

Standing Together as a Specialty: 
Uniting to Affect Change

 FROM THE   AUA President
it is clear now more than ever that the 
organization continues to widen its 
impact globally as well as provide a 
solid foundation for the future. This 
is a testament to the continued efforts 
of AUA Secretary Dr. John Denstedt, 
our 3 AUA Assistant Secretaries, 
our international partners and our 
members. 

It was also especially exciting to 
welcome hundreds of future urolo-
gists via the 2020 Urology Residency 
Match. An annual rite of passage for 
medical students, this year’s match 
not only had the most applicants 
since 2014, but also saw a record-
setting 86% of female participants 
match with programs,  which is a 
welcomed sign of increasing diversity 
in urology.

Discovery is at the heart of what we 
do, and the scientifi c research under-
taken within urology has the capac-
ity to improve human lives in ways 

virtually unimaginable a generation 
ago. This past year our Foundation, 
the Urology Care Foundation, pro-
vided nearly $1.5 million in research 
funding to more than 70 research-
ers whose efforts will keep us at the 
forefront for developing innovative 
ideas and treatments aimed at im-
proving the lives of our patients. We 
must continue to support our young 
scientists, as we recognize the cures 
of tomorrow exist in the labs of today.

Led by the efforts of Dr. Aria 
Olumi, AUA’s research initiatives also 
continued to expand with the intro-
duction of our new research focused 
IMPACT magazine, the launch of 
a new research specifi c educational 
course on AUAUniversity, a cohosted 
StoneLab Scientifi c Symposium 
with the Endourological Society, and 
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Prostate cancer is the most common-
ly diagnosed solid organ malignancy 
in men in the United States and 

remains the second leading cause 
of cancer deaths in this population. 
Approximately 175,000 new diagno-
ses of prostate cancer and more than 
31,000 deaths were estimated in the 
U.S. in 2019.1 As the management of 
advanced prostate cancer continues 
to rapidly evolve, clinicians are chal-
lenged to remain up to date and in-
formed with respect to the multitude 
of diagnostic and treatment options 
available for the care of these patients. 

The increasing complexity of 
advanced prostate cancer manage-
ment underscores the need for the 
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the second annual Bladder Cancer 
Research Symposium with the Johns 
Hopkins University Greenberg 
Bladder Cancer Institute. 

As a leading advocate for the spe-
cialty of urology, the AUA is always 
working to communicate members’ 
concerns to leaders at the legislative 
and regulatory levels. Under the lead-
ership of Dr. Christopher Gonzalez, 
the AUA was able to successfully 
move its advocacy agenda forward 
on such key issues as physician reim-
bursement, preserving men’s access 
to prostate cancer screening and phy-
sician workforce shortages, to name a 
few. Collaborating with more than 50 
patient and research advocacy orga-
nizations,  AUA’s Washington, D.C. 
team worked to elevate awareness 
about urological conditions, improve 
access to screenings and health care 
treatments, and promote increased 
funding for urological research. 
Furthermore, AUAPAC, AUA’s po-
litical action committee, transitioned 
from its fi rst year and continues to 
serve as a means to provide urologists 
throughout the country a strong voice 
in our nation’s capital. 

Dr. Victor Nitti has overseen the 
future of education for urologists and 
urological health care professionals 
worldwide by identifying next genera-
tion content, learning platforms and 
learning modalities, ensuring our 
members continue to receive quality, 
evidence-based education for years 
to come. As a compliment to its do-
mestic reach, the AUA has developed 
a strong global community through 
its international membership and 
partners, and further increased the 
exchange of knowledge, education 
and networking opportunities among 
urologists worldwide. Whether 
through exchange programs, lectures 
and courses being offered in many 
countries around the world, the AUA 
continues its mission to advance uro-
logical patient care through global 
education.

None of these incredible accom-
plishments would have been possible 
without the more than 500 AUA 
members who volunteer their time, 
talent and expertise on AUA and 
Urology Care Foundation boards, 
councils, committees, work groups 
and guideline panels, and I am in-
credibly grateful to all of you.   

I am also proud of the recently 

announced “The Urology Care 
Foundation Humanitarian Award” 
and “The Urology Care Foundation 
Humanitarian Grant Program,” 
new international initiatives re-
cently announced by Urology Care 
Foundation President Dr. Harris 
Nagler. The Humanitarian Award 
recognizes an individual or organiza-
tion for demonstrated commitment 
to improving access to quality uro-
logical health care in underserved 
populations. The Humanitarian 
Grant Program provides grants to 
support individuals and organizations 
who provide direct urological care to 
individuals and communities in un-
derserved areas within or outside the 
United States. These programs truly 
exemplify the many patient missions 
being carried out globally.

In the spirit of true humanitari-
anism, I am proud to share that the 
AUA contributed $150,000 to the 
Foundation to help establish their 
fi rst endowment and contributed 
signifi cant additional funds for the 
Foundation to match other grants 
and establish future endowments. 
I encourage you to donate to the 
Humanitarian Grant Program to help 
support those who give of themselves 
without remuneration and respond to 
the many men, women and children 
in need.

In my 2019 inaugural address I 
also stated: “As we look to the future, 
we must be united as a specialty. 
United, we have the opportunity to 
affect change.”  Never could I have 
imagined that less than 1 year after I 
wrote those words the world would 
be facing a global pandemic the likes 
of which none of us has seen in our 
lifetime. Those few words from my 
address last year resonate with me 
now more than ever.

The COVID-19 crisis has altered 
our lives professionally and person-
ally in unthinkable ways. Families are 
being sheltered, employees are work-
ing from home, and urologists and 
urological health care professionals 
around the world are being called to 
serve their communities well outside 
of their traditional area of expertise. As 
we rise to this incredible challenge, I 
am amazed but not surprised by the 
countless stories I’ve heard of our 
members in every corner of the world 
stepping up to help however possible 
and provide care in areas (from a 
Level 1 trauma center to a solo prac-
tice and everything between) they 
do not customarily support.  These 

unprecedented circumstances also 
led the AUA to make the diffi cult but 
necessary decisions to postpone the 
Annual Urology Advocacy Summit 
and cancel the AUA Annual Meeting, 
both of which were scheduled to take 
place in Washington, D.C. 

The Annual Urology Advocacy 
Summit will now take place August 
31–September 2, and attendees can 
look forward to working together 
to strengthen and unify the voice of 
urology on policy matters impacting 
our practices and patients.

Unfortunately, given the logistics 
that go into organizing a meeting the 
size of AUA’s annual meeting, we 
are unable to reschedule AUA2020. 
This cancellation becomes just the 
fi fth time in the organization’s history 
an annual meeting will not be held 
(prior instances were 2 years during 
World War I and 2 years during World 
War II). While deeply disappointed 
many colleagues and friends will not 
be coming together in Washington 
D.C. this month, I am so very proud 
to be part of an organization that has 
leveraged the technology at our dis-
posal to begin sharing much of the 
science, abstracts, surgical videos, 
clinical education and more, under-
scoring our specialty’s innovative and 
unwavering spirit.  

Never in my medical career have I 
seen anything close to what the world 
is experiencing today but I am proud 
to stand alongside each of you as we 
navigate this diffi cult and challenging 
time together. As our members know, 
the AUA works to promote the high-
est standards of urological clinical 
care via the 3 primary pillars of edu-
cation, research and the formulation 
of health care policy. However,  ad-
vancing urology is more than that as it 
also means furthering the specialty in 
ways we might not traditionally think 
of, like the time, effort and sacrifi ces 
being made for the greater good of 
urology and the medical community 
as a whole.  

It has always been a pleasure to 
be a member of the AUA but it has 
been my very distinct honor to serve 
as President of an organization with 
such a steadfast commitment to the 
medical community and patients 
worldwide. The future of our spe-
cialty is incredibly bright, and I will 
be forever grateful to be a small part 
of its history.   ◆

From the AUA President
▼  Continued from page 1
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development of the current clinical 
practice guideline to provide a ratio-
nal basis for the treatment of patients 
with advanced disease based on avail-
able published data. The 2020 AUA 
advanced prostate cancer guideline 
is an expansion of the castration resis-
tant prostate cancer (CRPC) guide-
line originally published in 2013 and 
is intended to address a number of 
advanced disease states, including 
nonmetastatic biochemically recur-
rent prostate cancer, metastatic hor-
mone sensitive prostate cancer, and 
nonmetastatic and metastatic CRPC. 

The advanced prostate cancer 
guideline explores the currently 
available prognostic and treatment 
modalities available for each disease 
state while acknowledging ongoing 
research in the fi eld and current un-
met needs. Treatments evaluated in 
the guideline include conventional 
androgen deprivation therapy alone 
and in combination with fi rst and 
second line antiandrogens, chemo-
therapy, radiation therapy, surgery, 

radiopharmaceuticals, immunothera-
py and surveillance strategies. 

The guideline further explores 
appropriate use of conventional and 
advanced imaging as well as genetic 
(including germline and somatic) 
testing. Outcomes of interest are 
overall survival, prostate cancer 
mortality, progression free survival, 
prostate specifi c antigen, progression-
free survival, failure-free survival, 
metastases-free survival, time to me-
tastases, time to progression, skeletal 
events and adverse events.

Central to this guideline is the 
understanding that multimodality ap-
proaches and integration of care are 
critical to improving the treatment 
of men with advanced prostate can-
cer. Multidisciplinary clinics and the 
resulting multimodality treatment 
approaches can optimize treatment 
selection, maximize results, and min-
imize overtreatment and side effects. 

As the therapeutic landscape pro-
gresses to include further combina-
tions of systemic therapies with or 
without local therapies, advances in 
imaging, and germline and somatic 
genetic testing, treatment of ad-
vanced prostate cancer increasingly 

must embrace such management 
approaches. Team members should 
include urologists, medical oncolo-
gists and radiation oncologists at a 
minimum when supporting treat-
ment decisions for advanced disease 
are made. While focusing on disease 
treatment, patient care must also 
address issues related to quality of 
life and symptom management. As 
such, additional specialists may also 
include genitourinary pathology, 
genetic counseling, palliative care 
and holistic specialists in addition to 
primary care. 

Although dramatic recent ad-
vances have been made, many un-
met needs remain in prostate cancer 
management. Personalized care with 
predictive markers for treatment 
selection based on tumor and host 
biology have not yet been achieved. 
There has been movement toward 
identifi cation of prognostic markers 
and molecular markers based on im-
munohistochemistry and genomic 
signatures but these have yet to yield 
predictive results. 

As we move forward in the fi eld, we 
need to focus on the biological make-
up of tumors and how this can be 

better leveraged to identify treatment 
options for patients. Furthermore, 
advanced imaging technologies us-
ing novel tracers have emerged as 
sensitive and specifi c tools to detect 
metastatic disease at an earlier stage 
in the progression timeline. However, 
uncertainty remains as to how future 
image directed therapies might im-
pact oncologic outcomes.

Historically, the median survival 
for men with metastatic CRPC was 
less than 2 years2 but due to several 
factors, including standardized defi -
nitions, the impact of new therapies 
and the sequencing of therapies, the 
median survival has now more than 
doubled. It is against this backdrop 
that the panel provides evidence-
based guidance for the management 
of advanced prostate cancer and looks 
to the future with cautious optimism.   
◆

1. Siegel RL, Miller KD and Jemal A : Cancer 
statistics, 2019. CA Cancer J Clin 2019; 69: 
7. 

2. Moreira DM, Howard LE, Sourbeer KN et al: 
Predicting time from metastasis to overall 
survival in castration-resistant prostate can-
cer: results from SEARCH. Clin Genitourin 
Cancer 2017; 15: 60. 

Advanced Prostate Cancer 
Guideline
▼  Continued from page 1

Surgical Management of Lower 
Urinary Tract Symptoms Attributed 
to Benign Prostatic Hyperplasia: AUA 
Guideline Update

Steven A. Kaplan, MD
New York, New York

Male lower urinary 
tract symptoms 
(LUTS) secondary 
to benign prostatic 
hyperplasia (BPH) 

are common in men and can have 
negative effects on quality of life 
(QOL). It is the hope that this AUA 
guideline becomes a reference for ef-
fective evidence-based surgical man-
agement of LUTS/BPH.

The evidence review team 
searched Ovid MEDLINE®, the 
Cochrane Library and the Agency 
for Healthcare Research and Quality 
databases to identify randomized con-
trolled trials, clinical controlled trials, 
systematic reviews/meta-analyses and 
observational studies published and 
indexed between January 2007 and 
September 2017. Note that additional 
studies published outside of this date 

range may be included to inform 
background sections or provide his-
torical context. 

Systematic reviews and meta-
analyses were searched to identify ad-
ditional eligible studies. The review 
team also reviewed articles for inclu-
sion identifi ed by the panel. Search 
terms included Medical Subject 
Headings (MeSH) and keywords for 
procedures, devices and conditions 
related to LUTS or BPH. Limits were 
used to restrict the search to English 
language publications. 

The AUA update literature re-
view process, in which an additional 
systematic review is conducted peri-
odically to maintain guideline cur-
rency with newly published relevant 
literature, was conducted in January 
2019. This review identifi ed an addi-
tional 9 articles relevant to treatment. 
These articles were added to the 
database, and AUA’s qualitative and 
quantitative analyses were updated 

as appropriate. The review panel 
determined that the update review 
warranted a targeted update to the 
document, thereby creating the May 
2019 amendment. 

Another updated review was con-
ducted in September 2019. Two 
additional articles relevant to BPH 
treatment were identifi ed from this 
update and, therefore, the current 
guideline refl ects relevant literature 
published through September 2019.

When suffi cient evidence existed 
the body of evidence was assigned a 
strength rating of A (high), B (moder-
ate) or C (low) for support of strong, 
moderate or conditional recommen-
dations. In the absence of suffi cient 
evidence, additional information is 
provided as Clinical Principles and 
Expert Opinions.

The new iteration of guidelines 
will have statements regarding the di-
agnosis and evaluation of BPH as well 
as the treatment and re-treatment 
with minimally invasive and surgical 
therapies. The panel is also reviewing 
medical therapy for BPH but formal 
guidelines will not be presented until 
2021. 

More specifi cally, the guidelines 
will have statements on water vapor 
thermal therapy, prostatic urethral lift 
and prostate arterial embolization.1–3 

In early 2019 aquablation was added 
to the guidelines as new literature 
emerged, and this will be updated as 
well.4 

Gaps in knowledge remain. 
Therefore, opportunities for discovery 
ensue. These opportunities include 
but are not limited to many unan-
swered questions related to the role 
of infl ammation, metabolic dysfunc-
tion, obesity and environmental fac-
tors in etiology as well as the role of 
behavior modifi cation, self-manage-
ment, defi nit ion of treatment failures 
and evolving therapeutic algorithms 
in the prevention and progression of 
disease.  ◆

1. Rukstalis D, Grier D, Stroup SP et al: Prostatic 
urethral lift (PUL) for obstructive median 
lobes: 12 month results of the MedLift Study. 
Prostate Cancer Prostatic Dis 2019; 22: 411. 

2.  McVary KT, Rogers T and Roehrborn CG: 
Rezūm water vapor thermal therapy from 
lower urinary tract symptoms associated with 
benign prostatic hyperplasia: 4-year results 
from randomized controlled study. Urology 
2019; 126: 171. 

3. Abt D, Hechelhammer L, Müllhaupt G et al: 
Comparison of prostatic artery embolization 
(PAE) versus transurethral resection of the 
prostate (TURP) for benign prostatic hyper-
plasia: randomized, open label, non-inferiori-
ty trial. BMJ 2018; 361: k2338. 

4. Gilling P, Barber N, Bidair M et al: Random-
ized controlled trial of aquablation versus 
transurethral resection of the prostate in 
benign prostatic hyperplasia: one-year out-
comes. Urology 2019; 125: 169. 
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Active Surveillance for Early Stage 
Prostate Cancer—The Past or the 
Future?

Peter R. Carroll, MD, 
MPH
San Francisco, California

Two decades ago 
active surveillance 
(AS) for early stage 
prostate cancer 

rather than immediate treatment with 
surgery or radiation would have been 
unthinkable. Fast-forward to the pres-
ent and active surveillance for those 
with very low and low risk disease has 
been endorsed by all major interna-
tional guidelines. 

The impetus for this sea change 
in approach was clear evidence of 
overdetection (and resulting over-
treatment) that came with aggressive 
prostate specifi c antigen (PSA) testing 
as well as better knowledge about the 
biology and natural history of early 
stage disease. The knowledge that 
came from 3 large North American 
cohorts and additional trials in Europe 
has demonstrated the clear safety of 
this approach. Although treatment 
rates at 5 and 10 years approach 30% 
and 50%, respectively, there is an an 
exceedingly low rate of metastases at 
long-term followup.

Although AS prevalence has 
clearly increased in recent years, its 
use remains variable. There may be 
a variety of reasons for this variabil-
ity including the uncertainty patients 
and physicians have that they may be 
missing clinically signifi cant disease 
that was not sampled by standard 
evaluation. Newly refi ned and even 
standard technology has addressed 
this particular issue. Gene expression 
profi ling of the biopsy specimens has 
been shown to better identify those 
who may be harboring higher grade 
and/or stage disease and those at risk 
of progression on AS. In addition, 
multiparametric (mp) magnetic reso-
nance imaging (MRI) addresses the 
same concern (under sampling). 

However, even old technology like 
the simple calculation of PSA den-
sity (PSAD) has considerable value. 
Those with a PSAD greater than 0.15 
are at higher risk of disease progres-
sion. Concerning results using any 
of these markers does not mean that 
men need to be treated but should 
prompt early reassessment including 
early confi rmatory testing (fusion 
guided biopsy). 

The controversies surrounding AS 
currently center on whether young 

men, African American men or those 
with higher grade disease (Gleason 
Grade 3 or 4) are candidates for such 
an approach. Younger men have 
either an equivalent or lower rate of 
disease progression and, therefore, 
remain candidates for AS. However, 
this population needs to be advised 
that the likelihood of future treatment 
remains high because of generally 
low comorbidity and a longer life ex-
pectancy. African American men rep-
resent a small percentage included in 
the major cohorts that have formed 
the basis of our knowledge on AS. 
However, assessment by gene expres-
sion profi ling and mpMRI appears 
reliable in such men. Therefore, 
treatment recommendations should 
not be made on the basis of ethnicity 
alone.

The most controversial subject is 
whether men with Gleason Grade 
3 or 4 disease should be offered AS. 
Clearly this population is at higher 
risk of disease progression. However, 
it appears that volume rather than 
grade alone identifi es higher risk. 
Therefore, men with a low volume of 
secondary pattern 4 may be accept-
able candidates for AS. Such patients 
are ideal candidates for advanced 
testing with mpMRI and gene ex-
pression profi ling. It also appears 
that subtyping pattern 4 cells into 
histological subtypes (cribriform, glo-
merular, fused etc) identifi es higher 
risk. Lastly, clinicians need to be 

concerned about accurate grading in 
men with very low volume, secondary 
pattern 4 disease as tangential section-
ing of tissue can misclassify low grade 
disease as being higher grade. 

Although many believe the future 
of AS remains bright, a few changes 
in our diagnostic pathway and/or 
treatment paradigm may change 
this belief. It is clear that immediate 
biopsy in patients with elevated PSA 
leads to unnecessary biopsies (nega-
tive biopsies) or the detection of low 
grade disease that does not require 
treatment. Therefore, biopsy rates 
can be reduced by secondary screen-
ings in men with elevated serum PSA 
(serum and urine markers as well as 
mpMRI), which will likely lead to 
fewer patients diagnosed with low risk 
disease. New and aggressive biopsy 
techniques are identifying patients 
who seem to be candidates for focal 
therapy, many of whom are perfect 
candidates for AS. Urologists should 
not routinely treat patients who are 
good candidates for AS with focal 
forms of treatment. 

Finally, active surveillance as 
currently practiced with repeated 
biopsies needs to be less onerous and 
expensive. New information that pre-
dicts the risk of upgrading over time 
(PSAD, MRI, gene expression results, 
negative confi rmatory biopsies etc) 
has emerged, allowing less intensive 
and more effi cient surveillance of 
those at low risk.    ◆

Using the AUA/SUFU Recurrent UTI 
Guidelines to Better Meet Patient 
Needs 

Una J. Lee, MD
Seattle, Washington

When we see a 
woman with recur-
rent urinary tract 
infections (UTIs), 

our goal should be for that patient to 
leave highly satisfi ed with the clinic 
visit. She should have her important 
questions answered, have her level 
of distress alleviated, gain a deeper 
understanding of the problem and 
have a mutually agreed upon evalu-
ation, treatment and prevention plan 
that gives her structure and hope. 
As physicians we have the necessary 
medical knowledge but it is equally 
if not more, important to leverage 
our interpersonal skills in this service 

oriented profession.  
Recurrent UTIs are frustrating 

to patients as well as primary care 
physicians and urologists for various 
reasons. There is often a gap between 
what patients want and what physi-
cians provide.1 It is a learned skill 
to successfully assess and counsel 
patients with recurrent UTIs as they 
arrive with a wide spectrum of con-
cerns, knowledge, expectations and 
desires. As urologists we have all seen 
and evaluated patients with recurrent 
UTIs, and I would challenge us all to 
think about what we can improve to 
better meet patient needs and imple-
ment small changes that are patient 
centered. 

This way of framing the visit is 
based on several sources, the fi rst of 
which is “The Four Habits Model of 

Physician Communication.”2 The 
second is qualitative research on 
women’s experiences with recurrent 
UTIs,3 and the third is the AUA/CUA 
(Canadian Urological Association)/
SUFU (Society of Urodynamics, 
Female Pelvic Medicine & Urogenital 
Reconstruction) guidelines on recur-
rent uncomplicated urinary tract 
infections in women.4  

The Four Habits is a well-accepted 
and widely used model that has been 
associated with an increase in patient 
satisfaction. The half-day to full-day 
course teaches us to break out of the 
doctor centered medical interview 
and models key behaviors that priori-
tize patient needs. The Four Habits 
are 1) invest in the beginning of the 
visit and build rapport, 2) elicit the 
patient’s perspective, 3) demonstrate 
empathy and 4) involve the patient 
at the end of the visit in designing a 
treatment plan (fi g. 1).

An important way of investing in 
the beginning of the visit is to ask 
patients upfront, “What are your 

concerns?” and then make sure 
to answer their question(s) in lan-
guage they understand. Qualitative 
research on women with recurrent 
UTIs has shown that they are fearful 
of recurrent UTIs as a harbinger of 
a larger underlying disease.5 If they 
express that they are worried that they 
have cancer or that something else is 
wrong, then be sure to circle back and 
explain why something serious is not 
the cause of the UTIs but that they 
have an increased vulnerability to 
UTIs that can be alleviated through 
targeted strategies.  

Eliciting patient perspective is a 
critical step in developing rapport 
with patients and understanding their 
goals. By summarizing themes and 
using illustrative quotes, qualitative 
research allows providers to walk in 
women’s shoes and see the world 
from their viewpoints.6,7 Women with 
recurrent UTIs describe symptoms 
that are beyond the textbooks, such 



AUANEWS   May 2020 5  

as “a terrible scorch,” “peeing barb 
wire” and “a vile infection that causes 
shaking and shivering, terrible diar-
rhea and waves of nausea.” Relief has 
been described as “happiness” in the 
bladder.8 

Patients report that UTIs det-
rimentally impact every aspect of 
their lives (sexual relationships, work 
productivity, home responsibilities 
and social lives including anxiety 

about future plans), thus leading to 
a heightened level of distress as well 
as increased association of depression 
and anxiety.9–11 Women who articu-
late being thankful for antibiotics are 
also fearful of their risks, resistances 
and side effects. They express interest 
in complementary and alternative 
therapies including dietary and life-
style changes as these options give 
them a greater sense of control and 
empowerment, allowing them to heal 
instead of suppressing the disease 
process.8  

Women also perceive doctors as vil-
lains or heroes based on their interac-
tions. They feel dismissed and judged 
by some providers and acknowledged 
and validated by conscientious, caring 
and supportive physicians. The words 
we say and the way we communicate 
are powerfully felt by patients who 
are desperate for a cure and a cause. 
Saying, “I don’t know why you are 
getting these UTIs,” “It’s normal to 
get UTIs” or “Try to stay clean down 
there” can come across as dismissive, 
judgmental and uncaring. 

Instead, physicians can express 
empathy and validate concerns1 with 
phrases like, “It sounds like these uri-
nary infections have been upsetting 
and stressful.” Doctors can also frame 
diagnoses and provide education by 
saying, “These UTIs are occurring 
frequently because there is a low level 
of estrogen in that area of the body 
which is making you more vulner-
able to UTIs.” Patient education on 
judicious antibiotics use is also key, 

Recurrent UTI Guidelines 
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THE FOUR HABITS MODEL
Habit Skills Techniques and Examples Payoff 

Invest in the 
Beginning

Create rapport 
quickly 

Draw out the  
patient’s concerns 

Plan the visit with 
the patient 

Introduce yourself to everyone in the room 
Acknowledge wait 
Convey knowledge of patient’s history by commenting on prior visit or problem 
Attend to the patient’s comfort 
Make a social comment or ask a non-medical question to put patient at ease 
Adapt your language, pace, and posture in response to the patient 

Start with open-ended questions: 
- “What would you like help with today?”  Or, “I understand that you’re here 

for … Could you tell me more about that?” 
- “What else?” 
Speak directly with the patient when using an interpreter 

Repeat concerns back to check understanding 
Let the patient know what to expect: “How about if we start with talking  

    more about…, then I’ll do an exam, and then we’ll go over possible tests/ways 
    to treat this?  Sound OK?” 

Prioritize when necessary: “Let’s make sure we talk about X and Y.  It sounds  
    like you also want to make sure we cover Z.  If we can’t get to the other  
    concerns, let’s…” 

Establishes a  
    welcoming atmosphere 

Allows faster access to      
    real reason for visit 

Increases diagnostic 
    accuracy 

Requires less work 
Prevents “Oh by 

    the way…” at the end 
    of the visit 

Facilitates negotiating  
    an agenda 

Decreases potential  
    for conflict 

Elicit the 
Patient’s
Perspective

Ask for the 
patient’s ideas 

Elicit specific 
requests 

Explore the impact 
on the patient’s life 

Assess the patient’s point of view: 
“What do you think is causing your symptoms?” 
“What worries you most about this problem?” 

Ask about ideas from significant others 

Determine the patient’s goal in seeking care: “when you’ve been thinking 
    about this visit, how were you hoping I could help?” 

Check context: “How has the illness affected your daily activities/work/ 
family?” 

Respects diversity 
Allows the patient to   

    provide important 
    diagnostic clues 

Surfaces hidden  
    concerns 

Reveals use of 
    alternative treatments 
    or requests for tests 

Improves diagnosis of 
   depression and anxiety 

Demonstrate
Empathy

Be open to the 
patient’s emotions 

Make at least one 
empathic statement 

Convey empathy 
nonverbally 

Be aware of your 
own reactions 

Assess changes in body language and voice tone 
Look for opportunities to use brief empathic comments or gestures 

Name a likely emotion: “That sounds really upsetting.” 
Compliment the patient on efforts to address own problem 

Use a pause, touch, or a facial expression 

Use your emotional response as a clue to what the patient might be feeling 
Take a brief time-out if necessary 

Adds depth and 
    meaning to the visit 

Builds trust, leading 
    to better diagnostic 
    information, 
    adherence, and  
    outcomes 

Makes limit-setting or 
    saying “no” easier 

Invest in 
the End 

Deliver diagnostic 
information

Provide education 

Involve the patient 
in making 
decisions

Complete the visit 

Frame diagnosis in terms of patient’s original concerns 
Test for patient comprehension 

Explain rationale for tests and treatments 
Review possible side effects and expected course of recovery 
Recommend lifestyle changes 
Provide written materials and refer to other resources (Healthwise Handbook) 

Discuss treatment goals 
Explore options, listening for the patient’s preferences 
Set limits respectfully: “I can understand how getting that test makes sense to 
you.  From my point of view, since the results won’t help us diagnose or treat 
your symptoms, I suggest we consider this instead.”   
Assess the patient’s ability and motivation to carry out plan 

Ask for additional questions: “Anything else you wanted to talk about?” 
Assess satisfaction: “Did you get what you needed?” 
Reassure the patient of ongoing care 

Increases potential for  
    collaboration 

Impacts health  
    outcomes 

Improves adherence 
Reduces return calls 

    and visits 
Encourages self care 

Figure 1. New approach to medical interview: the Four Habits Model. Reprinted with permission.2 

    ▼  Continued on page 6
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Figure 2. Recurrent uncomplicated UTIs in women: AUA/CUA/SUFU diagnosis & treatment algorithm.

and patients are receptive when the 
reasoning is explained in terms they 
can understand.

I would encourage all urologists to 
read the entire content of the AUA 
guidelines on recurrent UTIs4 as 
there is a wealth of information in 
the document that can be delivered 
in a patient friendly way to educate 
patients on the evidence-based rec-
ommendations. The 1-page diagnosis 
and treatment algorithm from the 
guideline can be printed as a handout 
and used as a visual tool to  facilitate a 
discussion on the various therapeutic 
options resulting in a mutually agreed 
upon plan (fi g. 2). 

Step 4 of the Four Habits includes 
delivering the diagnosis, providing 
education, and involving the patient 
in the evaluation and treatment plan. 
One gap between patients and doc-
tors is that patients are focused on 
improving care for acute UTIs while 
physicians are focused on prophylaxis 
and effi cacious management of the 
recurrent UTIs as a chronic condi-
tion.5 To address this discrepancy, 
physicians also need to create a plan 
for when acute UTI symptoms de-
velop. This step is when physicians 
can educate patients on the impor-
tance of submitting specimens for 
urinalysis and culture as well as set 
expectations for next steps. Through 
patient education, shared decision 
making and managing expectations, 
the goal of patient satisfaction and 
high quality care of recurrent UTIs 
can be achieved.  

Recurrent UTIs in women are a 
prevalent, costly and impactful prob-
lem that often cause a high level of 
patient distress. As physicians, we can 
elevate the quality of care that we pro-
vide to women through individual-
ized patient centered communication 
that is grounded in sound evidence 
including antibiotic stewardship.  ◆
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AUA VIRTUAL EXPERIENCE

VIRTUAL SCIENCE – A NEW, MULTI-
MEDIA REINVENTION OF THE AUA2020 
POSTER & PODIUM SESSIONS

Abstract presentation  will be available on May 
15. AUA members will have access to slides and
recorded audio presentations of the studies, to 
further enhance the educational experience. 

AUA LIVE – A TWO-DAY VIRTUAL 
EDUCATION EXPERIENCE!
On June 27-28, 2020 the AUA will host two days 
of select live-streamed educational programming, 
including keynote lectures, sessions on new clinical 
guidelines, semi-live surgeries, late-breaking science, 
industry updates and more. More details to come!

AUA SUMMER SCHOOL – LIVE 
INSTRUCTIONAL COURSE WEBINARS
From June to August, AUA will launch two live 
instructional Webinars per week, with topics 
spanning the urologic clinical spectrum.

RESEARCH WEEKEND – 
RECORDED WEBCASTS
Later this summer, the AUA will Webcast its 
popular research programs: Urologic Oncology 
Research Symposium, Basic Sciences Symposium, 
Challenges for Urologic Research and Early-Career 
Investigators Showcase.

SURGICAL VIDEOS
This pring the AUA will publish all of the accepted 
Surgical Videos. Two new videos will be made 
available each week.

PRACTICE MANAGEMENT PROGRAM – 
VIRTUAL LIVE MEETING
On May 15-16, the AUA will bring you six sessions on 
the topics impacting your urology practice.

UROLOGIC CARE FOR THE  
ADVANCED PRACTICE PROVIDER – 
VIRTUAL LIVE MEETING
On May 16-17, the AUA will feature two full days of 
programming devoted to enhancing the education of 
APPs and other allied healthcare professionals.

Access The Latest Education from AUA Right from Your Computer!
All Programs are Offered as a Free AUA Member Benefit 

Visit AUA2020.org/VirtualExperience for More Details!

Complete Stone Removal May 
Eliminate Recurrent Urinary Tract 
Infections

Marcelino Rivera, MD Deepak Agarwal, MD

Indianapolis, Indiana

Recurrent urinary tract infections 
(rUTIs), defi ned as 2 urinary tract 
infections (UTIs) in a 6-month pe-
riod or more than 3 in 12 months, is 
a prevalent, costly disease affl icting 
women disproportionately more than 
men with evaluation and treatment 
costs approaching $2 billion annually 
in the United States alone.1 After a 
comprehensive history and physical 
examination confi rming prior posi-
tive cultures when symptomatic, and 
a current urinalysis and culture are 

performed, further contributing ana-
tomic factors may be identifi ed.  

Per the AUA/CUA (Canadian 
Urological Association)/SUFU 
(Soc iety of Uro dynamics, Female 
Pelvic Medicine & Urogenital 
Reconstruction) guideline, while 
routine upper tract imaging for 
uncomplicated rUTIs is not recom-
mended, if there is suspicion of com-
plicating factors, upper tract imaging 
may be considered.1 A signifi cant 
number of patients who are referred 
to a urologist with a diagnosis of 
rUTIs already have had upper 
tract imaging obtained and stones 
identifi ed. 

While individuals with rUTIs may 
have upper tract stones identifi ed 
during an evaluation, the degree to 
which urinary stones contribute to 
UTIs is poorly understood. Urological 
dogma has trained us to understand 
that certain bacteria, particularly ure-
ase splitting organisms, are known to 

create infectious/struvite stones. Less 
is known about noninfectious stone 
disease and the infl uence on rUTIs 
or if metabolic stones can even har-
bor bacteria. Prior investigations into 
positive stone cultures in nonstruvite 
stone disease have demonstrated a 
microbiome attached to metabolic 
stones.2  

A microbiome of urinary stones is 
now emerging as a result of advances 
in the ability to extract bacterial DNA 
via 16S rRNA gene sequencing. 
Common urinary bacteria and un-
common colonizers of the urinary 
tract have been identifi ed using these 
advanced sequencing techniques.2 
However, whether these identifi ed 
organisms are pathogenic and con-
tribute to rUTIs is unknown. A sug-
gestion of the presence of a stone as 
the source of rUTIs may be a recur-
rent identical organism on culture.3 
In patients with rUTIs and upper 
tract stones is the stone acting as a 
safe haven for these pathogenic bac-
teria only to seed the lower tract once 
treatment with antibiotics has been 
completed?

Omar et all performed one of the 
largest investigations of rUTIs and 

upper tract urinary stones.4 The study 
identifi ed 120 patients confi rmed 
to be stone-free on routine followup 
x-ray of the kidneys, ureters and 
bladder, and ultrasound following 
treatment with percutaneous neph-
rolithotomy (PCNL), extracorporeal 
shock wave lithotripsy (ESWL) or 
ureteroscopic (URS) stone removal.4 
Of the patients nearly 70% were fe-
male and PCNL was the most com-
mon procedure performed, followed 
by ESWL and ureteroscopy. Stone 
analysis included nonstruvite and 
struvite stones. Patients were then 
grouped into those with persistent 
rUTIs vs cured rUTIs at 1 year after 
stone removal. Of the patients 48% 
were cured of rUTIs at 1 year and 
those most likely to clear infections 
were associated with Escherichia 
coli positive urine cultures. However, 
Enterococcus was associated with 
failed clearance of recurrent infec-
tion. The authors concluded that 
individuals with E. coli rUTIs should 
be offered stone clearance.

Given the positive results of 
Omar et al4 and previous work 

http://www.AUA2020.org/VirtualExperience
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demonstrating relatively high effi cacy 
in eliminating rUTIs with stone re-
moval, we evaluated an institutional 
cohort focused on a defi ned group of 
patients with rUTIs in the absence of 
an obstructing or symptomatic stone, 
or presence of struvite stone disease.5 
All patients underwent either URS 
or PCNL for stone removal due to 
higher stone-free rates and given the 
importance of rendering these partic-
ular patients as stone-free as possible. 
We identifi ed 46 patients who met 

criteria with a variety of organisms 
present in preoperative urine cul-
ture with E. coli and Enterococcus 
species as the most common. Stone 
culture results were positive in 54% 
and concordant with preoperative 
urine cultures in 67%. At a median 
followup of 2.9 years 89% of the co-
hort were free of rUTIs. Patients 
experienced an average of 3.1 UTIs 
in the year prior to intervention and 
only 0.5 UTIs annually thereafter. 
Only the presence of a residual stone 
fragment was signifi cantly associated 
with rUTIs after intervention.     

rUTI is a common and complex 
disease resulting in a high expendi-
ture of health care dollars with a lack 

of high quality evidence supporting 
clinical guidelines. We identifi ed a 
subset of patients with nonobstruct-
ing, nonstruvite stone disease who ap-
pear to benefi t clinically from stone 
removal. Residual stone fragments 
are a nidus for further UTIs in this pa-
tient population.  Previous teaching 
that only struvite stone disease is asso-
ciated with UTI appears to be limited, 
and individuals with rUTIs and upper 
tract stones appear to benefi t greatly 
from complete stone clearance.  

A better understanding of which 
patients with rUTIs would benefi t 
most from stone removal is needed 
as well as further study toward a bet-
ter understanding of the role of stone 

microbiome of secondarily infected 
stones.    ◆
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Stone Removal and UTIs
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Brachytherapy Monotherapy—a 
Treatment of the Past?

David D. Yang, MD Martin T. King, MD, 
PhD

Marco Paciotti, MD Quoc-Dien Trinh, MD

Prostate brachytherapy is the implan-
tation of radioactive sources directly 
into the prostate in order to deliver 
a high dose of radiation to the gland 
while minimizing radiation to normal 
tissues. The radioactive sources can be 
left in the prostate either permanently 
at a low dose rate (LDR) or temporar-
ily at a high dose rate (HDR). 

Brachytherapy monotherapy, 
along with external beam radiation 
therapy (EBRT) and radical prosta-
tectomy, is recommended as one of 
the options for the defi nitive manage-
ment of low risk and favorable inter-
mediate risk prostate cancer based on 
guidelines from various professional 
organizations.1,2 However, despite the 
endorsement of brachytherapy mono-
therapy for the management of favor-
able risk prostate cancer by profes-
sional societies, brachytherapy use for 
favorable risk disease has signifi cantly 
decreased in recent years, particularly 
among patients who choose active 
treatment.3 

A study of the National Cancer 
Database revealed that while approxi-
mately 30% of patients at low risk who 
received defi nitive local therapy were 
treated with brachytherapy in 2004, 
this rate had alarmingly decreased to 

only about 15% during the course of 
8 years. This decrease is likely caused 
by a variety of societal and economic 
factors. In particular, there is a mistak-
en perception that brachytherapy is 
an antiquated modality, despite high 
quality modern data outlined below 
which have consistently demonstrat-
ed brachytherapy to have excellent 
effi cacy, a favorable side effect profi le 
and cost effectiveness. 

Brachytherapy monotherapy has 
reliably shown excellent long term 
cancer control outcomes, with 8- and 
10-year biochemical control rates 
greater than 90% in properly selected 
patients with high quality implants.4–6 
Two small, prospective randomized 
trials did not demonstrate a differ-
ence in biochemical control between 
brachytherapy and radical prostatec-
tomy for low risk disease.7,8 These 
data are not novel, and no recent data 
have suggested that brachytherapy 
would be an inferior treatment in the 
appropriate settings.

In terms of morbidity and burden 
on the patient, brachytherapy of-
fers several advantages compared to 
EBRT and radical prostatectomy. 
Compared to EBRT, which consists 
of daily radiation typically over the 

Boston, Massachusetts

course of 4 to 8 weeks (although ultra-
hypofractionated radiation therapy 
consisting of as few as 5 fractions is 
seeing greater adoption in the U.S.), 
brachytherapy can be performed in 
as few as 1 session using permanent 
seeds or 2 sessions using temporary 
implants.9 

Brachytherapy also compares 
favorably to nerve sparing radical 
prostatectomy in terms of quality of 
life. In a recent prospective study of 
1,386 men with favorable risk pros-
tate cancer LDR brachytherapy had 
a signifi cantly less negative impact 
on sexual function and urinary con-
tinence compared to nerve sparing 
prostatectomy, while producing more 
irritative urinary symptoms and worse 
bowel function.10 

Furthermore, brachytherapy—
particularly LDR brachytherapy—is a 
cost effective option for patients with 
favorable risk disease. A cost effective-
ness analysis that incorporated the 
cost of initial treatment as well as the 
costs of managing adverse effects, sur-
veillance and patient time revealed  
that for men age 65 years old or older 
the cost of brachytherapy was $2,806 
less than open prostatectomy based 
on a Medicare fee schedule.11 A sec-
ond study using time driven, activity 
based costing from the treatment of 
low risk prostate cancer estimated 
that through 5 years of followup LDR 
brachytherapy costs $7,968 less than 
robotic prostatectomy.12 

Modern brachytherapy is an op-
timal option for men with favorable 
risk prostate cancer and minimal 
baseline irritative urinary symptoms. 
It provides an excellent opportunity 
for collaboration between brachy-
therapists and urologists at the time 
of implantation and postoperative 
management. 

Despite its advantages, 

brachy therapy is sometimes not an 
ideal treatment option for certain 
patients and, therefore, patient se-
lection is crucial. Patients with con-
traindications to radiation therapy 
including those with certain con-
nective tissue disorders or infl am-
matory bowel disease should not 
be considered for brachytherapy. 
Having a prostate gland larger than 
60 cc and signifi cant obstructive 
urinary symptoms based on the 
International Prostate Symptom 
Score are relative contraindications 
to brachytherapy. These patients are 
at greater risk of acute urinary reten-
tion after brachytherapy, and base-
line obstructive urinary symptoms 
would be expected to worsen in the 
long term. These 2 groups of patients 
may be better served by radical pros-
tatectomy to relieve the obstruction. 
Other relative contraindications in-
clude prior pelvic radiation, a large 
median gland, a large transurethral 
resection of the prostate defect and 
prior rectal surgery. 

Advancements in multiparametric 
magnetic resonance imaging (MRI) 
and its increasing adoption in clinical 
care provide an exciting opportunity 
for prostate brachytherapy. There is 
signifi cant interest in the incorpora-
tion of MRI, either obtained as part 
of the diagnostic evaluation or dedi-
cated imaging at the time of implan-
tation, into the treatment planning 
process to increase the precision of 
the radioisotope placement. Risk 
adaptive strategies when higher doses 
are delivered to the primary lesions 
within the gland as identifi ed on MRI 
compared to the rest of the gland 
are being actively investigated.13 
Additionally, interest in partial gland 
brachytherapy via identifi cation 

    ▼  Continued on page 10
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 FROM THE   AUA Secretary

Actions and Updates from the Winter 
AUA Board of Directors Meeting

John D. Denstedt, MD, 
FRCSC, FACS, FCAHS
London, Ontario, Canada

Listed below are 
several action items 
and updates from 

the February 2020 meeting of the 
AUA Board of Directors. 

AUA President-Elect Confi rmed

Dr. Raju Thomas will serve as the 
AUA President-Elect from May 
2020-2021 to then ascend to AUA 
President from May 2021-2022. Dr. 
Thomas is chair of the Department of 
Urology at Tulane University Medical 
Center. His career has been dedi-
cated to fi nding minimally invasive 

therapy alternatives to open urologi-
cal surgery. He has the distinction of 
introducing laparoscopy to urology in 
1991, and in 2002 was the fi rst sur-
geon to perform robotic surgery in the 
entire Gulf South. Dr. Thomas has 
authored more than 180 scientifi c ar-
ticles and book chapters, and was the 
recipient of the AUA Distinguished 
Service Award in 2016. 

New AUA Education Council Chair

Dr. Jay D. Raman of Penn State 
Health has been appointed  by the 
AUA Board of Directors as the new 
chair-elect of the AUA Offi ce of 
Education beginning June 1, 2020 
and will start the 4-year term as chair 
on June 1, 2021. He will lead the 
AUA Education Council, providing 

strategic oversight to shape and ex-
ecute the education initiatives of 
the AUA. During the last 10 years 
Dr. Raman has served as faculty for 
more than 20 AUA courses, director 
for the Fundamentals in Urology 
Course, chair of the Urology Video 
Education Committee and member 
of the AUA Education Council.  He 
currently is the Mid-Atlantic Section 
representative on the Editorial Board 
of The Journal of Urology®.

AUAUniversity YouTube Channel 
Update

In May 2019 the AUA Offi ce 
of Education launched the 
AUAUniversity YouTube Channel. 
The channel features a wide variety 
of educational videos, as well as all 
of the podcasts. AUA members now 
have access to free urological edu-
cation right at their fi ngertips. The 
YouTube Channel has nearly 400 
subscribers and more than 16,300 
views.

New AUA Guideline Topic

The AUA Board of Directors ap-
proved the topic of upper tract urothe-
lial carcinoma for a new guideline to 
be developed in the next 18 months. 
Upper tract urothelial carcinoma is a 
topic that has been continually pro-
posed by AUA membership because 
it is a disease associated with signifi -
cant morbidity and poor prognosis.

Urology Care Foundation 
Humanitarian Grant Program

The new Urology Care Foundation 
Humanitarian Grant Program will 
recognize and support individuals 
and projects that provide direct urol-
ogy care to impoverished individuals 
and communities in underserved 
areas either in the United States or 
abroad. Grants will be given to AUA 
members who are pursuing signifi -
cant and outstanding contributions to 
humanitarian urological efforts in im-
proving patient care. See page 15 in 
the April issue of AUANews for more 
information about this program.   ◆

Christopher M. 
Gonzalez, MD, MBA
Chair, AUA Public 
Policy Council
Chicago, Illinois

As my service 
with AUA Public 

Policy ends I am reminded of the 
book Start with Why by Simon 
Sinek.1 The book explains that 
the best organizations inspire their 
members with “why” they exist as 
compared to “how” or “what” they 
do. 

According to our mission state-
ment, the AUA promotes the highest 
standards of urological clinical care 
through education, research and the 
formulation of health care policy. In 
simple terms the AUA’s “why” is the 
support and protection o f our ability 
to provide the best care possible for 
our patients. 

To this end, the AUA Public 
Policy Council identifi es the on-
going threats to our practice and 
formulates plans to mitigate those 
threats independently or through 

coalitions within or outside our spe-
cialty. Examples of successful public 
policy victories to preserve practice 
include the U.S. Preventive Services 
Task Force recommendation 
change from a D to a C to restore 
appropriate prostate cancer screen-
ing, state by state defeat of legisla-
tion designed to restrict and/or ban 
the care we provide to our pediatric 
intersex patients, and the establish-
ment of fair reimbursement for the 
revised evaluation and management 
urology codes.

As the number of threats has 
grown, recent AUA public policy 
expansion has met these challenges. 
The formation of the State Advocacy 
Committee has allowed us to miti-
gate and defeat harmful legislation 
at the local level while the Patient 
Advocacy Program has provided 
high level patient engagement and 
effective advocacy efforts with law-
makers. The Research Advocacy 
Committee has provided vision and 
strategy to heighten our presence 
at the National Institutes of Health 
and with Congress to promote the 
importance of research funding for 

Remembering the “Why” of Urology

 FROM THE    AUA Public Policy Council urological diseases. The regulatory 
and workforce work groups have 
provided analysis, strategy and 
communication surrounding the 
rapidly evolving regulatory burdens 
and changing membership demo-
graphics of our specialty.  

Most recently, the Telehealth 
Task Force has provided outstand-
ing analysis, solutions and guid-
ance for members as they navigate 
through the COVID-19 crisis. 
Engagement of our students, train-
ees and recent graduates in the 
public policy space is one of the 
most important priorities for the 
AUA. I am happy to say that iden-
tifi cation and training of the next 
generation of AUA public policy 
leaders continue to thrive through 
the Gallagher scholarship, the 
newly formed AUA Policy and 
Advocacy Resident workgroup 
and the H. Logan Holtgrewe fel-
lowship training program. 

The most exciting development 
from the last 4 years has been the 
establishment of the AUA Public 
Action Committee (AUAPAC) and 
the launch of the Annual Urology 
Advocacy Summit. The AUAPAC 
provides a mechanism for all 
urologists to get involved in the 
political process and advocate for 

fair reimbursement, less regulatory 
burden, increased research dollars 
for urological diseases, augmenta-
tion of graduate medical training 
funds and medical malpractice 
reform. 

The Summit provides the venue 
for the “House of Urology” to gath-
er and advocate for these issues in 
Washington, D.C. every year. The 
2020 Summit will be held August 
31–September 2.  

It has been an honor to serve 
AUA members, leadership and most 
importantly patients for the past 8 
years. I want to acknowledge and 
thank all of the committee members 
on the AUA Public Policy Council, 
AUA staff, American Association of 
Clinical Urologists, Large Urology 
Group Practice Association lead-
ership as well as more than a 
dozen urology specialty societies 
that partner with us on advocacy 
for the wonderful work they do. 
Congratulations to our new chair, 
Dr. Eugene Rhee and a heartfelt 
thanks to our outstanding chief 
policy offi cer Dr. Kathy Shanley 
for the fantastic work she does. The 
future is bright for our organiza-
tion.  ◆

1. Sinek S: Start with Why. New York, New 
York: Portfolio 2011.
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of the dominant lesions on MRI is 
ongoing, which would provide the 
advantage of sparing treatment to 
segments of the gland without disease 
and hence a theoretical decrease in 
side effects.14 

For patients with low and favor-
able intermediate risk prostate can-
cer seeking defi nitive management, 
brachytherapy monotherapy is a 
clinically and cost effective modality 
with a favorable morbidity profi le and 
multiple exciting opportunities for 
future growth. Rather than simply a 
treatment of the past, prostate brachy-
therapy is a treatment of the past, the 

present and the future for men with 
favorable risk prostate cancer.  ◆

1. Sanda MG, Cadeddu JA, Kirkby E et al: Clini-
cally localized prostate cancer: AUA/AS-
TRO/SUO guideline. Part II: recommended 
approaches and details of specifi c care op-
tions. J Urol 2018; 199: 990.

2. Bekelman JE, Rumble RB, Chen RC et al: 
Clinically localized prostate cancer: ASCO 
clinical practice guideline endorsement of an 
American Urological Association/American 
Society for Radiation Oncology/Society of 
Urologic Oncology Guideline. J Clin Oncol 
2018: JCO1800606.

3. Gray PJ, Lin CC, Cooperberg MR et al: Tem-
poral trends and the impact of race, insur-
ance, and socioeconomic status in the man-
agement of localized prostate cancer. Eur 
Urol 2017; 71: 729.

4. Zelefsky MJ, Kuban DA, Levy LB et al: Multi-
institutional analysis of long-term outcome 
for stages T1-T2 prostate cancer treated with 
permanent seed implantation. Int J Radiat 
Oncol Biol Phys 2007; 67: 327.

5. Demanes DJ, Martinez AA, Ghilezan M et al: 
High-dose-rate monotherapy: safe and effec-
tive brachytherapy for patients with localized 
prostate cancer. Int J Radiat Oncol Biol Phys 
2011; 81: 1286.

6. Shapiro EY, Rais-Bahrami S, Morgenstern C 
et al: Long-term outcomes in younger men 
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J Urol 2009; 181: 1665.
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for low-risk prostatic cancer: a prospective 
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prostatectomy versus brachytherapy for the 
treatment of low risk prostate cancer. Can J 
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2019; 105: S56.

10. Hoffman KE, Penson DF, Zhao Z et al: Pa-
tient-reported outcomes through 5 years for 
active surveillance, surgery, brachytherapy, 

or external beam radiation with or without 
androgen deprivation therapy for localized 
prostate cancer. JAMA 2020; 323: 149.

11. Hayes JH, Ollendorf DA, Pearson SD et al: 
Observation versus initial treatment for men 
with localized, low-risk prostate cancer: a 
cost-effectiveness analysis. Ann Intern Med 
2013; 158: 853.
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lizing time-driven activity-based costing to 
understand the short- and long-term costs of 
treating localized, low-risk prostate cancer. 
Cancer 2016; 122: 447.
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Brachytherapy Monotherapy
▼  Continued from page 8
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Artifi cial Intelligence in Urological 
Research

Boston, Massachusetts 

Whether users recognize it or not, 
artifi cial intelligence powers everyday 
interactions with technology includ-
ing speech recognition, search algo-
rithms, smartphone cameras, social 
media feeds and shopping recom-
mendations.1 Although the current 
renaissance of artifi cial intelligence is 
still in its infancy, it holds particular 
promise for applications in health 
care including urology. 

The term “artifi cial intelligence” 
is broad, and most contemporary ap-
plications leverage a specifi c subset of 
machine learning techniques called 
deep learning.1 Whereas classical ma-
chine learning relies on fairly rigid fea-
tures and models designed by hand, 
deep learning allows the development 
of fl exible classifi cation models that 
rely only on feeding the model raw 
data and corresponding class labels, 
allowing the model to learn patterns 
represented in the data (see fi gure).1 
Since deep learning models require 
estimation of hundreds of millions 

of parameters, it was not until recent 
advances in computer hardware and 
the availability of large datasets that 
such approaches were pragmatic for 
common applications.

There are already numerous high 
profi le examples of deep learning 
in health care. For example, in one 
study a Google team developed a 
deep learning model to predict in-
hospital mortality, 30-day readmis-
sion and even diagnoses at time of 
discharge with remarkable accuracy.2 
Notably, this effort required data from 
more than 200,000 patients and used 
more than 46 billion data points, em-
phasizing the scale of data required to 
achieve excellent performance. 

In addition to clinical prediction, 
deep learning has been leveraged for 
medical image classifi cation. By way 
of illustration, in the CAMELYON16 
research competition, investigators 
developed an algorithm that de-
tected breast cancer metastases in 
lymph node specimens with equal 
or better accuracy than a panel of 11 
pathologists. 

Beyond recapitulating pathologi-
cal diagnosis, deep learning has also 
been used to predict long-term events 
from a radiographic study such as 
predicting all cause mortality from 
a single chest X-ray in the PLCO 
(Prostate, Lung, Colorectal and 
Ovarian Cancer Screening Trial) 
study or 5-year risk of developing 
breast cancer from a mammogram. 

Urological applications for deep 

Aria F. Olumi, MD
Chair, AUA Research 

Council

Boris Gershman, MD

learning are also emerging with the 
majority of studies focusing on medi-
cal image classifi cation tasks.3 For 
instance, 2 studies recently published 
in Lancet Oncology developed deep 
learning algorithms for the Gleason 
grading of prostate biopsies and per-
formed as well as or better than a 
group of reference pathologists. 

Similarly, early efforts have at-
tempted to characterize kidney tu-
mors from cross sectional imaging. 
For example investigators have de-
veloped deep learning algorithms to 
predict kidney tumor histology from 
magnetic resonance imaging and 
multiphasic computerized tomog-
raphy.3 Machine learning methods 
that do not rely on deep learning 
have also been applied in attempts to 
improve predictive models for clini-
cal outcomes, such as prediction of 
stone free rates following shockwave 
lithotripsy. Although much additional 
work is required to optimize perfor-
mance and validate results, such early 
efforts provide examples of potential 
use cases in urology.

There are a number of chal-
lenges for deep learning methods in 
health care. Most importantly, deep 
learning requires large amounts of 
data for training to achieve optimal 
performance. This represents a bar-
rier in many applications where large 
data sets containing raw data linked 
to outcomes of interest are unavail-
able, particularly for medical image 
classifi cation tasks. Moreover, as with 
any predictive model deep learning 
models require external validation 
to establish realistic performance for 
widespread clinical applications. 

Another challenge relates to dis-
semination. Deep learning models 
represent a black box. Unlike con-
ventional models where the discrete 
features used for prediction are iden-
tifi able and can be understood by end 
users, deep learning models have no 
such correlate. Although methods 
have been described to visualize 
the features used by deep learning 
models, this truth remains a potential 

Figure. Illustration of workfl ow for processing digitized pathologic images with deep learning network. Raw 
source image is subdivided into image patches (left) which are then fed into 18-layer convolutional neural 
network (CNN). CNN then processes raw data across layers to produce fi nal classifi cation (eg benign vs 
malignant).

 

    ▼  Continued on page 11
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AUA Offers Educational Activities 
24/7

Victor W. Nitti, MD 
Chair, AUA Education 
Council
Los Angeles, California

2020 has shown us 
how we can and 
should integrate 

technology into our lifelong learning. 
Although the AUA had to cancel the 
2020 annual meeting, the fi rst time 
since World War II, the AUA Offi ce 
of Education continues to bring 
you as much of that education as pos-
sible at the AUAUniversity (https://

auau.auanet.org/).
AUAUniversity is centered around 

a robust search engine supporting  ap-
proximately 375 available activities, 
which allows our members to fi nd 
educational content faster and more 
effi ciently. Because our member-
ship is diverse, with many members 
identifying as general urologists and 
others practicing within a specifi c 
patient population, the homepage 
offers several ways to fi nd education. 
We have categorized our educational 
activities into the American Board of 
Urology Lifelong Learning categories 
(Core/General Urology; Oncology, 

barrier to adoption. 
Ethical issues will also need to be 

addressed. For instance, deep learn-
ing algorithms may promote racial 
bias and discrimination inherent 
in nonrepresentative training data. 
Conversely, it is possible that a di-
versely trained algorithm may be less 
subject to such racial bias than exist-
ing clinical models, as was observed 
in a study that compared deep learn-
ing and clinical models for predicting 
breast cancer risk. Furthermore, re-
cent expansion of privacy regulations 
such as the General Data Protection 
Regulation (GDPR) in Europe will 
make the creation of large datasets 
for deep learning applications more 
challenging. 

Despite these challenges, artifi cial 
intelligence holds tremendous prom-
ise for accelerating advances and 
paradigmatic shifts in health care. 
While the ultimate impact on patient 
care will depend on many factors, it 
represents an exciting opportunity 
for urologists to lead in technologi-
cal innovation and address key issues 
related to data availability, patient 
privacy and ethics.   ◆

1. LeCun Y, Bengio Y and Hinton G: Deep learn-
ing. Nature 2015; 521: 436.

2. Rajkomar A, Oren E, Chen K et al: Scalable 
and accurate deep learning with electronic 
health records. NPJ Digit Med 2018; 1: 18.

3. Suarez-Ibarrola R, Hein S, Reis G et al: Cur-
rent and future applications of machine and 
deep learning in urology: a review of the lit-
erature on urolithiasis, renal cell carcinoma, 
and bladder and prostate cancer. World J 
Urol 2019; doi:10.1007/s00345-019-03000-5.

Urinary Diversion and Adrenal; 
Calculus, Laparoscopy-Robotics 
and Upper Tract Obstruction; 
Impotence, Infertility and Andrology; 
and Neurogenic Bladder, Voiding 
Dysfunction, Female Urinary, BPH 
and Urethral Stricture). The left navi-
gation column allows you to search 
by those categories or alternatively 
by a wide variety of urological top-
ics (eg BPH, Clinical Guidelines, 
Pediatrics).

 Click on “Catalog” in the naviga-
tion bar at the top of the homepage to 
search the AUA educational library.  
If you are an AUA Update Series, 
SASP or JU Home Study subscriber, 
you can fi nd these products under 
the “Quick Links” tab.  A corner-
stone of the AUAUniversity, the Core 
Curriculum is also easily accessible 
from the homepage. In the center of 
the homepage are the most current 

course videos as well as podcasts of 
new, clinical episodes which are re-
leased every Wednesday. 

The AUAUniversity mobile app, 
available on Android™ and Apple® 
mobile devices, is a quick, easy way 
to access this information on the go. 
From the app homepage you have 
direct access to all podcasts, the Core 
Curriculum and for subscribers, 
the AUA Update Series lessons and 
audiobooks. 

If it has been a while since you 
visited AUAUniversity, your login has 
not changed. If you have any issues, 
please contact the AUA Customer 
Service Department by phone (800-
908-9414 or 410-689-3917) or email 
(customerservice@auanet.org). The 
AUAUniversity is your home for all 
AUA live and home study activities 
24/7.  Check it out!  ◆

From the AUA Research Council
▼  Continued from page 10
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Primary Emphysematous Spermatic 
Cord Abscess with Seminal 
Vesiculitis in a Diabetic Man

CASE    Report

Akash Bansal, MD Pankaj Agarwal, MD Apul Goel, MD

A 49-year-old man presented with 
mildly painful swelling in the right 
groin along with intermittent fever 6 
days in duration. He denied vomiting 
and urinary complaints, and blad-
der and bowel habits were normal. 
Temperature was 37.9 C, blood pres-
sure 112/76 mm Hg, pulse 95 beats 
per minute and respiration 20 breaths 
per minute. 

Examination revealed a tender, 
irreducible, nonpulsatile mass ap-
proximately 4 cm in diameter in the 

right inguinal scrotal region that did 
not increase with Valsalva maneuver. 
The overlying skin, scrotum and tes-
ticles showed no signs of infl amma-
tion (fi g. 1). All laboratory tests were 
unremarkable except for leukocytosis 
(13,500/mm3), and elevated blood 
sugars (380 mg/dl) and glycosylated 
hemoglobin (12.8%). Diagnosis was 
diabetes mellitus.

Further evaluation with ultraso-
nography and computerized tomog-
raphy (CT) suggested a diagnosis of 

Lucknow, India

Figure 1. A, right emphysematous spermatic cord abscess. B, itraoperative image shows right inguinal skin 
incision with tense cystic mass of right spermatic cord prior to incision and drainage (arrow), and scrotum 
(arrowhead). C, intraoperative image after incision of abscess reveals vacuum suction draining thick pus 
with air bubbles (arrow) and scrotum (arrowhead).

right emphysematous spermatic cord 
abscess with right epididymitis and 
seminal vesiculitis (fi gs. 2 and 3). 
Inguinal exploration was performed 
during which division of the cremas-
ter muscle revealed an oval encapsu-
lated 4 cm mass fi lled with pus. The 
mass was incised and the abscess with 
air bubbles was drained. 

Initially, empirical antibiotic 
therapy was started followed by an-
tibiotic administration based on the 
culture sensitivity report. Escherichia 

coli was cultured from the pus. 
Convalescence was uneventful and 
the patient was afebrile at the time he 
was discharged home. Ultrasound at 
3-month followup revealed complete 
healing of the wound and urofl ow-
metry was normal.

Gas forming or emphysematous 
pathology is a potentially life-threat-
ening condition that necessitates 
prompt assessment and management. 

Figure 2. Axial CT shows pus collection with air foci in right spermatic cord within inguinal canal and right 
hemiscrotum (arrow), and bilateral enlarged seminal vesicles (more on right side) with heterogeneous 
enhancement (arrowhead).

Figure 3. CT shows bilateral enlarged seminal vesicles with heterogeneous enhancement suggestive of 
seminal vesiculitis in coronal section (arrows) and thickened edematous right spermatic cord containing 
pus and multiple air foci within inguinal canal and right hemiscrotum (black arrowhead, sagittal section; 
white arrowhead, coronal section).

    ▼  Continued on page 13
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Emphysematous Spermatic Cord 
Abscess
▼  Continued from page 12

 ▼  Continued on page 19

Immediate therapeutic intervention 
is required to avoid septic complica-
tions. Besides infection, the causes 
of air within the parenchyma of solid 
organs or the walls of hollow viscera 
are instrumentation, fi stula to a hol-
low viscus and tissue infarction with 
necrosis.1 Gas associated with infec-
tion consists of carbon dioxide and 
nitrogen that is produced secondary 
to fermentation of tissue glucose by 
certain species of bacteria.1

Emphysematous infections are 
relatively uncommon and cases have 
been reported in the literature1 involv-
ing the gallbladder, pancreas, stom-
ach, kidney,2 and bladder3 as well as 
the genital tracts including the pros-
tate, epididymis, testis4-6 and rarely 

the spermatic cord.7 Approximately 
90% of these infections occur in dia-
betic patients. The route of infection 
is usually hematogenous. 

The primary factors considered 
vital in the development of any 
emphysematous infection are gas 
forming bacteria that vary depend-
ing on the organ involved. In the 
genitourinary tract the most com-
mon isolated organism is E. coli 
whereas in the gastrointestinal tract 
isolated organisms commonly in-
clude Clostridium welchii and E. 
coli.1 Other organisms that have been 
isolated in various emphysematous 
infections are Klebsiella pneumo-
nia, Proteus mirabilis, Pseudomonas 
aeruginosa, Enterobacter aerogenes, 
Staphylococcus aureus, streptococ-
cus, Clostridium perfringens and 
Candida albicans.2,3 

Other factors responsible for the 

development of emphysematous in-
fection include high tissue glucose 
levels, decreased tissue perfusion and 
an inadequate immune response.2 
Apart from antimicrobial therapy 
and need for surgery, correction of 
associated underlying conditions 
such as urinary outfl ow obstruction, 
acid/base and electrolyte imbalances, 
hypovolemia and hyperglycemia is 
imperative.1

In the genitourinary tract literature 
emphysematous infection of the sper-
matic cord has rarely been reported. 
To our knowledge, only 1 case of 
emphysematous vasitis has been 
reported in the literature which was 
associated with diabetes mellitus and 
rectal cancer, and managed with left 
spermatic cord excision.7  We present 
another rare case of emphysematous 
spermatic cord abscess with diabetes 
mellitus.   ◆

1. Grayson DE, Abbott RM, Levy AD et al: Em-
physematous infections of the abdomen and 
pelvis: a pictorial review. Radiographics 2002; 
22: 543. 

2. Ubee SS, McGlynn L and Fordham M: Em-
physematous pyelonephritis. BJU Int 2011; 
107: 1474. 

3. Fumeo M, Manfredi S and Volta A: Emphy-
sematous cystitis: review of current literature, 
diagnosis and management challenges. Vet 
Med (Auckl) 2019; 10: 77.

4. Mathur A, Manish A, Maletha M et al: Emphy-
sematous epididymo-orchitis: a rare entity. In-
dian J Urol 2011; 27: 399.

5. Yen CH, Liu CY, Cha TL et al. Emphyse-
matous epididymo-orchitis as a camoufl age 
of prostate invasion secondary to rectum 
cancer: a case report. Medicine (Baltimore) 
2016; 95: e4385. 

6. Lau HW, Yu CH, Yu SM et al: Emphysema-
tous epididymo-orchitis: an uncommon but 
life-threatening cause of scrotal pain. Hong 
Kong Med J 2018; 24: 426.

7. You SH, Sung DJ, Han NY et al: Emphyse-
matous vasitis misdiagnosed as strangulated 
inguinal hernia. J Emerg Med 2014; 47: e15.

Botulinum Neurotoxin for Sexual 
Dysfunction

Brian Dick, MD Bryan Herzog, MD Wayne J. G. 
Hellstrom, MD, FACS

Botulinum neurotoxin (BoNT) was 
fi rst identifi ed in the late 1800s as the 
causative paralytic agent in patients 
with botulism syndrome. It was dis-
covered that BoNT acts at the presyn-
aptic terminal to prevent exocytosis 
of acetylcholine (ACh), resulting in a 
fl accid paralysis. 

Newer research has revealed that 
BoNT also inhibits exocytosis of 
neuropeptides associated with neu-
ropathic pain, including substance 
P (SP) and calcitonin gene related 
peptide (CGRP). Several studies re-
port a direct analgesic effect of BoNT 
at the site of injection, although the 
physiological mechanism has not 
been fully elucidated.1 It is through 
these mechanisms that BoNT is hy-
pothesized to treat a variety of sexual 
dysfunctions in men and women.

Chronic scrotal pain (CSP) is a 
burdensome condition that interferes 
with lives in a profound way. It is 
defi ned throughout the literature as 
intermittent or constant unilateral or 
bilateral testicular pain present for 

more than 3 months. Besides antibi-
otics and spermatic cord blockade, 
there are few noninvasive treatment 
options. During the last several years 
BoNT injection has been identifi ed 
as a novel noninvasive approach with 
promise as a treatment alternative. 

BoNT is hypothesized to decrease 
the release of SP and CGRP, thus 
leading to inhibition of neurogenic in-
fl ammation and pain.2 Of 44 patients 
treated for CSP with BoNT injections 
pain resolved completely in 7.5% 
and decreased by more than 50% in 
55% with no reported side effects or 
complications at a median followup 
of 6 months. This duration of pain 
relief from a single administration of 
BoNT is signifi cantly longer than the 
few hours of pain relief provided by a 
standard spermatic cord block. 

BoNT is also postulated to aid 
patients who suffer from erectile dys-
function (ED). It inhibits the adren-
ergic and cholinergic nerve pathways. 
In the adrenergic pathway BoNT 
blocks the release of norepinephrine 

New Orleans, Louisiana

Figure 1. Healthy presynaptic neuron. 1, Neuropeptides (ACh, SP, CGRP etc) are stored in vesicles in pre-
synaptic terminal. 2, Vesicle attaches to presynaptic membrane via interactions between SNARE proteins. 
3, Vesicle fuses with presynaptic membrane, releasing neuropeptides into synapse.

from sympathetic neurons, thereby 
inhibiting cavernosal muscle con-
traction. In the cholinergic pathway 
it blocks ACh release from cholin-
ergic neurons preventing cavernosal 
muscle relaxation, suggesting that 
the cavernosal muscle relaxation 
observed after BoNT administration 
is mediated by the release of neuro-
nal nitric oxide from nonadrenergic, 
noncholinergic neurons.  

In a clinical trial 24 men with 
severe vasculogenic ED refractory 
to phosphodiesterase 5 inhibitors re-
ceived intracavernosal injections of 
BoNT. The treatment group experi-
enced increases in mean peak systolic 
velocity from 24.6 cm per second to 
34.9 cm per second, mean Sexual 
Health Inventory for Men score from 
5.58 to 10.25 (p=0.0075) and mean 

Erection Hardness Score from 2 to 
2.75.3 

BoNT has also been demonstrated 
to treat premature ejaculation (PE), 
a male sexual dysfunction character-
ized by ejaculation that always or 
nearly always occurs before or within 
1 minute of vaginal penetration. It is 
known that rhythmic contraction of 
the bulbospongiosus muscles plays a 
role in ejaculation. BoNT injection 
into the bulbospongiosus muscles is 
believed to prevent PE by decreas-
ing these rhythmic contractions and 
causing a delay in the ejaculatory 
process. 

Of 69 patients with PE 34 received 
BoNT injections into the bulbo-
spongiosus muscles.4 At 4 weeks 
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IMPORTANT SAFETY INFORMATION (cont’d)
Myrbetriq can increase blood pressure. Periodic blood pressure determinations are recommended, especially in hypertensive patients. Myrbetriq 
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blood pressure ≥ 110 mm Hg). Worsening of hypertension was reported infrequently in Myrbetriq clinical trial patients with OAB.

In patients taking Myrbetriq, urinary retention has been reported in patients with bladder outlet obstruction (BOO) and in patients taking 
antimuscarinic medications for the treatment of OAB. A controlled clinical safety study in patients with BOO did not demonstrate increased 
urinary retention in Myrbetriq patients; however, Myrbetriq should still be administered with caution to patients with clinically significant BOO. For 
example, monitor these patients for signs and symptoms of urinary retention. Myrbetriq should also be administered with caution to patients taking 
antimuscarinic medications for the treatment of OAB.

Angioedema of the face, lips, tongue and/or larynx has been reported with Myrbetriq. In some cases angioedema occurred after the first dose. 
Cases of angioedema have been reported to occur hours after the first dose or after multiple doses. Angioedema associated with upper 
airway swelling may be life threatening. If involvement of the tongue, hypopharynx, or larynx occurs, promptly discontinue Myrbetriq and initiate 
appropriate therapy and/or measures necessary to ensure a patent airway.

Since Myrbetriq is a moderate CYP2D6 inhibitor, the systemic exposure to CYP2D6 substrates such as metoprolol and desipramine is 
increased when co-administered with Myrbetriq. Appropriate monitoring and dose adjustment may be necessary, especially with narrow 
therapeutic index drugs metabolized by CYP2D6, such as thioridazine, flecainide, and propafenone.

In clinical trials, the most commonly reported adverse reactions (> 2% and > placebo) for Myrbetriq 25 mg and 50 mg versus placebo, 
respectively, were hypertension (11.3%, 7.5% vs 7.6%), nasopharyngitis (3.5%, 3.9% vs 2.5%), urinary tract infection (4.2%, 2.9% vs 
1.8%), and headache (2.1%, 3.2% vs 3.0%).

In postmarketing experience, the following events have also occurred: atrial fibrillation, nausea, constipation, diarrhea, and dizziness.

Please see accompanying brief summary of Prescribing Information for Myrbetriq® (mirabegron) on the following pages. 

References: 1. Myrbetriq [package insert]. Northbrook, IL: Astellas Pharma US, Inc. 2. Wagg A, Staskin D, Engel E, Herschorn S, Kristy RM, Schermer CR. Efficacy, safety, and tolerability of 
mirabegron in patients aged ≥65 yr with overactive bladder wet: a phase IV, double-blind, randomized, placebo-controlled study (PILLAR). Eur Urol 2020;77(2):211-20.
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Botulinum Neurotoxin for Sexual 
Dysfunction
▼  Continued from page 13

Figure 2. Effect of botox on presynaptic neuron. 1, Botox cleaves SNARE proteins attached to presynaptic 
membrane. 2, Without SNARE proteins vesicle is unable to dock or fuse with presynaptic membrane. 
3, Neuropeptides (ACh, SP, CGRP etc) remain in presynaptic neuron and are not released into synapse. 

the treatment group demonstrated 
a statistically signifi cant increase in 
mean intravaginal ejaculatory latency 
time (2.35 minutes) compared to the 
control group (0.79 minutes) and 
baseline (0.74 minutes). Six patients 
had side effects from therapy, which 
included decreased erectile hardness 
in 4 and incomplete urination in 2. 
These changes resolved spontane-
ously without additional intervention.

Dyspareunia often originates from 
myofascial trigger points, which are 
small bands of muscle that produce 
sustained contraction when irritated, 
that form in the pelvic region. BoNT 
injections into the pelvic fl oor may 
alleviate dyspareunia by providing 
a direct analgesic effect, which pre-
vents excessive muscle spasm associ-
ated with these myofascial trigger 
points. Few human studies have been 
reported in the literature but there 
are reports of  decreased pain after 
treatment.1

Vaginismus can be caused by a 
psychological (anxiety) and/or physi-
cal (muscle spasm, pain) disorder. 
Electromyography performed on 
women with vaginismus revealed that 
light touch or examination can cause 
abnormally high levels of muscle 
activity in the levator ani and bul-
bocavernosus muscles. BoNT injec-
tions help these patients by inhibiting 
ACh release at the neuromuscular 
junction, causing relaxation of the 
musculature. In the largest human 
study to date more than 200 women 
with refractory vaginismus received 

BoNT injections into the bulbo-
spongiosum.1 At 5-week followup 
71% were able to engage in pain-free 
intercourse.

Vestibulodynia can be provoked 
(insertion, contact) or spontaneous, 
and occurrence can be intermittent, 
persistent, constant, immediate or 
delayed. BoNT is suggested to reduce 
discomfort by decreasing periph-
eral release of SP, CGRP and other 
neuropeptides associated with pain. 
Decreased release of these neuropep-
tides resulted in reduced sensitiza-
tion of peripheral nociceptive fi bers, 
thereby reducing pain. In human 
studies BoNT injection into the 
bulbospongiosus muscles decreased 
patient reported pain for almost a full 
year after treatment.1

Persistent genital arousal disorder 
(PGAD) is a rare condition with re-
cent research limited to case based 
analyses. There is no standard of 
care for patients with this condition, 
although selective serotonin reuptake 
inhibitors, dopamine agonists, anti-
epileptics and cognitive behavioral 
therapy have all been tried with vary-
ing levels of success. BoNT is hypoth-
esized to treat PGAD by inhibition 
of peripheral glutamate release, and 
decreased CGRP and SP release. 
Two patients with PGAD reported 
clinical improvement after treatment 
with periclitoral BoNT injection.1

Sexual dysfunctions in men and 
women are distressing conditions that 
are often diffi cult to manage. BoNT 
is a rational and safe treatment option 
that can be considered in patients 
with refractory disease who have not 
responded to other therapies.  ◆

Appendix 2. Defi nitions of female sexual disorders.

Disorder Defi nition

Dyspareunia Genital pain associated with sexual intercourse

Vaginismus The inability to tolerate vaginal penetration despite the 
desire to do so

Vestibulodynia Vestibular pain without a clear identifi able cause that 
lasts at least 3 months

Persistent genital arousal 
disorder 

Physiological symptoms of sexual arousal that are 
distressing or painful and are 1) unrelated to subjective 
sexual desire, 2) not triggered by sexual activity and 
3) do not resolve with orgasm

Appendix 1. Hypothesized BoNT mechanism of action for treating sexual disorders. 

Disorder Mechanism

Chronic scrotal pain Decreased release of SP and CGRP

Erectile dysfunction Inhibition of neuropeptide release from adrenergic 
and cholinergic neurons in the corpora cavernosa

Premature ejaculation Inhibition of ACh release at the neuromuscular 
junction of the bulbospongiosus muscles

Dyspareunia Local anesthetic effect and inhibition of ACh release 
at the neuromuscular junction

Vaginismus Inhibition of ACh release at the neuromuscular 
junction 

Vestibulodynia Decreased release of SP and CGRP

Persistent genital arousal 
disorder

Decreased release of glutamate, SP, CGR, and 
downregulation of transient receptor cation channel 
subfamily V member 1

1. Dick B, Natale C, Reddy AG et al: Applica-
tion of botulinum neurotoxin in female 
sexual and genitourinary dysfunction: a re-
view of current practices. Sex Med Rev 2020; 
doi:10.1016/j.sxmr.2020.01.003.

2. Calixte N, Brahmbhatt J and Parekattil S: 
Chronic testicular and groin pain: pathway to 
relief. Curr Urol Rep 2017; 18: 83.

3. Ghanem H, Raheem AA, AbdelRahman IFS 
et al: Botulinum neurotoxin and its potential 
role in the treatment of erectile dysfunction. 
Sex Med Rev 2018; 6: 135.

4. Li ZT, Li YF, Zhang Y et al: [Injection of bot-
ulinum-A toxin into bulbospongiosus muscle 
for primary premature ejaculation: a prelimi-
nary clinical study]. Zhonghua Nan Ke Xue 
2018; 24: 713.
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reproductivos masculinos, es decir, los sistemas que están debajo de la correa. 

MANTENIMIENTO 
GENERAL 

SEÑALES DE AVISO 

ASÍ COMO PARA UN CARRO MANTENER GASOLINA 

EN EL TANQUE Y AIRE EN LOS NEUMÁTICOS ES 

ESENCIAL, ¿SABÍA QUE SEGUIR CIERTOS CONSEJOS 

PARA UNA VIDA SALUDABLE PUEDE TENER UN 

IMPACTO EN LA SALUD UROLÓGICA MASCULINA?
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de cálculos renales y cáncer. 

DOLOR DEBAJO DE LA 
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al orinar.

PROBLEMAS DE ERECCIÓN:  

dificultad para lograr o mantener 

una erección.   

SANGRE EN LA ORINA: 
incluso una pequeña canti-
dad de sangre puede ser 
una señal de que algo está 
pasando bajo el capó. 
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7. Escapes involuntarios de orina

Hable con su médico sobre su 
plan de mantenimiento personal, 

incluyendo su salud urológica.
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Small Renal Mass 
RADIOLOGY    Corner

Michael J. Biles, MD Phillip Pierorazio, 
MD

Baltimore, Maryland

A healthy, 73-year-old woman pre-
sented to the urology clinic with an 
incidentally diagnosed small renal 
mass (SRM) at an outside hospital. 
Computerized tomography (CT) 
revealed a right 1.4 cm solid het-
erogeneous mass on the anterior 
midpole of the right kidney. She was 
counseled about treatment op-
tions including active surveillance 
(AS) or defi nitive therapy, and she 
elected to be enrolled in the Delayed 
Intervention and Surveillance for 
SRM (DISSRM) Registry. 

Repeat CT at 6-month followup 
showed an increase in the size of 
the mass to 1.8 cm. In early 2015 
the mass was 2.2 cm and by August 
it had grown to 2.7 cm. Given the 
persistent growth of the mass the 
patient was counseled on defi nitive 
treatment and elected to undergo 
partial nephrectomy. In lieu of bi-
opsy, a sestamibi scan was performed, 
which indicated a likely malignancy. 
A robot-assisted laparoscopic partial 
nephrectomy was performed 2 years 
after initial diagnosis which revealed 
a 1 cm clear cell renal cell carcinoma 
(RCC) (stage cT1a, International 
Society of Urological Pathology grade 
II). The patient remains disease-free 
5 years later.  

RCC has undergone a stage mi-
gration in the United States in which 
70% of newly detected renal tumors 
are localized and low stage (cT1a) 
due to earlier detection by increased 
use of imaging modalities.1 The 
American Urological Association 
guidelines endorse AS or defi nitive 
treatment including surgery (partial 
nephrectomy preferred over radical 
nephrectomy) or ablative techniques 
such as cryosurgery or radio fre-
quency ablation for the management 
of SRMs suspicious for cT1a RCC 
due to their equivalent oncologic 
outcomes.2,3 

AS is a safe initial management 

Figure 1. Tumor growth curve generated from Active Care–DISSRM application displaying size of tumor while patient was on AS. Tumor was not visualized on 
surveillance ultrasound, hence value of 0 for that time point. Tumor increased by approximately 1 cm within 1 year.

Figure 2. Predicted kidney cancer outcomes. Charts from Active Care–DISSRM application predicting oncologic outcomes based on individual tumor characteris-
tics. A, patient risk of harboring benign disease, indolent or potentially aggressive (high grade or stage 3) renal cell carcinoma, based on patients who underwent 
immediate surgery in the DISSRM Registry. B, likelihood of possible outcomes for patient if enrolled in AS protocol for 5 years, including remaining on AS, undergoing 
treatment for kidney tumor, dying of unrelated causes or dying of kidney cancer. These fi gures provide an important visualization based on patient’s individual and 
tumor characteristics to help counsel on and choose specifi c treatment options.

A B

are elevated tumor growth rates 
greater than 0.5 cm per year, tumor 
diameter progression to greater than 
4 cm (cT1b) or patient preference. 
However, growing data challenge the 
initial recommendations for DI. A 
recent review of the DISSRM registry 
revealed that 12.4% of patients on AS 
pursued DI at a median of 12 months. 
About half the patients underwent DI 
for tumor growth rates greater than 
0.5 cm per year and half based on 
patient preference or anxiety. 

Interestingly, only 19% of patients 
undergoing surgery had unfavorable 
pathology (pT3 or high grade), and 
growth rate greater than 0.5 cm per 
year did not impact the rate of RCC, 
high grade disease or pathological up 
staging, suggesting growth rate is not a 
strong predictor of adverse pathology 
for patients with cT1a RCC (fi g. 1).4 
However, tumor size is predictive of 

tumor grade, up-staging at the time of 
surgery and crossover from AS to DI.5 
Metadata indicate that the likelihood 
of low risk RCC (cT1a and grade 2 
or lower) for tumors smaller than 2 
cm, 2 to 3 cm, 3 to 4 cm, 4 to 6 cm 
and more than 6 cm are 89%, 85%, 
77%, 66% and 50%, respectively. 
These fi ndings affi rm that tumor size 
is a greater predictor of biology than 
growth rate.6 

Active surveillance for small renal 
masses refl ects known data regarding 
indolent tumor biology and reduces 
unnecessary procedures. A better 
understanding of tumor progression 
and refi nement of criteria for delayed 
intervention will improve patient se-
lection for crossover, thereby further 
reducing unnecessary procedures in 
patients who harbor low risk disease 
and better identify those with higher 
risk disease (fi g. 2).  ◆

strategy and particularly recom-
mended for patients with a renal 
mass smaller than 2 cm, decreased 
life expectancy or multiple medi-
cal comorbidities. AS protocols can 
vary but consist of serial imaging. 
The DISSRM Registry, which in-
cludes patients from Johns Hopkins, 
Columbia University and Beth Israel 
Deaconess, opened in 2009 and cur-
rently follows more than 500 patients 
under AS with serial imaging every 6 
months for the fi rst 2 years and annu-
ally thereafter. 

Criteria determining which pa-
tients on AS should cross over to 
undergo delayed intervention (DI) 

1. Patel HD, Gupta M, Joice GA et al: Clinical 
stage migration and survival for renal cell car-
cinoma in the United States. Eur Urol Oncol 
2019; 2: 343.

2. Campbell S, Uzzo RG, Allaf ME et al: Renal 
mass and localized renal cancer: AUA guide-
line. J Urol 2017; 198: 520.

3. Alam R, Patel HD, Osumah T et al: Compara-

tive effectiveness of management options for 
patients with small renal masses: a prospec-
tive cohort study. BJU Int 2019; 123: 42.

4. Gupta M, Alam R, Patel HD et al: Use of de-
layed intervention for small renal masses ini-
tially managed with active surveillance. Urol 
Oncol 2019; 37: 18.

5. McIntosh AG, Ristau BT, Ruth K et al: Active 

surveillance for localized renal masses: tumor 
growth, delayed intervention rates, and >5-yr 
clinical outcomes. Eur Urol 2018; 74: 157.

6. Patel HD, Semerjian A, Gupta M et al: Surgi-
cal removal of renal tumors with low meta-
static potential based on clinical radiographic 
size: a systematic review of the literature. Urol 
Oncol 2019; 37: 519.
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Approach to Dietary Induced 
Hyperoxaluria: Why the Low Oxalate 
Diet Does Not Work

Kristina L. Penniston, 
PhD, RDN, FAND
Madison, Wisconsin

In 20 years as the 
registered dietitian 
nutritionist for our 
multidisciplinary 

metabolic stone clinic I have seen 
many patients on a low oxalate diet 
(LOD). Some bring the handout they 
were given along their stone journey 
providing the usual list of purportedly 
high oxalate foods, a list that differs 
dramatically among sources. Others 
typed the w ords “kidney stone” into 
their web browser and then followed 
links to details about oxalate. After a 
while I started asking, “Why are these 
patients still forming stones?” 

Granted, it is possible that patients 
whose stone recurrence is stymied 
on a LOD are not currently seeking 
prevention. However, even if true, 
why do so many others experience 
relapse? One reason is simply that 
patients whose stone composition is 
not primarily calcium oxalate (CaOx) 
will continue to form stones on a 
LOD. 

This may seem like a no-brainer, 
but I see many patients who were told 
by a provider to limit oxalate even 
though the stones were primarily or 
totally uric acid, struvite or even cys-
tine. In these cases a low oxalate pre-
scription is akin to prescribing blood 
pressure medication to a patient 
without high blood pressure. Even 
in patients forming primarily CaOx 
stones, without identifying hyperoxal-
uria initiating a LOD is like starting 
an antibiotic without knowing which 
microbe you are treating.

When fi rst asked to write this arti-
cle, the proverbial can of worms came 
to mind. After all, dispensing with the 
idea that a LOD is therapeutic against 
all types of stones, this diet for prevent-
ing CaOx stones is still dogma that 
has been promoted for decades and 
longer. It is in the AUA guidelines for 
medical management of stones1 and 
pervades the internet (resulting in a 
“tangled web”2 of information). The 
LOD is a therapeutic diet option in 
hospitals, emergency room handouts 
given to patients with acute stones 
recommend it3 and it is often the 
piece of preventive advice (or one of 

only a few) that patients ever receive. 
Notwithstanding the unleashed 

worms, I question this dogma. 1) Is a 
LOD essential for reducing hyperox-
aluria? 2) Is there suffi cient evidence 
for a LOD to prevent CaOx stones? 
3) What is a LOD? Is it the same for 
everyone? 4) Are there unwanted side 
effects? 5) Are there ever indications 
for a LOD?

First, hyperoxaluria is multifacto-
rial, and individual factors sometimes 
converge. There is debate about 
whether to consider urinary oxalate 
(UOx) as a dichotomous risk (typi-
cally greater than 40–45 mg per day) 
or as a continuous variable to be mini-
mized as much as possible.4 Potential 
contributors to high UOx and cor-
rective actions are described in the 
Appendix. Effective strategies to treat 
hyperoxaluria do not include reduc-
ing oxalate intake if there is some 
other cause.

Second, there is less evidence for a 
LOD than many may realize and ar-
guably more for reducing the poten-
tial bioavailability of oxalate (PBO) 
in the diet. During much of human 
evolution oxalate intake was likely 
quite high from the foraging of leafy 
greens, grasses, nuts, seeds, roots and 
tubers. Interestingly and perhaps not 
coincidentally, these same foods were 
rich in calcium. As Heaney points 
out, “the annual rack of antlers pro-
duced by deer in northern latitudes 
is testimony to the environmental 
abundance of calcium” from these 
same foods.5 

Unfortunately, the abundance of 
commonly consumed plant cultivars 
rich in oxalate and calcium has been 
signifi cantly reduced over millennia. 
For this and other reasons, the cal-
cium intake of most Americans who 
do not supplement is less than the 
recommended 1,000 mg per day for 
most adults. Normalizing calcium in-
take (or increasing it to match higher 
oxalate intake) and timing it with 
meals is a legitimate fi rst line alterna-
tive to a LOD.

Third, there is no uniform defi ni-
tion of a LOD. Recommendations for 
less than 100 or even 50 mg per day 
are typical, but where do these num-
bers originate? If PBO is adequately 
controlled, does it matter how much 
is consumed? Moreover, because 
of highly variable and sometimes 

obviously erroneous reports of food 
oxalate, does anyone really know 
how much oxalate they eat? I see 
many patients whose oxalate intakes 
are extremely high but whose UOx 
excretion is controlled. The converse 
is also true. Given the multiplicity of 
factors contributing to hyperoxaluria 
(Appendix), not to mention variabil-
ity in the way individuals digest and 
absorb foods, there is unlikely ever to 
be a uniform LOD for all.

Fourth, “What’s the harm of di-
etary recommendations?” Dietitians 
hear this a lot, especially from non-
dietitians. While nutrition interven-
tions may seem harmless, this is not 
always true. As with any medical 
therapy there are consequences when 
inappropriately prescribed. A LOD is 
a restricted diet. Because oxalate is 
fairly widely distributed in the food 
supply, foods from many categories 
are implicated. There are several po-
tential nutritional consequences.

• Nutrition quality is lower.   
Restricted foods may be 
unique sources of nutrients 
and other healthy food-derived 
components, including CaOx 

stone inhibitors (eg bicarbon-
ate precursors, magnesium, 
phytate, fi ber, prebiotics) and 
CaOx stone risk has been 
shown to increase on a LOD.6

• A LOD may restrict foods 
recommended for managing 
other comorbidities.

• A healthy gut microbiome 
is diverse, and microbial di-
versity requires a breadth of 
substrate, including oxalate. 
Consequences of a long-term 
LOD beyond reducing oxalate 
degradation capacity are not 
known.

• Lowering dietary oxalate does 
not address other reasons 
CaOx stones form, resulting 
in unnecessary and meaning-
less therapy and violation of 
the edict to “fi rst do no harm.”

• A misappropriated LOD, ie 
when it does not address the 
true etiology of high UOx, fails 
to reduce stone risk/formation, 
and risks lost faith in nutrition 
therapy and enthusiasm for 

Table. Foods commonly used in juicing and their reported oxalate content listed with 

oxalate content per household measure.7 

Food, Quantity Oxalate (mg)

Relatively 
higher oxalate 
content

Raw spinach, 1 cupa 656

Beets, ½ cupa,b 76

Okra, ½ cupa,b 57

Raspberries, 1 cup 48

Orange, 1 fruit 29

Avocado, 1 fruit 19

Tahini, 1 tbsp 16

Peanut butter, 1 tbsp 13

Raw carrots, ½ of a “large” carrot 10

Collards, 1 cupa,b 10

Low oxalate 
content often 
mistaken for 
high

Blueberries, 1 cup 4

Pineapple, 1 cupa 4

Mustard greens, 1 cup choppedb 4

Banana, 1 fruit 3

Raw celery, 1 stalk 3

Raw kale, 1 cup chopped 2

Applesauce, 1 cup 2

Blackberries, ½ cup 2

Strawberries, ½ cupa 2

Apple, 1 fruit 1

Broccoli, ½ cup choppedb 1

Cabbage, ½ cupa,b 1

Cucumber, ¼ of a cucumbera,b 1

Endive, ½ cupa 0

Iceberg lettuce, 1 cupa,b 0

Romaine lettuce, 1 cupa,b 0

a Not specifi ed if whole, chopped or otherwise adulterated
b Not specifi ed if raw or cooked

    ▼  Continued on page 22
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prevention

Fifth, I won’t say I never advise 
lower oxalate intake. Patients for 
whom I might recommend a lower 
oxalate intake include those whose 
higher UOx I suspect to be from juic-
ing. Some commonly used foods are 
high in oxalate (see table). However, 
in my practice I typically advise to 
add calcium fortifi ed nondairy milk, 
yogurt, kefi r or dairy milk to the 
blender in an effort to lower the PBO 
of the juice, to lower the quantity of 
high oxalate foods and/or to substi-
tute lower oxalate foods as needed. 
Patients whose oxalate intake may re-
quire signifi cant restriction are those 
whose high UOx is unresponsive to 
other strategies such as severe mal-
absorption for which calcium intake 
cannot be increased further.  ◆

1. Pearle MS, Goldfarb DS, Assimos DG et al: 
Medical management of kidney stones: AUA 
guideline. J Urol 2014; 192: 316.

2. Attalla K, De S and Monga M: Oxalate con-
tent of foods: a tangled web. Urolory 2014; 
84: 555.

3. Sternberg KM, Pham A, Cisu T et al: Dis-
charge materials provided to patients with 
kidney stones in the emergency department 
may be a source of misinformation. Can J 
Urol 2018; 25: 9585.

4. Prochaska M, Taylor E, Ferraro PM et al: 
Relative supersaturation of 24-hour urine and 
likelihood of kidney stones. J Urol 2018; 199: 

Dietary Induced Hyperoxaluria
▼  Continued from page 21

Appendix. Factors causing or contributing to hyperoxaluria (defi ned variably as less than 40 or 45 mg in 24-hour urine collection). 
Specifi c contributors to higher urinary oxalate excretion are listed along with proposed mechanisms of action and corrective 
strategies.

General Factors Specifi c Contributors Mechanisms of Action Corrective Strategies

Oxalate related 
dysbiosis

Suboptimal oxalate-
degrading capacity of 
gut microbiome

Insuffi cient dietary substrate to colonize and sup-
port proliferation of oxalate-degrading microbes

Antibiotics or other external agent/medication that 
deplete gut microbes

Increase and optimize intake of a 
variety of fi ber-rich foods

Minimize exposure if possible; 
consume fi ber-rich diet; probiotic 
supplementation may help but 
evidence limited

High PBO in diet Insuffi cient intake of 
oxalate absorption 
inhibitors

Excessive intake of 
promoters of oxalate 
absorption

Suboptimal intake of calcium and (to lesser extent) 
magnesium in context of usual oxalate intake and 
especially in context of malabsorption from short 
bowel, gastric bypass, infl ammatory bowel etc

Diet rich in oxalate compared to calcium (or other 
absorptive inhibitors)

Diet rich in fat, which in a more serious fashion 
promotes malabsorption, but in less serious 
fashion may enhance oxalate permeability and 
absorption

Increase intake of calcium (and to 
extent possible, magnesium) rela-
tive to oxalate intake; pair with 
meals to reduce PBO

Increase intake of inhibitors (as 
above)

Reduce fat intake; controlling 
saturated fat probably most 
important

Excessive biosyn-
thesis of oxalate

Defi cient or absent 
enzyme activity or 
other metabolic 
disorder

Excessive supplemen-
tation  of oxalate pre-
cursors or those with 
high oxalate loads

Other than inborn error of metabolism (as in the 
Primary Hyperoxalurias, PH), vitamin B6 defi ciency 
could promote excessive biosynthesis

Vitamin C supplements (degraded to oxalate; 
amount triggering response varies between indi-
viduals)

Excessive intake or supplements of oxalate pre-
cursors (collagen, hydroxyproline)
Supplements high in oxalate (eg cinnamon, 
turmeric, alfalfa, potentially other plant-derived 
concentrates)

Individualized symptom man-
agement (eg enhancing urinary 
CaOx stone inhibitors; vitamin B6 
supplements for some with PH 1)

Eliminate supplements

1262.

5. Heaney RP: The roles of calcium and vitamin 
D in skeletal health: an evolutionary perspec-
tive. J Food Nutr Agric 1997; 20: 4.

6. Noori N, Honarkar E, Goldfarb DS et al: Uri-

nary lithogenic risk profi le in recurrent stone 
formers with hyperoxaluria: a randomized 
controlled trial comparing DASH (dietary ap-
proaches to stop hypertension)-style and low-
oxalate diets. Am J Kidney Dis 2014; 63: 456.

7. Harvard T.H. Chan School of Public Health: 
Directory listing of /health/Oxalate/fi les. 
Harvard University 2017. Available at https://
regepi.bwh.harvard.edu/health/Oxalate/fi les. 
Accessed March 16, 2020.

Neil H. Baum, MD
New Orleans, Louisiana

 
More urologists 
are experiencing 
dissatisfaction with 
their practices, 
which is an early 

warning sign of burnout. A common 
complaint from our colleagues is 
that we are spending an inordinate 
amount of time on computers and 
less time on patient care. It is also 
of interest that our patients are com-
plaining that physicians are looking 
more at the computer and entering 
data than focusing on them. 

 The Triple Aim has lofty goals of 
improving outcomes, reducing costs 

and increasing patient satisfaction, 
but it cannot be achieved unless we 
add the fourth component of physi-
cian satisfaction. We should consider 
calling on our leadership at the AUA, 
our sections and—yes—even the 
American Medical Association to 
help us reach the Fourth Aim. 

A Few Suggestions to Move 
from Triple to Quadruple Aim

Reduce the time physicians spend on 
the computer entering patient data.

Make more use of nurses, medical 
assistants or other staff who can enter 
some or all documentation into the 
electronic health record, assisting 
with order entry, prescription writ-
ing and charge capture. These are 

PRACTICE    Tips & Tricks

Urologists Moving from Triple to 
Quadruple Aim

activities that don’t require 8 to 10 
years of medical training to accom-
plish. Urologists should do what we 
do best, which is diagnose and treat 
urological conditions, rather than en-
ter data into a computer.

 Use pre-visit planning and pre-
appointment laboratory testing to re-
duce time wasted on the review and 
followup of laboratory results. For ex-
ample, if a man comes for his annual 
exam, request the prostate specifi c 
antigen test before the visit and have 
the results of the test available prior to 
the offi ce visit. Now the patient has 
only 1 visit and no followup or phone 
calls are required. This measure will 
open more slots in our schedule for 
new patients or patients requiring 
more time.  

Ask our leaders and specialty 
organizations to create useful and 
practical guidelines to legally expand 
roles allowing nurse practitioners, 

physician assistants and medical as-
sistants to assume responsibility for 
urological care under supervision.

Embrace new technology such 
as telemedicine. An AUA census 
conducted in 2018 revealed a trend 
of more urban medical practices 
embracing telemedicine. From 2011 
to 2016 telehealth service use nation-
ally increased substantially, especially 
in rural areas (960%) compared to 
urban areas (629%). Using tele-
medicine will certainly increase the 
effi ciency and productivity of the 
practice. Legal caveats must be made 
clear on a state by state basis so that 
doctors can safely and securely make 
use of telemedicine without going 
afoul of the law.

To avoid shifting burnout from 
physicians to practice staff, ensure 
that staff who assume responsibilities 

    ▼  Continued on page 23
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for patient care are well trained and 
understand that they are contributing 
to the health of their patients, and that 
unnecessary work is re-engineered 
out of the practice.

Our leadership needs to have a 
public relations campaign to address 
the chasm between society’s expecta-
tions and the shrinking number of 
urologists, especially in rural areas.

Finally, more fi nancial and per-
sonnel resources should be dedicated 

to improving urologist satisfaction.

The Bottom Line

I’ve heard many times that a suc-
cessful marriage requires a happy 
spouse. If the spouse isn’t happy, no 
one’s happy. The same can be said 
for physician satisfaction. If the doc-
tor isn’t happy, no one—not  staff or, 
more importantly, the patients—are 
going to be happy.  

Let’s direct our attention to mak-
ing the urologist happy, and those 
other lofty Triple Aim goals will be 
achievable.   ◆

Practice Tips & Tricks
▼  Continued from page 22

Daniel Shoskes, MD
Cleveland, Ohio

Grashow R, 
Weisskopf MG, 
Miller KK et al: 
Association of 

concussion symptoms with tes-
tosterone levels and erectile dys-
function in former professional 
US-style football players. JAMA 
Neurol 2019; 76: 1428–1438.

Head trauma in football players 
can lead to signifi cant neurological 
problems later in life. Can it also 
impact sexual function? Grashow et 
al explore the associations between 
concussion symptom history and 
participant reported indicators of 
low testosterone levels and erectile 
dysfunction (ED). This cross sec-
tional study of former professional 
U.S.-style football players was con-
ducted using surveys on past football 
exposures, demographic factors and 
current health conditions. 

Of the 13,720 male former 
players eligible to enroll who were 
contacted 3,506 (25.6%) responded. 
In 3,409 former players (mean age 
52.5 years, SD 14.1) the prevalence 
of indicators of low testosterone lev-
els and ED were 18.3% and 22.7%, 
respectively. The odds of reporting 
low testosterone levels or ED indi-
cators were elevated for previously 
established risk factors (eg diabetes, 
sleep apnea and mood disorders). 
Models adjusted for demographic 
characteristics, football exposures 
and current health factors showed 
a signifi cant increasing association 

of concussion symptom score with 
the odds of reporting the low testos-
terone indicator (highest vs lowest 
quartile, OR 2.39, 95% CI 1.79–
3.19, p <0.001). The ED indicator 
had a similar association (highest 
quartile vs lowest, OR 1.72, 95% CI 
1.30–2.27, p <0.001). 

The authors conclude that con-
cussion symptoms at the time of 
injury among former football play-
ers are associated with current par-
ticipant reported low testosterone 
levels and ED indicators. These 
fi ndings suggest that men with a his-
tory of head injury may benefi t from 
discussions with their health care 
providers regarding testosterone de-
fi ciency and sexual dysfunction.

Wills BW, Smith WR, Arguello 
AM et al: Association of surgi-
cal jacket and bouffant use 
with surgical site infection risk. 
JAMA Surg 2020; doi:10.1001/
jamasurg.2019.6044.

And so the bouffant cap raises 
its billowy head again but now with 
the added fashion statement of 
forearm covering surgical jackets, 
representing another in a line of 
evidence-free mandates to improve 
perceived patient safety. Wills et al 
evaluate whether the combination 
of mandated surgical jackets and 
bouffants in the operating room is 
associated with the risk of surgical 
site infection. They performed a 
retrospective cohort study of 34,042 
inpatient surgical encounters at a 
large academic tertiary care hospital 
during 3 periods corresponding with 

HAVE YOU    Read? implementation of surgical jackets 
and the subsequent mandate of 
surgical jackets plus bouffant head 
covers. 

All inpatient surgical cases were 
included from the University of 
Alabama at Birmingham University 
Hospital, a single center, large aca-
demic tertiary care hospital. The 
temporal groups were no surgical 
jackets or bouffants mandated (8 
months) vs surgical jackets mandat-
ed (6 months) vs surgical jackets and 
bouffants mandated (8 months). Of 
the total patients 16,380 were wom-
en (48%). There was no signifi cant 
difference in the risk of surgical site 
infection (SSI) (1.01% vs 0.99% vs 
0.83%, p=0.28), mortality (1.83% 
vs 2.05% vs 1.92%, p=0.54), post-
operative sepsis (6.60% vs 6.24% 
vs 6.54%, p=0.54) or wound dehis-
cence (1.07% vs 0.84% vs 1.06%, 
respectively, p=0.20) among the 3 
groups. 

Receipts from the fi rst 6 months 
of the 2018/2019 fi scal year pro-
vided an estimated expenditure of 
more than $300,000 annually on 
surgical jackets. Bouffants were less 
expensive than surgical skull caps. 
The authors conclude that that sur-
gical jackets and bouffants are nei-
ther benefi cial nor cost-effective in 
preventing SSIs. Institutions should 
evaluate their own data to deter-
mine whether recommendations 
by outside governing organizations 
are benefi cial and cost-effective.

Zhou CK, Advani S, Chaloux 
M et al: Trends and patterns of 
testosterone therapy among US 
male medicare benefi ciaries, 
1999–2014. J Urol 2020; doi 
10.1097/JU.0000000000000744.

Testosterone normalization 
therapy can be highly effective 
for symptom improvement and 
comorbid disease modifi cation but 
it is often prescribed capriciously 
without attention to appropriate 
diagnosis or monitoring. Zhou et 
al explored the Medicare database 
(1999 through 2014) to provide 
a comprehensive assessment of 
testosterone therapy (TT) patterns 
in the older U.S. male population. 
There were 392,698 incidents of 
patients using TT during 88 mil-
lion person-years. Individuals using 
TT were predominantly younger, 
white nonHispanic and located in 
the South and West U.S. Census 
regions. 

On average, TT dramatically 
increased during 2007 to 2014 
(15.5% average annual change) 
despite a decrease in 2014. In 2014 
the most commonly recorded po-
tential indications for any TT use 
were hypogonadism (48%), fatigue 
(18%), erectile dysfunction (15%), 
depression (4%) and psychosexual 
dysfunction (1%). Laboratory tests 
to measure circulating testosterone 
concentrations for TT were infre-
quent with 35% having had at least 
1 testosterone test in the 120 days 
before therapy, 4% had the recom-
mended 2 pretests and 16% had at 
least 1 pretest and 1 posttest.

I am not concerned about the 
diagnosis codes, as we know how 
randomly unreliable they can be. 
It is depressing to see how little 
biochemical testing is performed 
to ensure the correct diagnosis and 
that the prescribed therapy is nor-
malizing testosterone appropriately. 
We have to do better.  ◆
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Michael T. Sheppard, 
CPA, CAE
Linthicum, Maryland

We recognize that 
all our members 
are being impacted 
by COVID-19, and 

the AUA has taken great steps to sup-
port our community by canceling 
and postponing AUA activities and 
providing a Coronavirus Disease 
Information Center on our website.  
We also believe it is important to 
continue to communicate AUA’s 
programs with our members and the 
broader urology community so they 
can access the information at their 
convenience.

The 2019 Census report helps to 
shed light on the urology workforce 
in the United States, and shows that 
we remain a dynamic, well-trained 
and hard-working specialty. In a 
5-year (2015 vs 2019) comparison 
of Census reports the following key 
fi ndings are noteworthy. 

Increase in number of actively prac-
ticing urologists. In 2015, 11,990 

urologists were identifi ed as actively 
practicing in the United States.  In 
2019 the number of actively practic-
ing urologists in the U.S. was 13,044, 
representing a 9.6% increase in this 
category. 

 
Growing number of female urologists.  
The percentage of female practicing 
urologists increased to 9.9%, up from 
7.7% in 2015. A higher proportion 
of female urologists was seen in the 
younger age group as more women 
are entering into and completing 
urology residency training.

Increased fellowship training. 
Approximately 40% of urologists 
have completed at least 1 fellowship 
program, up from 35.9% in 2015. 
The top areas of fellowship include 
oncology, endourology/stone disease 
and pediatrics.

Practice settings. Use of advanced 
practice providers (APPs) is evolv-
ing: approximately 53% of practic-
ing urologists are in private practice, 
a decrease of more than 2% per 
year since 2015. The percentage 

AUA Releases New Census Report, 
Launches 2020 Survey

 FROM THE   Chief Executive Offi cer

of employed urologists continued 
to increase from 51.3% in 2015 to 
59.8% in 2019. Female urologists 
and urologists younger than 45 years 
are more likely to have employed 
status. The use of APPs is also grow-
ing as the percentage of urologists 
who work in their primary practice 
with at least 1 APP increased signifi -
cantly from 62.7% in 2015 to 71.4% 
in 2019. Urologists working in 
academic medical centers are most 
likely to work with APPs.

Use of telemedicine is growing. In 
2019 nearly 12% of U.S. urologists 
reported being compensated for us-
ing telemedicine, up from 8.8% in 
2016 when the question was fi rst 
asked in the Census. Urologists in 
metropolitan areas were more likely 
to use telemedicine than their coun-
terparts outside metropolitan areas.

The 2019 Census also explored 
the subject of drug availability and 
pricing.

• 85% of urologists had patients 
who stopped taking their 
medications in the middle 
of established, successful 

treatments because of a de-
nial resulting from an insur-
ance policy change. This 
occurred more often in non-
metropolitan areas and in the 
south central United States.

• 90% of urologists had patients 
who stopped taking their 
medications because of an 
inability to afford them.

• More than half of urology 
practices in the United States 
accept drug samples from 
pharmaceutical companies 
for distribution to patients.

Each year the fi ndings from the 
AUA Census play an important 
role in generating knowledge to in-
form urological care and workforce 
policy. The Census is a primary data 
source to explore the profession of 
urology, and I’d like to thank all of 
the members who took the time to 
be involved. 

Please be a part of our 2020 
report. Our newest Census survey 
is now available and members are 
urged to get involved by visiting 
www.AUAnet.org/TakeCensus.  ◆

Joshua Belle, MBChB
South Central Section 
Representative, AUA 
Residents & Fellows 
Committee
Omaha, Nebraska

Nearing the end 
of residency, I fi nd myself refl ecting 
on the last 5 years and the advice 
I would give myself if I began again. 
I have had a typical experience, from 
excited and terrifi ed intern to over-
confi dent senior and back again to 
excited and terrifi ed chief, with many 
lessons along the way. I’ve felt the joy 
of successfully diagnosing and man-
aging a complex case, the frustration 
of losing a battle against a disease, the 
burnout associated with electronic 
medical records and maintaining 
work–life balance, and the thrill of 
completing a case skin to skin for 

the fi rst time. I remember moments 
when I couldn’t handle another page 
and moments when I couldn’t wait 
to be in the operating room seeing a 
new technique. 

I cannot offer much advice on the 
latter. After all, the pride and pas-
sion we enjoy when things go right is 
the reason we are in this profession. 
When we cut out a cancer, relieve 
the pain of a stone or improve qual-
ity of life, we all feel accomplished 
and fulfi lled. It is the former where 
the advice is appreciated, on the days 
when we feel the true weight of our 
responsibility, our happiness is tenu-
ous and our practice of medicine is a 
long way from perfect. 

This cycle is recurring. It can be 
caused by an unpredictable postop-
erative complication, a nonadherent 
patient or something as simple as an 
instrument being unavailable or a 

AUA RESIDENTS & FELLOWS   Committee News

Control What You Can
case being delayed. This advice is for 
those moments. You have likely heard 
some form of it before from Greek 
philosophy, an internet therapist or 
your mother. “It is not your fault, but 
it is your responsibility.”1 

I interpret this advice as “control 
what you can control.” There are 
situations when we all react with frus-
tration, annoyance, anger and even 
the rare internal monologue about 
how cosmically unfair something is. 
I now try to realize how unproductive 
this reaction is, how it removes the joy 
from my work and how it doesn’t help 
me solve a problem, learn something 
new or grow in my career. 

Because of this approach, I can 
orient myself appropriately as I move 
forward. I can choose to focus on 
what I can control and understand 
that reacting negatively to things I am 
powerless against does not benefi t me 
or my patients. When I have time, I 

can use it for preparation of what I 
can infl uence, and when I refl ect I 
can spotlight the victories instead of 
the frustrations. I can try to take ad-
verse circumstances as opportunities 
for positive social leadership instead 
of fostering a negative experience 
for the health care team. These are 
not skills I have perfected and, in 
fact, I struggle more often than not. 
However, when I look  back at the end 
of my career I hope I can say I took 
my own advice.

I would like to thank my wife 
Erika, my father Ralph, astronaut 
Chris Hadfi eld and Mark Manson 
for all the advice mentioned in this 
article that I should have listened to 
long before I did.  ◆

1. Manson M: The Subtle Art of Not Giving a 
F*ck: A Counterintuitive Approach to Liv-
ing a Good Life. San Francisco, California: 
HarperOne Publishing 2016.
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Harris M. Nagler, MD, 
FACS
President, Urology Care 
Foundation
New York, New York

As the world’s 
leading urologi-

cal health foundation, the Urology 
Care Foundation is proud of its com-
mitment to advancing patient care 
through research and education. 
May is Women’s Health Month and 
represents a fi tting time to acknowl-
edge the outstanding achievements 
women have made to urology and 
urological research.  

For more than 40 years the Urology 
Care Foundation has fostered the de-
velopment of women researchers and 
physician scientists while supporting 
their impactful journeys in this fi eld. 
Through the Foundation’s portfolio 
of research training awards, these out-
standing individuals have emerged as 
research leaders who have catalyzed 
the advancement of urology practice 
while reducing the burden of disease 
on our patients. 

 Dr. Marguerite C. Lippert became 
the fi rst woman to receive research 
scholar funding from the Foundation. 
Since our initial support of Dr. 
Lippert’s research, we have contin-
ued to make signifi cant strides.  The 
Foundation has awarded more than 
$8 million to 48 women researchers 
in the last decade.    

These investments from the 
Foundation have had a lasting im-
pact to drive critical improvements 
in patient lives. The Foundation has 
funded several areas of urology re-
search, many of which were led by 
gifted female researchers, including 
benign prostatic hyperplasia, bladder 
cancer, incontinence, kidney cancer, 
overactive bladder, prostate cancer 
and urinary tract infections.

Earlier this year, we recognized 
recipients of our Research Scholar 
Awards, which included women 
researcher awardees Drs. Chen 
Qian, Diya Binoy Joseph, Morgan 
E. Roberts and Renea Sturm.

Trailblazing Women in Urology 
Research  

Two more outstanding research lead-
ers I am privileged to highlight during 
this celebration of women in urology 
research are Drs. Lysanne Campeau 
and Margaret Pearle.

In 2015 Dr. Campeau earned the 
honor as the fi rst woman to accept 
the Astellas Rising Stars in Urology 

Advancing Awareness of Women’s 
Urological Health Resources and 
Initiatives during Women’s Health 
Month 

 FROM THE   Urology Care Foundation
Research Award. Her work includes 
exploring metabolic syndrome as a 
potential cause of overactive bladder 
in order to develop new treatments. 

Dr. Pearle became the fi rst 
woman to earn the prestigious Gold 
Cystoscope award in 2003 for her 
notable contributions to patient 
care in the area of stone disease. 
She now holds the Ralph C. Smith 
Distinguished Chair in Urologic 
Education at the University of Texas 
Southwestern Medical Center.

Patient Education and Women’s 
Urology 

The Foundation continues to provide 
the most current urological health 
information to patients through its 
multitude of resources and public 
awareness campaigns based on AUA 

clinical guidelines. 
The Foundation’s Patient 

Education Council and Committees 
(PECC) are comprised of 6 com-
mittees responsible for delivering on 
our patient education mission. As it 
stands today the PECC include 11 
women volunteers.   

Many of our key patient education 
resources address urological issues 
that greatly impact women, such as 
incontinence, stress urinary inconti-
nence, overactive bladder and urinary 
tract infection. We honor the women 
in urology and are grateful for their 
commitment to advancing the care of 
patients and the science of our fi eld.

To learn more about these infor-
mative resources from the Urology 
Care Foundation and to share them 
with your patients, please visit www.
UrologyHealth.org.   ◆
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AUA 
VIRTUAL  

EXPERIENCE

Stream AUA LIVE! 
June 27-28, 2020 

A Two-Day Virtual Education 
Experience Including Some of  
the Best Science from AUA!

The AUA will host two days of virtual educational 

programming, including keynote lectures, sessions  

on new clinical guidelines, semi-live surgeries,  

late-breaking science, industry updates and more!  

FREE for AUA Members!  
Learn More at AUAnet.org/AUALIVE

http://www.AUAnet.org/AUALIVE
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MUST BE PREPAID

Prostate Focal Therapy is Here. 
Are You Ready?

--- A                  fellowship can prepare you! ---

Focal Therapy Innovators.

Fusion Biopsy Experts.

“My fellowship at UCLA has given me a career-launching 
experience with hundreds of targeted biopsies and focal 
therapy cases. I would do this again in a heartbeat.”

-Adam Kinnaird, MD PhD FRCSC, 2019-2020 Fellow

Applications are now being accepted for July 2020
Interested applicants should directly contact:

Dr. Leonard Marks at lmarks@mednet.ucla.edu

Detailed description: http://bit.ly/urologyFellowship2020
Youtube Channel: targetedProstateBiopsy.com

Recent urology grads and current residents are invited to 
apply for a unique 1-year fellowship*. At UCLA Urology, we 
train thought leaders in urologic oncology in a program 
emphasizing contemporary management of prostate cancer.

The UCLA opportunity provides a supportive, HIGH-VOLUME 
environment to learn targeted prostate biopsy, manage-
ment of active surveillance, interpretation of MRI, and 
delivery of focal therapies---both approved (HIFU, Cryo) and 
under investigation (focal laser ablation).

*CA licensure/eligibility a pre-requisite.

Urologist
Cambridge Health Alliance (CHA)

Cambridge Health Alliance (CHA), is a nationally 
recognized, award-winning public healthcare system located 
in the Boston metro area.  We are currently recruiting a 
Urologist to join our existing department (3 MDs & 1 PA). 
CHA is comprised of three hospital campuses and an integrated 
network of primary and specialty outpatient care sites.  

• 
with medical school criteria

• Call is 1:4. 24-hour consult triage, phone triage, and 
inpatient care 
residents

• 
• 
• 

interested in health care disparities
• 

clinical and communication skills, and a commitment to our 

AUANEW1044.indd   1 17/04/20   12:23 AM
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BEYOND EXCEPTIONAL MEDICINE™

Lancet Oncology

Web Search Queries and Prostate Cancer: The 
Thin Line Between the Digital and Real World 
Cacciamani G, Gill K, Gill IS. Lancet Oncology (April 2020)

We investigated the correlation between online Google searches-engine 
queries (SEQs) for PCa and metastatic PCa and its epidemiologic prevalence 
and variations according to U.S. Preventive Service Task Force (USPSTF) 
screening recommendations. SEQ trends correlate temporally and 
geographically with annual incidence of PCa, mPCa and PCa-mortality. This 
correlation increased further since the USPSTF recommendations (Fig.1a). 
U.S. state-by-state differences in SEQs reflect PCa-specific mortality in those 
states (Fig.1b). Conclusion: SEQs are a valid PCa-related public information 
resource and might serve as a complementary epidemiological tool. 
Providing accurate PCa-specific online information can deliver a valuable 
population-level service for patients and those related to them.

British J. Urol. International

Deep Learning on Automated Performance 
Metrics (APMs) and Clinical Features to Predict 
Urinary Continence Recovery after Robot-
assisted Radical Prostatectomy (RRP)
Hung AJ, Chen J, Ghodoussipour S, Oh P, Liu Z, Nguyen J, Purushotham S, Gill I, 
Liu Y.  BJU Int. 2019;124: 487  

We predicted continence recovery in 100 RRPs using a trained deep learning 
(DL) model (DeepSurv). For 8 surgeons, robotic APMs were captured 
prospectively and compared to their historical RRPs (01/2015-08/2016). 
DeepSurv model features, ranked per importance in prediction, selected the 
top 4 surgeons “Group 1/APMs” versus others “Group 2/APMs”. Continence 
rate: 79% @ 3 mos. Continence prediction by the DL model: CI 0.6; MAE 
85.9. This model ranked APMs higher than patient features. In the historical 
cohort, “Group 1/APM” patients had superior continence @ 3 mos (p=0.034) 
and 6 mos (p=0.047). Conclusions: Using APMs and patient data, the 
DeepSurv model was able to predict continence after RRP. Surgeons with 
more efficient APMs had higher continence rates.

Andrologia

Opioid Prescription Patterns and Opioid  
Usage after Vasectomy
Asanad K, Nusbaum D, Samplaski M. Andrologia, in press 2020.

We determined urologists’ opioid prescribing (e-survey) and patients’ post- 
vasectomy pain control regimens (telephone survey). 52% of urologists 
routinely prescribed opioids post-vasectomy; yet, 42% of men did not 
actually use them. Of men using opioids, 53% used ibuprofen as their 
primary pain med vs 93% of men not using opioids (p=0.004). Ibuprofen use 
correlated with using fewer opioid tablets (p=0.003). Conclusion: Opioid 
prescription after vasectomy is common, yet not routinely necessary. Patients 
using ibuprofen used less opioids.

Physiology & Behavior

Exercise Modulates Neuronal Activation in 
The Micturition Circuit: The MAPP Research 
Network Study
Daniel T, Holschneider P, Wang Z, Guo Y, Sanford M, Yeh J, Mao J, Zhang R, 
Rodriguez L. Physiology & Behavior 2020; 215, 112796

Stress exacerbates and exercise may improve 
symptoms of interstitial cystitis/bladder 
pain syndrome (IC/BPS). Animals exposed to 
water avoidance stress (WAS) have increased 
engagement of the brain micturition circuit. We 
evaluated the effect of voluntary exercise on the 
central amplification of stress- induced bladder 
hyperalgesia. After 10 days of WAS, W-K female 
rats were randomized to observation or daily 
exercise. Exercise animals had reduced bladder 
hypersensitivity, pain and frequency, with dose 
response. These changes correlated with brain 
changes in the micturition circuit (Barrington 
nucleus) and its control, the Periaqueductal Gray and the limbic system. 
Conclusion: Chronic exercise may help modify urinary symptoms  
in patients with IC/BPS.

Fig 1 (a). Linear correlation 
between annual relative 
search volume (ARSV) and 
age-adjusted PCa incidence in 
the U.S.; two red dots reflect 
the 2008 and 2012 USPFTF 
recommendations. 

Fig 1 (b) Heat-map chart 
showing U.S. state-by-state 
correlation between Google 
ARSV and age-adjusted PCa 
incidence (2009-2016). 
Epidemiological data from  
CDC, NPCR and NCI-SEER.

Fig. Top-10 feature ranking by 
DeepSurv utilizing automated 
performance metrics and 
patient features
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