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*
2021 AUA Self-Assessment Study Program

Method of Participation: Participants will receive a SASP booklet, answer sheet, and return envelope with cardboard insert. To earn credlt,
participants must read the educational material provided, designate answers for each of the 150 multiple-choice questions, and return the
answer sheet for evaluation, answering 50% of the test questions correctly.

Accreditation: The American Urological Association (AUA) is'accredited by the Accreditation Council for Continuing Medical Education (ACCME)
to provide continuing medical education for physicians.

credit Designation Statement: The American Urological Association designates this enduring material for a maximum of 20.00 AMA PRA
Category 1 Credits™. Physicians should claim only the credit commensurate with the extent of their participation in this activity.

Other Learners: The AUA is not accredited to offer credit to participants who are not MDs or DOs. However, the AUA will issue documentation
of participation that states that the activity was certified for AMA PRA Category 1 Credit™,

Original Release Date: January 2021 Expiration Date: December 2023
Estimated time for study, test completion, and reference reading for each SASP is 20 hours.
Target Audience: This self-assessment program is designed for practicing urologists, Board candidates, residents and/or physician assistants.

Purpose/Need: Urologists and other health care providers need to assess their knowledge of urology. Identified gaps in this knowledge can lead
to individualized, practical educational activities, which will result in improved patient care.

Learning Objectives: After completion of this continuing medical education activity, including this examination, participants will be able to:
s  assess their knowledge of urology
e demonstrate an increased knowledge base of urology
e apply increased knowledge to improve quality of patient care =
« evaluate strengths and weaknesses in urology upon review of their personalized participant profile
e develop a personalized study program
e review basic and advanced urological guidelines
« discuss core knowledge of urology necessary for the ABU’s Qualifying and Lifelong Learning Examinations.

Evidence Based Content: It is the policy of the AUA to ensure that the content contained in this CME activity is valid, fair, balanced,
scientifically rigorous, and free of commercial bias.

AUA Disclosure Policy: All persons in a position to control the content of an educational activity (i.e., activity planners, presenters, authors)
provided by the AUA are required to disclose to the provider any relevant financial relationships with any commercial interest. The AUA must
determine if the individual's relationships may influence the educational content and resolve any conflicts of interest prior‘ to the
commencement of the educational activity. The intent of this disclosure is not to prevent individuals with relevant financial relationships from
participating, but rather to provide learners information with which they can make their own judgments.

Resolution of Identified Conflict of Interest: All disclosures will be reviewed by the AUA Conflict of Interest (COI) Review Work Group for
identification of conflicts of interest. The AUA COI Review Work Group, working with the program directors and/or editors, will document the
mechanism(s) for management and resolution of the conflict of interest and final approval of the activity will be documented prior to
implementation. Any of the mechanisms below can/will be used to resolve conflict of interest:

e  Peer review for valid, evidence-hased content of all materials associated with an educational activity by the course/program director,

editor, and/or AUA COI Review Work Group.

e Limit content to evidence with no recommendations

e Introduction of a debate format with an unbiased moderator (point-counterpoint)

e Inclusion of moderated panel discussion

e Publication of a paraliel or rebuttal article for an article that is felt to be biased

o  Limit equipment representatives to providing logistics and operation support only in procedural demonstrations

e Divestiture of the relationship by faculty

Off-label or Unapproved Use of Drugs or Devices: The audience is advised that this continuing medical education activity may contain
reference(s) to off-label or unapproved uses of drugs or devices. Please consult the prescribing information for full disclosure of approved uses.

. Disclaimer: The opinions and recommendations expressed by faculty, authors, and other experts whose input is included in this program are
their own and do not necessarily represent the viewpoint of the AUA. -

Reproduction Permission: The material contained in this examination is protected under U.S. Copyright law. Duplication of any part of this
examination by any means including, but not limited to, photographic reproduction is a FEDERAL OFFENSE.
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Self-Assessment Study Program

INTRODUCTION

This Self-Assessment Study Program is designed to provide practicing physicians, Board candidates,
and residents with an assessment of their knowledge of urology and to be a valuable learning
experience which should add significantly to their store of knowledge. In addition, expectations
are that there will be an improvement in the quality of care delivered to their patients. Relative
strengths and weaknesses in urology will be immediately apparent upon review of the
personalized Participant Profile. All data concerning results of the Study Program are strictly
confidential and elaborate security measures have been set up in the Office of Education to ensure
that only the individual participant has access to their scores.

The Self-Assessment Study Program may be completed under either open or closed book test
conditions. We urge participants to select the examination condition with which they are most
comfortable. Open book implies the use of references and other resource materials. Closed book
implies that reference materials are not used. To ensure a fair comparison, peer group reports are
compiled separately for the "open book" and "closed book" groups.

Participants who desire CME must score a minimum of 50% and may take the SASP under
either closed or open book test conditions. An additional answer sheet is provided to retake
the examination for credit if the 50% benchmark has not been met.

The purpose of the program is self-assessment and learning, NOT an evaluation of the participant
by the American Urological Association or any other agency. The examination is designed to be a
valuable learning experience as well as a-self-evaluation and therefore is considered to be a valid
measure regardless of open or closed book conditions.

The examination items require a recall of medical knowledge and application of clinical
experience. Time should be taken to consider each item carefully. We strongly recommend
blocking out three to four hours to take the examination in one, or at most,” two sittings. The
examination should not be stretched over multiple sessions. Participants should select one answer
that they feel is the best. At the completion of the exam, it is important for the learner to read
very carefully the comments and recommended resources as to why the answer is deemed to be
the “best answer".

Immediately after completion, participants return their answer sheet to the AUA Office of
Education. EACH WEEK answer sheets are scored and personalized. Participant Profiles are
compiled and mailed along with an evaluation or a second answer sheet to retake the exam.
Certificate of Completion for CME credit is available online at AUAnet.org/University.

At the end of the year, peer group reports will be compiled. In order for scores to be included in
the peer group data, completed answer sheets must be in the Office of Education before October
1, 2021. After the final weekly scoring, peer group reports will be sent to all participants who

returned an answer sheet. Included in this report will be an overview of your personalized
Participant Profile.

Finally, we hope that the Self-Assessment Study Program is found to be a stimulating, informative,
and beneficial tool for Continuing Education as you strive for high-quality patient care.

© 2021 American Urological Association. All Rights Reserved.



INSTRUCTIONS
PLEASE READ CAREFULLY

ASSEMBLE MATERIALS

1) SASP PART I: 150 multiple-choice questions (front section of book).
SASP PART II: Explanations, comments, and references (back section).
2) Answer Sheet: Two return address tabs should be attached to the bottom.
3) No. 2 Pencil: Answer sheets completed in ink will not be scored.
4) Exam Trustee Envelope: Should include protective cardboard.

PREPARE YOUR ANSWER SHEET

Please note: The stamped answer sheet tracking number (not to be confused with your
AUA ID Number) is used by AUA Staff during scoring.

1) Identification Information. Complete the information by writing in numbers and
blackening the corresponding grid numbers.

A. Years Out: Write the number of years since you completed residency training. If
this is less than 10 years, the first digit will be "0". If you are currently in residency,
record this number as "99".
Up to 20 CME Credits: Please mark the number of credits you wish to claim.
Book Year: Write "21" here.
AUA ID Number: Using leading zero(s), write your AUA ID Number.
Date: Write the date you take the exam.
Teaching Load:
None indicates you devote all of your time to private practice. Although
may have a clinic appointment with a medical school in the area, there is no
interface with medical students, residents, or interns.
Light indicates you devote the majority of your time to private practice;
however, also have a faculty appointment which requires that you participate in
rounds, conferences, or lectures approximately 5-10 times per year.
Medium indicates in addition to private practice, you have an active
teaching service which requires at least weekly contact with medical students,
residents or interns.
Heavy indicates you devote the majority of your time to a faculty
appointment which includes daily contact with medical students, residents, or
interns in the capacity of teaching or supervising their activities.
G. Exam Type:
Open book indicates that reference material will be used during the exam.
Closed book indicates that no reference material will be used during the exam.

TmMOO®

2) Return Address Tabs. Please use a permanent address when completing these tabs. Do
not detach from answer sheet. One tab will be used to send your personalized
Participant Profile. The other will be used to send your Peer Group Report in late 2021.

© 2021 American Urological Association. All Rights Reserved.



.  BEGIN THE EXAMINATION

1) Note that the sequence of questions on the answer sheet goes down the page and not
across the page. '

2) Block out 3-4 hours to read and answer the exam questions.

3) Mark ONLY ONE ANSWER.

4) Erase changes completely.

IV. AFTER COMPLETING THE EXAM

1) IMPORTANT!!!! Make a copy of your completed answer sheet.

2) Mail your answer sheet in the envelope provided with the protective cardboard. Do not
fold the answer portion of the sheet.

3) Allow 3-4 weeks for the return of your personalized Participant Profile and Evaluation
form, or a second answer sheet to retake the exam. Certificate of Completion for CME
credit is available online at AUAnet.org/University.

4) Begin studying Part Il of the SASP (back section of SASP booklet).

IMPORTANT!!! CME Credit Expiration Dates

Please note: CME Credits expire after three years of original release date.

Answers must be submitted by the CME credit expiration deadline to receive credit for that
year. Refer to CME expiration dates below:

2021 SASP December 31, 2023
2020 SASP December 31, 2022
2019 SASP December 31, 2021

2018 SASP and Prior Years are not eligible for CME credits.

All data concerning results of the study program are strictly confidential and elaborate security
measures have been set-up in the Office of Education to ensure that only the individual
participant has access to their scores. For additional information regarding this program, please
contact: American Urological Association Education and Research, Inc. (All rights reserved.)
Printed in USA 01/2021.
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ABU Examination Committee
Common Urology Abbreviations

ACE | Angiotensin converting enzyme MIBG | lodine-131-meta-iodobenzylguanidine
ACTH | Adenocorticotrophic hormone MVC | Motor vehicle collision ]
ADH | Antidiuretic hormone NSAIDS | Nonsteroidal anti-inflammatory drugs
AFP | Alpha-fetoprotein NSGCT | Nonseminomatous germ cell tumor
beta-hCG | Beta human chorionic gonadotropin OAB | Overactive bladder
BCG | Bacillus Calmette-Guerin PCN | Percutaneous nephrostomy
BEP | Bleomycin, etoposide & cisplatin PCNL | Percutaneous nephrolithotomy
BID | Twice daily PCNT | Percutaneous nephrostomy tube
BPH | Benign prostatic hyperplasia PDE-5 | Phosphodiesterol inhibitor 5
CAH | Congenital adrenal hyperplasia PGE-1 | Prostaglandin E-1
CHF | Congestive heart failure PIN | Prostatic intraepithelial neoplasia
CIS | Carcinoma in situ POP-Q | Pelvic organ prolapse quantification
CKD | Chronic kidney disease PT | Prothrombin time
CMG | Cystometrogram PTT | Partial thromboplastin time
CVA | Cerebrovascular accident PUV | Posterior urethral valve
DDAVP | Vasopressin synthetic analog PVR | Postvoid residual
DMSA | Dimercaptosuccinic acid QD, QHS | Dosing
DTPA | Tc-99m Pentetate QOD | Every other day
EMG | Electromyogram RCC | Renal cell carcinoma
ESRD | End-stage renal disease RPLND | Retroperitoneal lymph node
5-FU | 5-fluorouracil dissection
FDA | Food and Drug Administration RTA | Renal tubular acidosis
FSH | Follicle stimulating hormone SIADH | Syndrome of inappropriate
GFR | Glomerular filtration rate antidiuretic hormone
GnRH | Gonadotropin releasing hormone SSRI | Selective serotonin reuptake
GSW | Gunshot wound inhibitors
hpf | High power field SUI | Stress urinary incontinence
1251 | lodine?> SWL | Shock wave lithotripsy
ICSI | Intracytoplasmic sperm injection TID | Three times a day
IIEF | International index of erectile function TPN | Total parenteral nutrition
IPSS | International Prostate Symptom Score TRUS | Transrectal ultrasonography
L.V. | Intravenous TUIP | Transurethral incision of prostate
IVC | Inferior vena cava TUNA | Transurethral needle ablation
IRB | Institutional Review Board TUR | Transurethral resection
KUB | Kidney, ureter, bladder TURP | Transurethral resection of prostate
LDH | Lactate dehydrogenase TURBT | Transurethral resection of bladder
LH | Luteinizing hormone tumor
LH-RH | Luteinizing hormone releasing UDS | Urodynamics study
hormone UPJ | Ureteropelvic junction
LPP | Leak point pressure VCUG | Voiding cystourethrogram
LR/NS/D5W | Lactated Ringer’s/Normal saline VEGF | Vascular endothelial growth factor
Dextrose 5% water VHL | Von Hippel - Lindau
LUTS | Lower urinary tract symptoms VUR | Vesicoureteral reflux
M-VAC | Methotrexate, vinblastine, Adriamycin VVF | Vesico-vaginal fistula
(doxorubicin), cisplatin XRT | Radiation therapy
MAG-3 | Mercaptoacetylglycine
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General Chemistry

Electrolytes
Na 135 — 145 mEg/L
K 3.5 - 5.0 mEg/L
cl 120 -- 130 mEg/L
HCO; 22 - 26 mEg/L
Ca 8.5-10.5 mg/dL
PO, 2.6 — 4.5 mg/dL

Blood Urea Nitrogen (BUN)
Creatinine

Creatinine Clearance

Glucose (fasting)

Prostate Specific Antigen (PSA)
Serum Albumin

Acid Phosphatase

Alanine aminotransferase (SGPT)
Alkaline phosphatase
Alpha-feto protein (AFP)
Beta-hCG

Amylase

Bilirubin

Lactate dehydrogenase (LDH)
Uric acid

Hemoglobin
White Blood Count (WBC)
Platelets

Endocrine

Aldosterone

Calcitonin

Catecholamines

Cortisol

Epinephrine
17-Hydroxysteroids
17-Ketosteroids
Metanephrines

Parathyroid Hormone (PTH)
Plasma Renin Activity (PRA)
Testosterone
Vanillylmandellic acid (VMA)

Follicle Stimulating Hormone (FSH)

Luteinizing Hormone (LH)

Arterial Blood Gases
PO,
PCO,

Normal Laboratory Values

8 -20 mg/dL |
0.5-1.5mg/dL
50 - 125 mL/min
70 - 100 mg/dL
< 4 ng/mL
3.4-5.4 gm/dL

0-0.8U/L

10 -55 U/L
45 - 115 U/L
0-10 IU/mL

0 - 10 mlU/mL
50 - 120 U/L

0 - 0.4 mg/dL
110-210 U/L
3.6 — 8.5 mg/dL

13-18 g/dL
5-10,000/cu mm
150 - 350,000/cu mm

4 - 31 ng/dL

0 - 28 pg/mL

< 1000 ng/L
0-10 pg/dL

0- 110 pg/mL

3 - 14 mg/day

8 - 20 mg/day

0 - 0.9 mg/day
10 - 60 pg/mL
0.5 - 1.6 ng/ml/hr
300 - 1000 ng/dL
1.4 - 6.5 mg/day

1-15miu/L
3-18 miU/L

75 — 100 mmHg
35 -45 mmHg

© 2021 American Urological Association. All Rights Reserved.



© 2021 American Urological Association. All Rights Reserved.



Stabilization of the myocardium during life-threatening hyperkalemia associated
with loss of P waves and widening of the QRS complex on the EKG is best
accomplished using:

[.V. calcium gluconate.

I.V. sodium bicarbonate,

10% glucose with regular insulin.
potassium exchange resin with sorbitol.
hemodialysis.

moNw>

If the inferior mesenteric artery is ligated, the artery that maintains blood supply to
the rectum is:

superior mesenteric.
ileocolic.

middle sacral.
external iliac.
hypogastric.

moNw>

Three years after placement of an artificial urinary sphincter with initial good results
for post-prostatectomy incontinence, a 55-year-old man has recurrent incontinence.
Examination of the device and cystoscopy suggests normal cycling and no cuff
erosion. The next step is:

deactivate device for a two month trial period.
alpha-blocker therapy.

antimuscarinics.

urodynamics.

surgical exploration for repair or replacement.

moN® >

A 59-year-old man on active surveillance for Gleason 3+3=6 prostate cancer with a
stable PSA of 5.1 ng/mL has intraductal carcinoma on repeat biopsy. He prioritizes
maintenance of sexual function. The next step is:

PSA in six months.

MRI scan in one year.

repeat biopsy in one year.

whole gland cryosurgery.
nerve-sparing radical prostatectomy.

moN®>

The renal toxicity of L.V. iodinated contrast material is due to:

glomerular injury.

afferent arteriolar constriction.

efferent arteriolar constriction.

intrarenal vasoconstriction and tubular necrosis.
efferent arteriolar dilation and tubular necrosis.

moNw>
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6. A 19-year-old with a-pelvic fr_acture-related urethral injury undergoes endoscopic
realignment. Three months after catheter removal, he has a weak stream. Retrograde

urethrogram and VCUG are shown. The next step is:

urethral dilation.

internal urethrotomy.
anastomotic urethroplasty.

buccal mucosa graft urethroplasty.
penile skin flap urethroplasty.

moN®p»

.,"_

2 © 2021 American Urological Association. All Rights Reserved.



© 2021 American Urological Association. All Rights Reserved.



10.

1.

Ten days after an abdominal hysterectomy for cervical cancer, a 64-year-old woman
has leakage of urine and purulent material from the vagina. A cystogram is normal,
but a retrograde pyelogram demonstrates a left ureterovaginal fistula and marked
hydronephrosis. The right upper tract is normal. The next step is |.V. antibiotics and:

percutaneous nephrostomy tube.
ureteral stent placement.
vaginal cuff drain placement.
ureteroneocystostomy.
transureteroureterostomy.

monNn®pP

A 22-year-old woman is evaluated for microscopic hematuria. Abdominal films
demonstrate bilateral nephrocalcinosis with fine flecks of calcium appearing in most
papillae. Renal function is normal. The most likely diagnosis is:

distal RTA. ‘
idiopathic hypercalciuria.
Fanconi syndrome.
proximal RTA.
hyperparathyroidism.

moN® >

A 48-year-old woman develops a vesicovaginal fistula one week after vaginal
hysterectomy. Cystoscopy shows a 5 mm area of erythema just cephalad to the
trigone. Bilateral retrograde pyelograms are normal. Although vaginal leakage of
urine persists, the majority of urine is voided normally. The next step is:

fulgurate fistula.

bilateral nephrostomy tubes.
immediate fistula repair.
‘urethral catheter drainage.
suprapubic cystostomy.

monNn®p

In a man with low-risk prostate cancer, the genomic test which provides an estimate
of adverse pathologic features is:

A. Oncotype Dx®.
B. Decipher®.

C. Prolaris®.

D. Confirm MDx®.
E. Mitomic®.

A two-month-old girl with a lumbar myelomeningocele had a febrile UTI. After
therapy, videourodynamics show bilateral grade 5 VUR, a trabeculated bladder,
leakage around the 7 Fr urodynamics catheter at a volume of 40 mL, and a detrusor
pressure of 50 cm H0. The next step is:

A vesicostomy.

B. incontinent ileovesicostomy.

C. antibiotics and oxybutynin.

D augmentation and bilateral ureteral reimplants.
E bilateral ureteral reimplants and CIC.

© 2021 American Urological Association. All Rights Reserved.



12.

13.

14.

15.

16.

A 15-year-old sexually active boy has urethritis, confluent red papules with a
yellowish scale on the glans penis, arthritis of the knees, and uveitis. The best initial
treatment of the skin lesions is:

intramuscular penicillin G.
systemic retinoids.

topical steroids.

topical podophyllin.

oral doxycycline.

moN®p

A 53-year-old man with a history of cyclophosphamide chemotherapy has clot urinary
retention. He continues to require daily blood transfusions despite cystoscopic
fulguration and catheter clot evacuation. Alum irrigations and percutaneous
nephrostomy drainage have been unsuccessful. A cystogram shows no VUR. The next
step is:

2-Mercaptoethane sulfonate (mesna).
10% formalin bladder irrigations.

10% formaldehyde bladder irrigations.
cystectomy.

1% formalin bladder irrigations.

moN®p

A 35-year-old man with C5 quadriplegia is managed with a condom catheter. He has
recurrent febrile UTIs and episodes of autonomic dysreflexia. CMG reveals a detrusor
LPP of 60 cm H.O at 150 mL, detrusor-external sphincter dyssynergia, and a residual
of 75 mL after reflex bladder contraction. The next step is:

observation.

CIC.

antimuscarinic medication.
external sphincterotomy.
male sling.

mopwp

A 76-year-old asymptomatic woman has a urine culture showing > 10° Klebsiella
CFU/mL. Treatment with amoxicillin may:

reduce mortality.

reduce morbidity.

increase mortality.

increase morbidity.

increase risk of stone formation.

moN®mp

A seven-year-old boy with prostatic alveolar rhabdomyosarcoma undergoes
chemotherapy per the Children's Oncology Group protocol, but has residual mass on
a post-treatment CT scan. Biopsy confirms mature rhabdomyoblasts. The next step is:

observation.

salvage chemotherapy.
XRT.

radical prostatectomy.
pelvic exenteration.

moNn®p
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17.

Seven years after cystectomy and ileal conduit for bladder cancer, a 66-year-old
woman has bilateral hydroureteronephrosis. CT scan has no evidence of cancer
recurrence and urine cytology is negative. Serum creatinine is 1.8 mg/dL. Loopogram
and renogram are shown. The next step is:

looposcopy.

bilateral percutaneous nephrostomy.
stomal revision.

revision of left ureteroileal anastomosis.
left nephroureterectomy.

moN®p
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18.  Three months following an abdominoperineal resection, a 62-year-old man has
persistent urinary retention managed with CIC. Cystoscopy reveals trilobar prostatic
enlargement. Creatinine and PSA are normal. CMG reveals no detrusor overactlwty,
Pdet of 15 cm H.O at a maximal cystometric capacity of 350 mL, and no increase in
detrusor pressure noted when given permission to void. The next step is:

A. continue CIC.
B. finasteride.
C. tamsulosin.
D. Rezum™.

E. TURP.

© 2021 American Urological Association. All Rights Reserved. 7



19.

20.

21.

22,

23.

A 72-year-old man with recurrent nephrolithiasis has a positive voided cytology nine
months after ureteroscopic laser ablation of a 7 mm right upper tract urothelial
carcinoma. Retrograde pyelograms are normal and bladder and prostatic urethral
biopsies are negative. Ureteroscopic biopsies demonstrate CIS in the right proximal
and midureter. GFR is 44 mL/min/1.73 m2 The next step is:

ureteroscopic laser ablation.

ureteral stent insertion and intravesical BCG.

percutaneous nephrostomy tube insertion and antegrade BCG.
ureterectomy with Boari flap reimplantation.
nephroureterectomy.

moN® P>

A 32-week-gestation neonate in the NICU for respiratory difficulties is found to have

-Candida albicans on two successive catheterized urine cultures. He is voiding

spontaneously and his renal and bladder ultrasound is normal. The next step is:

repeat urine culture in one week.
circumcision.

intravesical amphotericin.
parenteral fluconazole.
parenteral amphotericin.

monNnwy

A 53-year-old diabetic man sustains a minor proximal crural perforation during
primary implantation of a three-piece inflatable penile prosthesis via a penoscrotal
approach. The best management is:

A. abort the procedure.

B. secure exit tubing of the ipsilateral cylinder.
C. extend corporotomy for primary repalr

D place a malleable implant.

E direct closure via perineal approach.

A 27-year-old pregnant woman in her third trimester has urinary frequency and
dysuria. Physical examination demonstrates suprapubic tenderness but no flank
discomfort. Urine culture is positive for pan-sensitive E. coli. She should be treated

with:

tetracycline.
trimethoprim/sulfamethoxazole.
amoxicillin.

ciprofloxacin.

nitrofurantoin.

moNnw>p

A 48-year-old man has a two-week history of low back pain and difficulty voiding.
Physical examination reveals an absent bulbocavernosus reflex and loss of perineal
sensation. Imaging reveals a L4-L5 disc protrusion. The most likely distribution of his

neural injury is:

parasympathetic alone.
sympathetic alone.
pudendal alone.
parasympathetic and pudendal.
sympathetic and pudendal.
© 2021 American Urological Association. All Rights Reserved.
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24.

25.

26.

27.

A 48-year-old woman with ESRD has a history of low-grade Ta urothelial carcinoma
treated by TURBT one year ago. Since then all cystoscopies have been normal. The
recommended cancer free waiting time period from her last negative cystoscopy
before proceeding with renal transplantation is:

A no delay necessary.
B. . oneyear.

C. two years.

D. five years.

E.

none, transplant is contraindicated.

A 30-year-old man with fever of 39.2° C undergoes incision and drainage of a perineal
abscess and administration of broad-spectrum V. antibiotics. The next morning,
urine starts to drain from the wound with voiding. The next step is:

CT urogram.
cystoscopy.

urethral catheter.
suprapubic cystostomy.
surgical repair.

moN®p

When using an omental flap for repair of a vesicovaginal fistula, the artery on which
the vascular pedicle of the omentum is based is the:

A. right gastroepiploic.
B. left gastroepiploic.
C superior mesenteric.
D. gastric.

E. splenic.

A 30-year-old calcium stone former reports fatigue one month after starting
hydrochlorothiazide for hypercalciuria secondary to renal calcium leak. The next step
is:

check serum calcium and phosphorous.

check serum sodium and potassium.

liberalize intake of sodium chloride.

increase fluid intake.

switch from hydrochlorothiazide to indapamide.

moN®p
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28.

One month after endovascular aortic repair (EVAR) for an aortic aneurysm, a 62-year-
old man has the CT scan shown. Serum creatinine is 0.8 mg/dL. The next step is:

surveillance.

MRI scan of the abdomen and pelvis.
percutaneous biopsy of periureteral fibrosis.
.corticosteroids and tamoxifen.

bilateral ureterolysis.

moNn®»

10
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29.

Despite six months of behavioral modification and pelvic floor physiotherapy, a 52-
year-old woman has persistent urinary frequency, urgency, and urgency
incontinence. Physical examination demonstrates urine leakage with cough and a
POP-Q of: Aa:-1, Ba:-1, C:-6, D:-7, Ap:-2, and Bp:-2. The next step is:

antimuscarinic medication.
incontinence pessary.
periurethral bulking.
midurethral sling.
autologous fascial sling.

moN®»
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30.

31.

32.

33.

12

A 54-year-old woman who underwent intestinal bypass surgery 15 years ago for
obesity has passed 15 calcium oxalate stones. A 24-hour urine collection reveals a
volume of 850 mL, pH 5.2, decreased calcium, sodium, citrate, and magnesium, and
markedly elevated oxalate levels. Medical management should consist of increased

fluid intake and:

calcium citrate.

magnesium citrate.

potassium citrate and calcium citrate.
calcium carbonate and magnesium citrate.
sodium bicarbonate and magnesium citrate.

moN®p

A contraindication to cytoreductive nephrectomy for metastatic RCC is:

progression of disease during initial systemic therapy.
vena caval thrombus.

involvement of the contralateral adrenal gland.

gross hematuria.

pulmonary metastases.

moN®p

A 72-year-old man with castration-resistant prostate cancer and bony metastases is

~ placed on abiraterone 1000 mg QD and prednisone 5 mg twice daily. After one

month of therapy, he experiences fatigue, nausea, and anorexia, despite objective
clinical improvement in his bone metastases. The next step is:

histamine-2 blocker.
magnesium supplementation.
megestrol acetate.

increase dose of prednisone.
switch to enzalutamide.

moN®>

When performing fluoroscopy, the action that will most effectively lower the
patient's radiation exposure is to:

move the image intensifier closer to the patient.
move the x-ray tube closer to the patient.

use electronic magnification.

use tight collimation.

increase kVp.

moNwp
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35.

36.

37.

38.

A 25-year-old man hears a snap during intercourse, without loss of erection. He
awakens the next morning with penile pain and on examination has penile shaft and
scrotal ecchymosis. He has a normal stream and no hematuria. The next step is:

observation.

penile MRI scan.

penile duplex Doppler ultrasound.
urethrography.

penile exploration.

moNw>

A 53-year-old woman has a 3.5 cm right adrenal mass. Her medications include
lisinopril and amitriptyline. Her blood pressure is 142/93 mmHg. Fasting plasma
metanephrine is 1.2 nmol/L (normal < 0.3 nmol/L). The next step is:

24-hour urine for metanephrines.

stop lisinopril and repeat plasma metanephrines.
stop amitriptyline and repeat plasma metanephrines.
start labetalol.

start phenoxybenzamine.

moNw>

A 63-year-old man previously treated with pelvic XRT for colon cancer undergoes
radical prostatectomy. Four weeks after surgery, a 3 cm rectourethral fistula is noted.
The next step is catheter drainage and:

bowel rest.

fecal diversion and bilateral percutaneous nephrostomy tubes.
transrectal fistula repair.

transabdominal fistula repair.

fecal diversion and staged fistula repair.

moNwp

A 22-year-old man has erectile dysfunction following penile trauma. His examination
is unremarkable and Doppler ultrasound reveals a peak systolic velocity of 42.27 cm/s
and an end-diastolic velocity of -7.72 cm/s. The most likely cause of his erectile
dysfunction is:

arterial insufficiency.
venous leak.
psychogenic.
Peyronie's disease.
arteriovenous fistula.

monNn®p

Prolapse of a vesicostomy is best avoided by:

A limiting the stoma size to no larger than 24 Fr.

B. resecting excess bladder wall tissue.

C. placing the stoma at the bladder dome.

D circumferential suturing of bladder to rectus fascia.

E placing the stoma midway between the symphysis pubis and the umbilicus.

© 2021 American Urological Association. All Rights Reserved. 13



39. Despite tamsulosin and solifenacin, a 27-year-old man has progressive severe urgency
and frequency. Videourodynamics with fluoroscopic images are shown. The arrow
shown in the image points to the bladder neck during voiding phase. The next step
is:

cervical and cranial MRI scan.
retrograde urethrogram.
pelvic floor muscle training.
TUIP.

monNnwy

neuromodulation.

14 © 2021 American Urological Association. All Rights Reserved.



40.

41.

42,

43.

44,

Alpha-mercaptopropionylglycine prevents cystine stones by:

promoting a diuresis.

alkalinizing the urine.

decreasing cystine excretion.
forming drug-cystine complexes.
increasing available urinary citrate.

moN™@>»

A 26-year-old woman has a 2 cm, circumferentially calcified saccular aneurysm on
renal arteriography. Her blood pressure is 126/82 mmHg and her creatinine is 1.1
mg/dL. She is considering pregnancy. The next step is:

observation.

serial imaging.
lisinopril.
endovascular stent.
surgical repair.

monNwx

A random urine culture in a 70-year-old asymptomatic woman after cystectomy and
ileal conduit diversion reveals > 100,000 Proteus species. The next step is:

observation.

repeat urine culture.
antibiotic therapy.
loopogram.
non-contrast CT scan.

moNn®>

The most likely neurologic deficit following nerve injury at the time of laparoscopic
varicocelectomy is:

numbness on the base of the penis and anterior scrotum.
numbness on the anterior thigh.

numbness on the lateral thigh.

inability to extend the knee.

inability to adduct the thigh.

monN®mp

An 80-year-old woman with a history of estrogen receptor-negative breast cancer has
dysuria and urinary frequency. Urine cultures and cytology are negative. Physical
examination demonstrates normal pelvic organ support and vaginal atrophy. The
next step is:

estradiol vaginal ring.
oral estrogen.
betamethasone cream.
solifenacin.
amitriptyline.

moNnwy
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46.

47.

48.

49.

16

One year after radical cystectomy, a 62-year-old man undergoes urethrectomy for
poorly-differentiated squamous cell carcinoma of the urethra with invasion of the
corpus spongiosum. Surgical margins are negative. Physical examination of the
inguinal regions is normal. The next step is:

surveillance.

XRT.

chemotherapy.

sentinel lymph node biopsy.
bilateral inguinal lymphadenectomy.

moN®»

A 25-year-old woman has .recurrent pan-sensitive E. coli UTIs with urgency and
frequency but no fever. The next step is:

post-coital voiding.
cranberry supplement.
daily ciprofloxacin.
abdominal ultrasound.
cystoscopy.

moN®>

A 38-year-old woman with a history of stones is taking topiramate for migraine
headaches. A 24-hour urine collection will most likely demonstrate:

hypercalciuria.
hyperuricosuria.
hypocitraturia.
hyperoxaluria.
hypomagnesuria.

moNwmp

A 40-year-old woman with spina bifida has an ileal conduit and ESRD. She is
scheduled for a living-related donor transplant. A retrograde loopogram shows mid-
loop stenosis and an aperistaltic loop that is significantly shortened, The transplant
ureter should be anastomosed to the:

native bladder.

original ileal conduit. )

original ileal conduit revised at the time of transplantation.
new ileal conduit created prior to transplantation.

new ileal conduit created at the time of transplantation.

moN®>

A 53-year-old woman has urine leakage with sneezing and exercise despite pelvic
floor muscle training. On physical examination, after voiding, she has no significant
prolapse and no leakage with cough or Valsalva. The next step is:

full bladder stress test.
urodynamics.
antimuscarinic therapy.
periurethral injection.
midurethral sling.

moN®>>
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50.

A six-month-old boy has proximal hypospadias, a right nonpalpable testis, and a
normal sized left scrotal testis. Karyotype is 46,XY. Laparoscopic view of the right
internal inguinal ring is shown. The most likely finding at inguinal exploration is:

testicular agenesis.
testicular nubbin.
undescended testis.
streak gonad.
ovotestis.

moNnwx
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52.

53.

54.

55.

18

A 59-year-old man with a history of liver transplantation has a 1 ¢cm raised, tender,
penile lesion at the coronal sulcus dorsally. Incisional biopsy reveals Kaposi's sarcoma.

The next step is:

A. decrease immunosuppression.
B. topical 5-FU.

C. local excision.

D CO; laser ablation.

E partial penectomy.

A 57-year-old woman has urine leakage with exercise and a vaginal bulge. On
examination, she leaks with cough and POP-Q reveals: Aa:-2, Ba:-2, Ap:+2, Bp:+2, and
C:0. The next step is a midurethral sling:

only.

with anterior repair.

with posterior repair.

with anterior and apical vault repair.
with posterior and apical vault repair.

moNnwp

A 55-year-old woman with breast cancer has a 3.5 cm right adrenal nodule. The
nodule has an attenuation of 25 Hounsfield units on non-contrast CT scan, with 80%
washout on contrast-enhanced CT scan. The lesion is most likely a:

lipid rich adenoma.

lipid poor adenoma.
myelolipoma.

breast cancer metastasis.
primary adrenal cancer.

moNn®>»

In the setting of high risk penile cancer, the indication to perform deep inguinal
lymph node dissection at the time of surgery is based upon the presence of:

high-grade primary tumor.

corporal invasion.

palpable inguinal nodes.

superficial nodal metastases confirmed by frozen section.
lymphovascular invasion in the primary tumor.

moNwp

A 54-year-old man suffers a complete spinal cord injury at vertebral level L2. Once
the spinal shock phase has ended, videourodynamics would most likely show:

normal detrusor contractility.

volitional control of the external urethral sphincter.
detrusor external sphincter dyssynergia.

a competent bladder neck.

detrusor overactivity.

moN®>
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57.

58.

59.

60.

A three-week-old circumcised boy has a normal renal ultrasound and VCUG after a
febrile UTI. Six months later, he develops another febrile UTI. A repeat renal
ultrasound is normal. The next step is:

observation.

diuretic MAG-3 renal scan.
nuclear VCUG.
prophylactic antibiotics.
cystoscopy.

Mmoo W

A 12-year-old boy with a history of CAH has painful bilateral testicular masses
confirmed on ultrasound. The next step is:

antibiotics.

increase corticosteroids.

fine needle aspiration of testis.
bilateral partial orchiectomy.
abdominal pelvic CT scan.

mo N>

A 22-year-old man with NSGCT completed chemotherapy that included ifosfamide
two weeks ago. He has weakness and lethargy, but appears euvolemic. Serum labs
reveal Na 137 mEq/L, Cl 135 mEqg/L, CO: 12 mEg/L, K 2.7 mEq/L, and creatinine 0.9
mg/dL. Blood gas reveals serum pH 7.3. Urinalysis reveals pH 7.6. The next step is:

I.V. Ringer’s lactate.

I.V. DsW with 20 mEqg/L KCl.
L.V. hydrocortisone.

oral spironolactone.

oral potassium citrate.

moNwp

A ten-year-old boy has a 1 cm ureteral stricture distal to the iliac vessels that was
identified three months after a complex ureteroscopic stone extraction. The next step
is:

stent placement.

balloon dilation and stent placement.
endoureterotomy and stent placement.
ureteral reimplantation.
ureteroureterostomy.

moOonNw»

A 25-year-old man has persistent left flank pain after a left ureteral reimplant with a
Boari flap. CT scan demonstrates a dilated left renal pelvis. A MAG-3 diuretic
renogram with a urethral catheter demonstrates a left T1/2 of 20 minutes with a
differential function of 40%. The next step is:

A. VCUG.

B. ureteral stent.

C. ureteroscopy.

D. percutaneous nephrostomy tube.
E. Whitaker test.

© 2021 American Urological Association. All Rights Reserved. 19



61. A 65-year-old woman with stress-predominant mixed urinary incontinence has
worsening of her OAB symptoms three months following midurethral sling. Urinalysis
is normal. Urodynamics are shown. The likely cause of her symptoms is:

natural progression of OAB.
outlet obstruction.

mesh erosion into her bladder.
mesh erosion into her urethra.
voiding dysfunction.

monNn®p
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63.

64.

65.

66.

A 42-year-old man sustains a high velocity pelvic gunshot wound with no obvious
ureteral injury at exploration. Two days later during a second look operation for
bleeding, a minor distal ureteral contusion is identified. Intravenous indigo carmine
does not reveal a urine leak. The next step is:

observation.

cystoscopy and stent placement.
percutaneous nephrostomy.
ureteroneocystostomy.

debridement and ureteroureterostomy.

moNwP

A 17-year-old boy underwent left radical orchiectomy for a 5 cm pT2 NSGCT. He has
a 2.5 cm para-aortic node and no other visible metastases. Initial markers reveal an
AFP of 7,000 |U/mL and a normal beta-hCG. Two weeks later, his beta-hCG is normal
and his AFP is 5,000 lU/mL. The next step is:

repeat tumor markers in two weeks.
three cycles BEP.

four cycles etoposide and cisplatin.
four cycles of BEP.

RPLND.

moN®p>

A 45-year-old man has recurrent calculi and low Vitamin D levels. His current
medications include Vitamin D 1000 IU/day and hydrochlorothiazide. Serum calcium
is high. Serum parathyroid hormone and phosphorus are normal. Serum potassium is
low. After supplementing dietary potassium, the next step is:

restrict dietary calcium.

decrease Vitamin D intake.

decrease thiazide dose.

add potassium citrate.

change hydrochlorothiazide to indapamide.

moNn®wpy

A six-month-old boy has a nonpalpable left testis. The contralateral testis is
descended and normal in size. The next step is:

inguinal scrotal ultrasound.
abdominal CT scan.

left scrotal exploration.
diagnostic laparoscopy.
hCG treatment.

moNn®m»

The most common pure stone composition in patients with gout treated with
allopurinol is:

xanthine.

calcium oxalate monohydrate.
calcium oxalate dihydrate.
calcium phosphate.

uric acid.

moN®p
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68.

69.

70.

71.
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A 65-year-old man has been on GnRH therapy for a rising PSA after XRT for prostate
cancer. The PSA has increased from 2.1 ng/mL to 3.6 ng/mL over the past three
months. The testosterone level is < 50 ng/mL. Metastatic evaluation is negative. The
next step is:

A. pembrolizumab.

B. abiraterone plus prednisone.
C. sipuleucel-T.

D. enzalutamide.

E. docetaxel.

A 19-year-old man states that his partner has noticed significant left lateral deviation
of his penis on erection. He denies any penile trauma and has not previously noticed
the curvature. The most likely diagnosis is:

Peyronie's disease.

subacute penile fracture.
acquired penile curvature.
congenital penile curvature.
hypospadias with chordee.

moNn®»p

A 52-year-old man sustains an electrical burn to the penis while repairing a high
voltage power line. Four hours after the injury, the penile shaft and glans are
erythematous with superficial skin sloughing and blistering. The next step is:

observation.

retrograde urethrogram.
urethral catheter.
suprapubic cystostomy.
penile debridement.

moN®>

A 52-year-old woman has a 2.5 cm cystic right renal lesion on CT scan with Hounsfield
units of 8. The lesion has smooth, thin walls, and a few thin, non-enhancing septa
containing fine calcifications. The next step is:

no further surveillance.
ultrasound in six months.
CT scan in one year.
percutaneous biopsy.
partial nephrectomy.

moNwp

A 56-year-old woman has urine leakage with cough and exercise for the last six
months. She had a midurethral sling ten years ago. Examination reveals loss of urine
with cough and minimal urethral hypermobility. Urinalysis is normal and PVR is 15
mL. The next step is:

urethral bulking agent.
transobturator midurethral sling.
retropubic midurethral sling.
retropubic bladder neck suspension.
artificial urinary sphincter.

moN®p
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72. A 26-year-old woman has a one year history of weight gain, hypertension, and
abdominal striations. CT scan is shown. The next step is:

24-hour urinary 17-ketosteroids.

low dose dexamethasone suppression test.
‘MRI scan of the abdomen.

MRI scan of the brain.

biopsy.

moN®p
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74.

75.

76.

77.
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Four weeks after SWL, the best treatment of a persistent, asymptomatic 2 cm
steinstrasse is:

medical expulsive therapy.

ureteral stent.

SWL of the lead fragment.
ureteroscopic laser lithotripsy.
percutaneous antegrade ureteroscopy.

moN®p

A 19-year-old man on amoxicillin for acute pharyngitis has a two-day history of
painless gross hematuria. Temperature is 38.5° C and blood pressure is 150/80 mmHg.
WBC is 16,000/cu mm and creatinine is 2.7 mg/dL. Urine dipstick shows 2+ protein and
4+ blood. Renal ultrasound is normal. Renal biopsy shows crescentic glomeruli and
mesangial cell proliferation. He most likely has:

minimal change nephrotic syndrome.
membranous glomerulonephritis.
membranoproliferative glomerulonephritis.
post-inféctious glomerulonephritis.

IgA nephropathy.

moNn®p

One week following colectomy, a 78-year-old man has a voiding trial. The
antimicrobial of choice is:

A. no antibiotic is indicated.

B. amoxicillin.

C. cephalexin.

D. trimethoprim/sulfamethoxazole.
E. gentamicin.

A patient with recurrent calcium oxalate stones undergoes a 24-hour urine collection
with the following results: calcium 180 mg (normal < 200 mg); oxalate 42 mg (normal
< 40 mg); citrate 575 mg (normal > 550 mg); sodium 155 mg (normal < 150 mg); uric
acid 900 mg (normal < 800 mg). The treatment most likely to reduce future stone
formation is:

A. low oxalate diet.
B. low sodium diet.
C. allopurinol.

D. potassium citrate.
E. thiazide.

A 55-year-old woman has just completed a course of trimethoprim/sulfamethoxazole.
She develops fever, a dark red macular rash, mucosal erosions, and conjunctival
lesions. The next step is:

A. local wound care.

B. topical corticosteroids.
C. antihistamines.

D. acyclovir.

E. vancomycin.

© 2021 American Urological Association. All Rights Reserved.
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79.

80.

81.

82.

A 43-year-old man with a history of a penile fracture 12 months ago has curvature
and penile pain during intercourse. On examination, he has a palpable, soft plaque
and a 70 degree dorsal penile curvature with intracavernosal injection. The next step
is: "

observation.

extracorporeal shock wave therapy (ESWT).
intralesional verapamil injections.
intralesional collagenase injections.

stem cell therapy.

monNn®»

A 75-year-old man with stage 3 chronic kidney disease requires a transverse colon
conduit. The most appropriate bowel preparation is:

magnesium sulfate.

polyethylene glycol.

sodium phosphate.

magnesium citrate.

magnesium citrate/sodium picosulfate.

mooop

Women are most likely to have E. coli bacteriuria after intercourse when:

in mid-menstrual cycle.
using a spermicide.

in early menstrual cycle.

on an oral contraceptive.
their partner uses a condom.

monNnwp

A 75-year-old hospitalized man with squamous cell cancer of the lung is diagnosed
with a 2 cm renal calculus. Laboratory evaluation demonstrates hypercalcemia and
an E. coli UTI. The most likely cause of stone formation is:

absorptive hypercalciuria.
primary hyperparathyroidism.
secondary hyperparathyroidism.
ectopic hyperparathyroidism.

E. coli UTL

moNw>

A 62-year-old man has two right renal masses, measuring 2 cm and 3 ¢m, and
extensive paraaortic and pelvic lymphadenopathy. Metastatic evaluation is otherwise
negative. He has a radiographically normal contralateral kidney and a GFR of 58
mL/min/1.73 m?2. The next step is:

percutaneous biopsy.

percutaneous ablation of renal masses.

partial nephrectomy of renal masses.

radical nephrectomy and lymph node dissection.
ipilimumab and nivolumab.

moNwp
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85.

86.

87.
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Congenital paraureteral diverticula are most frequently:

moNwP

associated with VUR.

associated with bladder outlet obstruction.
located on the posterior bladder floor.
seen in females.

detected by cystoscopy.

A patient undergoing robotic pelvic surgery in Trendelenburg position with an
intraperitoneal pressure of 15 mmHg would be expected to have:

moNn®p

increased heart rate.

decreased mean arterial pressure.
increased systemic vascular resistance.
decreased cardiac output.

increased blood CO; levels.

Duplex ultrasonography is:

monNnwp

dual energy gray-scale ultrasound.
bi-directional Doppler ultrasound.

color flow and power Doppler ultrasound.
gray-scale and Doppler ultrasound.

gray-scale and microbubble contrast ultrasound.

A 43-year-old man with azoospermia had testicular biopsies that revealed Sertoli cell-
only histology. He and his partner prefer to have a biological child. His serum
hormone testing is normal except for an elevated FSH level. He has a 46,XY karyotype
and no Y chromosome microdeletions. The next step is:

moN®mp

human chorionic gonadotropin (hCG).

clomiphene citrate.

microdissection testicular sperm extraction (micro-TESE).
percutaneous epididymal sperm aspiration (PESA).
adoption.

Compared to the transperitoneal approach, the extraperitoneal approach to robotic-
assisted radical prostatectomy is associated with:

monNwp

increased blood loss.

decreased tension on the anastomosis.
increased risk of bladder injury.

increased absorption of CO..

need for steeper Trendelenburg positioning.
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A four-month-old boy has a history of prenatal bilateral hydronephrosis. Postnatal
ultrasound reveals severe left hydroureteronephrosis. VCUG is normal. A diuretic
renal scan shows normal symmetric uptake bilaterally; T1/2 of the right kidney is 8
min; T1/2 of the left kidney is 28 min. The next steps are prophylactic antibiotics and:

renal ultrasound in three months.

MRI urogram.

cystoscopy and distal ureteral dilation.
cutaneous ureterostomy.

ureteral reimplantation.

monNn®>»

During spinal shock, the status of the smooth sphincter, striated sphincter, and
guarding reflex, respectively, is:

synergic, synergic, present.
synergic, synergic, absent.
synergic, dyssynergic, present.
synergic, dyssynergic, absent.
dyssynergic, synergic, present.

monNn®mpy

A ten-year-old boy with intermittent left lower quadrant pain has a pelvic kidney
with a radiopaque 1.6 cm calculus in the extrarenal pelvis. The next step is:

A. alkalinization of urine.

B. SWL.

C. ureteroscopy and laser lithotripsy.
D. PCNL.

E.

laparoscopic pyelolithotomy.

One year after a negative hematuria evaluation, a 36-year-old woman has 2 RBUhpf
on microscopic urinalysis. The next step is:

no further testing.

urine cytology.

cystoscopy.

renal ultrasound and cystoscopy.

renal ultrasound, cystoscopy, and urine cytology.

moN®>

A 70-year-old man is being considered for hyperbaric oxygen therapy for radiation
cystitis. A relative contraindication to this therapy is: '

A protein C deficiency.

B. dementia.

C. seizure disorder.

D. glaucoma.

E. pulmonary hypertension.
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94. A 68-year-old diabetic man has nocturia. DRE reveals a benign 40 gram prostate,
urinalysis is unremarkable, and PVR is 55 mL. He completes a 24-hour frequency-
volume chart as shown. The next step is:

A. decrease nightly fluid intake.
B. decrease caffeine consumption.
C. tamsulosin.
D. oxybutynin.
E. sleep study.
[ date time Volume Fluid intake Fluid type activity ]
voided (mL) | (mL) '
2/20/2019 4:00 am 125
2/20/2019 6:00am 400 Awake for day
2/20/2019 7:00am 250 coffee
2/20/2019 8:00 am 275
2/20/2019 11:00am 325
2/20/2019 11:30 am 500 water
2/20/2019 1:00 pm 500 water
2/20/2019 2:00pm 300
2/20/2019 4:00pm 250 250
2/20/2019 6:00 pm 250 water
2/20/2019 8:00 pm 250
2/20/2019 10:00 pm 100
11:00 pm To sleep
2/20/2019 1:00 am 300
2/21/2019 4:00 am 325
2/21/2019 7:00 am 275 Awake for day

I

95. A 53-year-old man completes induction and the first maintenance course of
intravesical BCG for cT1 urothelial bladder carcinoma with CIS. Bladder biopsies two
months after his last BCG course reveal CIS. CT scan is normal. The next step is:

repeat induction with BCG and interferon.
bladder biopsies after next maintenance series.
chemoradiation.

radical cystectomy.

neoadjuvant chemotherapy and cystectomy.

moNwm)»

© 2021 American Urological Association. All Rights Reserved. 29



96.

97.

98.

99.

30

moN®p

A 36-year-old woman with poorly controlled hypertension has high serum
aldosterone levels despite a sodium load. CT scan demonstrated multifocal bilateral
5 mm adrenal nodules. The next step is:

MRI scan.

adrenal vein sampling.
spironolactone.
metyrapone.

bilateral adrenalectomy.

moONw»

A 20-year-old man has a gunshot wound in the suprapubic area. He is
hemodynamically stable and has gross hematuria. An arterial phase CT scan shows
heterogeneous fluid in the pelvis. CT cystogram reveals extraperitoneal contrast
extravasation. The next step is:

continue urethral catheterization with cystogram in seven days.
CT urogram in 48 hours.

suprapubic tube placement.

cystoscopy and retrograde pyelograms.

exploratory laparotomy and cystorrhaphy.

Peyronie's disease is characterized by:

A. spontaneous resolution of curvature in the majority of patients within one
year.

spontaneous resolution of pain in the majority of patients within one year.
gradually worsening LUTS during the inflammatory phase.

spontaneous resolution of associated Dupuytren’s contracture.

resolution of hourglass deformity in nearly all patients within one year.

monNn®m

A 61-year-old woman comes to the emergency room with right lower abdominal pain
and vomiting. She denies fever. Her pain and vomiting are controlled with
medications. CT scan shows right hydroureteronephrosis with perinephric fluid
secondary to a 3 mm right distal ureteral stone. The next step is:

A. observation.
B. tamsulosin.
C. diclofenac.
D. prednisone.
E. nifedipine.
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100. A 12-year-old ambulatory boy with a history of imperforate anus repair has
significant  urinary “incontinence despite maximal anticholinergics
onabotulinumtoxinA injection. He performs CIC every two to three hours during the
day. Urodynamics is shown. End filling maximum bladder capacity is 150 mL and
Valsalva LPP is 70 cm H,0. The next step is:

and

A. CIC.
B. onabotulinumtoxinA injection to urethral sphincter.
C. overnight bladder drainage.
D. bladder neck reconstruction.
E. augmentation cystoplasty.
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101. A 16-year-old boy undergoes left radical orchiectomy for a 12 ¢cm paratesticular
embryonal rhabdomyosarcoma with negative margins. CT scans are negative. The
next step is:

monN®m>

surveillance.

XRT.

vincristine and actinomycin.

vincristine, actinomycin, and cyclophosphamide.
RPLND.

© 2021 American Urological Association. All Rights Reserved.
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During robotic-assisted radical prostatectomy, the posterior urethra tears during the
running anastomosis. During a second anastomotic attempt, the tissue continues to
tear resulting in a 2 cm gap. The next step is:

decrease insufflation pressure.

perform anterior portion of the anastomosis first.

place Lembert sutures posterior and lateral to the bladder neck.

ligate and divide bladder pedicle on one side. .

suture rhabdosphincter to Denonvilliers’ fascia and posterior detrusor muscle.

monN®P

The finding on prenatal imaging most consistent with bladder exstrophy is:

A an exposed bladder plate with pubic diastasis.

B. a small phallus with dorsal chordee.

C. inability to visualize the bladder.

D a large abdominal wall defect with exposed intestines.
E polyhydramnios.

A 65-year-old woman undergoes cytoreductive nephrectomy for clear cell RCC. Her
Karnofsky performance status is 75 with hemoglobin 10 g/dL and platelets 450,000/cu
mm. Tumor PDL-1 (Program Death Ligand-1) expression was < 1%. The next step is:

A. sunitinib.

B. pazopanib.

C. everolimus.

D. nivolumab.

E. nivolumab and ipilimumab.

Intravenous methylene blue should be avoided in patients taking:

nitrates.

cyanocobalamin.

serotonin uptake inhibitors.
indomethacin.
sulfamethoxazole.

moNwp

A ten-year-old boy falls from a second story balcony. His lowest blood pressure was
100/60 mmHg in the field. Spine films and KUB are normal. Urinalysis reveals 50
RBC/hpf without gross hematuria. The next step is:

serial physical examination.

repeat urinalysis.

MRI urogram.

tri-phasic CT scan.

retrograde urethrogram.

moN®p
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107. Indocyanine green administration should be avoided in patients who are allergic to:

aspirin.
cyanocobalamin.
indomethacin.
iodine.
sulfamethoxazole.

moNn®mp

108. A 63-year-old man with a PSA of 1.4 ng/mL has obstructive LUTS despite six months
of therapy with tamsulosin. His AUA Symptom Score is 22 and QOL score is 4. He has
a 30 gram benign prostate on DRE and urinalysis is negative. PVR is 75 mL. The next

step is:

}. A cystoscopy.

| B. finasteride.

' C pressure flow study.

' D. prostatic urethral lift (UroLift®).
E. TURP.

109. A 55-year-old man develops an arrhythmia while undergoing SWL for an obstructing
9 mm proximal ureteral stone. The next step is:

continue SWL.

stop SWL and resume when arrhythmia resolves.
change to gated SWL.

stop SWL and place a ureteral stent.

convert to ureteroscopy with laser lithotripsy.

moNwp

110. A 22-year-old woman with a BMI of 39 kg/m? has a blood pressure of 145/80 mmHg
despite use of an ACE inhibitor and furosemide. Her estimated GFR is 35
mL/min/1.73m?. She does not have a family history of hypertension. The next step is:

renal scintigraphy.

duplex Doppler ultrasonography.
CT angiography.

magnetic resonance angiography.
angiography.

moN®p
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A 58-year-old man receives neoadjuvant chemotherapy for muscle invasive
plasmacytoid variant bladder cancer. Follow-up CT scan is shown. Metastatic

evaluation is negative. The next step is:

ultrasound guided biopsies.

cystoscopy and exam under anesthesia.
chemotherapy and XRT.

diagnostic laparoscopy.

radical cystoprostatectomy.

moNwp

A 12-year-old adopted girl with a surgically repaired cloacal anomaly has daytime
and nighttime urinary incontinence since early childhood. Her physical examination
shows separate urethral and vaginal orifices. She has a normal appearing back. The

next step is:

cystoscopy.
vaginoscopy.

VCUG.

pelvic MRI scan.
lumbosacral MRI scan.

moNwp
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A 17-year-old girl with spina bifida was treated for a bladder calculus. She uses
polyethylene glycol (Miralax™) for bowel management and catheterizes her
augmented bladder through an appendicovesicostomy every four hours. Stone

analysis is 80%.ammonium acid urate and 20% carbonate apatite. The next step Is:

N-acetylcysteine irrigation.
evaluate catheterization schedule.
evaluate bowel regimen.
intravesical gentamicin irrigation.
oral antibiotic prophylaxis.

moNn®p

In a man with metastatic prostate cancer, the finding of a germline mutation in DNA-

repair gene(s) is associated with: .

age < 60 years. :

family history of lung cancer.

family history of breast and ovarian cancer.
non-Hispanic white race.

prior XRT.

moNwp>

The structure most likely to be injured during robotic sacrocolpopexy is the:

left ureter.

right ureter.

left common iliac vein.
right common iliac vein.
right common iliac artery.

moNwp

Compared to conventional fractionation; moderate hypofractionation XRT in the

treatment of localized prostate cancer:

involves a greater XRT dose per treatment.

decreases acute gastrointestinal toxicity.

increases late genitourinary toxicity. :
improves biochemical recurrence-free survival. .
should not be offered to patients with high-risk disease.

moN®p>

According to the AUA Guideline on the Evaluation and Management of Testosterone

Deficiency, testosterone therapy significantly increases:

A. bone mineral density.

B. cognitive function.

C. risk of diabetes mellitus.
D. energy.

E. lipids.

© 2021 American Urological Association. All Rights Reserved.
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Therapeutic phlebotomy is indicated for men on long-term testosterone therapy
with:

total testosterone: normal; free testosterone: elevated; hematocrit: 55%.
total testosterone: elevated; free testosterone: elevated; hematocrit: 55%.
total testosterone: low; free testosterone: low; hematocrit: 54%.

total testosterone: elevated: free testosterone: normal; hematocrit: 54%.
total testosterone: low; free testosterone: elevated; hematocrit: 52%.

moNwp

According to the AUA guideline on evaluation and management of testosterone
deficiency, a symptomatic man found to have unexplained hypergonadotropic
hypogonadism should have:

Y-chromosome testing for microdeletions.

cystic fibrosis transmembrane conductance regulator (CFTR) testing.
karyotype testing.

pituitary MRI scan.

brain CT scan.

mOoON®>»

Participants in an opioid use disorder study were randomized to placebo or new drug.
The primary endpoint was the presence of any positive urine samples for each
participant during the study. The researcher also wants to know if tobacco use
impacts the dependent variable. The best statistical test is:

ANOVA (analysis of variance).
logistic regression.

point biserial correlation.
chi-square test.

multiple linear regression.

moN®»py

A 45-year-old woman with a personal and maternal history of hysterectomy for
uterine fibroids undergoes partial nephrectomy for a 3.2 cm solitary left renal mass.
Pathology demonstrates pT1a high-grade papillary RCC with a positive surgical
margin. Postoperative serum creatinine is 1.0 mg/dL and staging evaluation is
negative. The next step is:

A. surveillance.

B. pazopanib.

C. percutaneous renal cryoablation.
D. repeat partial nephrectomy.

E. radical nephrectomy with RPLND.
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During a routine physical examination, a 23-month-old child is noted to have the
abnormality shown. The next step is:

observation.

estrogen therapy.
betamethasone therapy.
karyotype evaluation. :
examination under anesthesia.

moNw>

The most effective means to monitor compliance with a pain management program
is:

patient self-report.

pill count.

prescription monitoring.
periodic drug testing.
behavioral assessment.
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A 22-year-old man with Crohn's disease and left-sided stage 1 seminoma is departing
soon for a two-year Peace Corps assignment in a remote international location. The

next step is:

a single dose of carboplatin.

three cycles of BEP.

20 Gy of para-aortic XRT.

30 Gy of para-aortic and ipsilateral iliac XRT.
RPLND.

moN®p

A 28-year-old man completed chemotherapy for Hodgkin's disease three months ago.
He did not cryopreserve sperm in advance of treatment. He and his wife wish to begin
efforts to conceive a pregnancy. His semen analysis reveals: volume 1.2 mL, 8 million
sperm/mL, 5% motility, and 2% normal morphology. The next step is:

conceive via natural means.

conceive by intrauterine insemination (IUl).

conceive by in vitro fertilization (IVF).

TRUS with seminal vesicle aspiration.

refrain from efforts to conceive for.one to two years.

moN®p

Placement of a ureteral stent in a chronically obstructed system (greater than four
weeks) will result in:

an increase in ureteral contractility.

a decrease in ureteral contractility.
atrophy of the ureteral mucosa.
atrophy of the ureteral smooth muscle.
a decrease in intrapelvic pressure.

moNwp

A three-month-old boy had a lumbar myelomeningocele closed at birth. The finding
associated with the potential for detrusor-sphincter dyssynergia is:

the level of the lesion.

an intact bulbocavernosus reflex.
lower extremity movement.
spontaneous voiding.

decreased anal sphincter tone.

moNn®mp

Compared to extracorporeal urinary diversion, intracorporeal robotic-assisted
laparoscopic diversion is associated with:

lower blood loss.

shorter operative time.

decreased risk of reoperation.

shorter length of hospital stay.
decreased gastrointestinal complications.

moN®>
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High-intensity focused ultrasound (HIFU) for localized prostate cancer is
contraindicated in men with a(n): -

age < 55 years.

Gleason score > 7.

median lobe.

prior TURP.

previous abdominoperineal resection.

moNwp

The most likely cause of renal insufficiency in a 55-year-old man with a fractional
excretion of sodium (FENa) of 2% is:

hypovolemia.

congestive heart failure.
renal artery stenosis.

acute tubular necrosis.
bladder outlet obstruction.

monNn®m>

A 26-year-old sexually active man has a painful 1.0 cm solitary ulcer on the glans penis
which is culture positive for H. ducreyi. The next step is:

doxycycline.
azithromycin.
benzathine penicillin G.
acyclovir.

ciprofloxacin.

monwp

A 62-year-old man underwent TURBT of a 1.5 cm, solitary, low-grade urothelial
carcinoma (Ta). Baseline CT urogram is normal. Surveillance cystoscopy at three
months is normal. The next step is:

cystoscopy in three months.

cystoscopy in nine months.

cystoscopy and cytology in nine months.
cystoscopy and CT urogram in nine months.
induction BCG.

moN®p

An eight-year-old boy had PUV resected as a neonate. He has persistent incontinence
and voids 2.5 L/day. The next step is:

A reduce fluid intake to 1.5 L/day.
B. timed, double voiding.

C. imipramine.

D. DDAVP.

E.

onabotulinumtoxinA.
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A 61-year-old woman has progression of disease during treatment with pazopanib
for metastatic clear cell RCC. She takes glucocorticoids for lupus and has moderate
chronic kidney disease but is otherwise healthy and minimally symptomatic. The next

step is:

A. everolimus.

B. sunitinib.

C. cabozantinib.

D. nivolumab.

E. axitinib and pembrolizumab.

A 35-year-old man with a one year history of infertility consistently has normal
ejaculate volume cryptozoospermia, with rare, non-motile sperm found in the
centrifuged semen pellet. Vitality testing reveals 100% viable sperm. His serum FSH
level is 20 mIU/mL. The next step is:

timed intercourse.

intrauterine insemination (I1Ul).

in vitro fertilization with intracytoplasmic sperm injection (IVF/ICSI).
microdissection testicular sperm extraction (micro-TESE).
percutaneous epididymal sperm aspiration (PESA).

moNwx

A contraindication to partial orchiectomy in a patient with a testis mass concerning
for germ cell tumor is:

microlithiasis.

oligospermia.

significant hypogonadism.

a normal contralateral testicle.
tumor size 1.5 cm.

moN®p

A 57-year-old diabetic woman has urinary frequency, slow urinary stream, and
recurrent symptomatic UTls. Her physical examination reveals no prolapse, decreased
perineal sensation, and intact sphincter tone. Urinalysis is normal and PVR is 425 mL.
She refuses to perform CIC. The next step is:

Credé or Valsalva voiding.

bethanechol.

indwelling urethral catheter.

onabotulinumtoxinA injection into urethral sphincter.
sacral neuromodulation.

moNwx

A 33-year-old man requests a refill of hydromorphone recently given to him for flank
pain associated with a passed ureteral stone. The next step is to:

request medical records from emergency room.
review state prescription drug monitoring program.
review patient self-reported diary.

prescribe extended-release narcotic.

prescribe benzodiazepine.

moN®p
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After failing medical therapy, a 77-year-old man seeks surgical correction of
refractory LUTS. He takes apixaban for atrial fibrillation. TRUS reveals a 110 gram
prostate and an intravesical lobe. The next step is: '

TURP.

prostatic urethral lift.
TUIP.

laser prostatectomy.
water ablation therapy.

monNnw>»

patient-related risk factor for postoperative pulmonary complications includes:

A

A. diabetes mellitus.
B. hypertension.

C. lymphedema.

D. male sex.

E. weight loss.

A patient with metastatic urothelial carcinoma has disease progression after cisplatin-
based chemotherapy. Selection of subsequent therapy can be aided by assessment
of:

p53.

nectin-4.

androgen receptor.

fibroblast growth factor receptor.
DNA mismatch repair genes.

moN®p

Hyperchloremic metabolic acidosis occurs most frequently after:

ileal conduit.

jejunal conduit.
ureterosigmoidostomy.
orthotopic ileal neobladder.
Indiana pouch.

monNn®x

A 35-year-old infertile man has normal ejaculate volume azoospermia, a serum FSH
level of 23 mIU/mL, and a serum testosterone level of 315 ng/dL. The next step is:

A. Kallmann syndrome interval gene (KALIG) mutation testing.

B. cystic fibrosis transmembrane conductance regulator (CFTR) gene mutation
testing. g

semen fructose testing.

semen centrifugation.

post-ejaculate urinalysis testing.

45-year-old asymptomatic HIV-positive man should undergo a:

A
A. serum PSA test.

B. serum testosterone test.

C urinalysis.

D urine cytology.

E bladder scan.
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145. A one-month-old girl with congenital heart disease had an episode of urosepsis. She
has a solitary kidney with upper pole hydroureteronephrosis. Her renal scan shows
33% function in the upper pole with ureterovesical junction (UVJ) obstruction and a
massively dilated upper pole ureter. The lower pole system is normal. VCUG shows
no reflux. The next step is antibiotic prophylaxis and:

percutaneous nephrostomy.

tapered upper pole reimplant.

upper pole distal cutaneous ureterostomy.

upper pole to lower pole distal ureteroureterostomy.
upper pole heminephroureterectomy.

moN®p

146. A 35-year-old man with a one year history of infertility has a normal scrotal
examination and a semen analysis which reveals: ejaculate volume of 5 mL, sperm
concentration of 6 million sperm/mL, 33% motility, 2% normal morphology. Repeat
semen analysis reveals similar results. His serum testosterone is 310 ng/dL and
estradiol is 25 pg/mL (normal < 57 pg/mL). A scrotal ultrasound reveals a small left
varicocele. The next step is:

clomiphene citrate.

anastrozole.

left microsurgical varicocelectomy.
intrauterine insemination (UI).

in vitro fertilization (IVF).

mon®p

147. The risk of postoperative delirium is increased by a history of:

atherosclerosis.
diabetes mellitus.
hypertension.
obesity.

renal insufficiency.

monNnw>x

148. Regulatory approval of enfortumab vedotin for urothelial carcinoma was based on a
study of patients:

prior to cystectomy.

prior to platinum chemotherapy.

with progression after platinum chemotherapy.

with progression after immune checkpoint inhibitor.

with progression after platinum-based chemotherapy and immune
checkpoint inhibitor.

moNnwp
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Opioid abuse can impair male fertility via:

A
B
C.
D
E

estradlol excess.

prolactin excess.
secondary hypogonadism.
sperm aneuploidy.

sperm DNA damage.

A five-year-old boy with hematuria has a 2 cm non-obstructing right distal ureteral
stone. The next step is: -

A
B
C.
D
E

observation.

SWL.

ureteroscopy and lithotripsy.

percutaneous antegrade ureteroscopy and lithotripsy.
ureterolithotomy.
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EXPLANATION TO PARTICIPANTS

SELF-ASSESSMENT STUDY PROGRAM
INTRODUCTION

This study booklet provides a valuable study program and should prove to be the most
significant part of the Self-Assessment Study Program for you. You are urged to set aside
time on several different occasions to analyze your reasoning processes as compared to
those of the Examination Committee. To properly complete this part of the learning
experience, it is estimated that you will need to spend approximately 20 hours reading
references and related materials.

It is important that you carefully read the comments to understand why the answer is
deemed the "best answer.” You may have selected the correct answer but your logic in
selecting it may differ from that of the Examination Committee. It is also very important to
obtain and read the references given so that you may gain the maximum benefit of this
Self-Assessment Study Program. We recommend that you do this reading even if you
selected the correct answer to the question.

In closing, we recommend that you save and file all of your Self-Assessment Study Program

materials. They will assist you in comparing your progress when reviewing the next SASP,
and will remain valuable resource information for your practice.

SCORING

Your results are based on the total number of points you scored out of the possible 750 for
the entire examination; 5 points for each correct answer.

in the Comments and References Section, the response which is deemed to be the correct
answer is provided.
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EXPLANATION OF PARTICIPANT PROFILE

identification Information: Please check to be sure this corresponds with the information
you filled in on your answer sheet so you can verify that you have received the appropriate

report.

Type of Question: Each question is assigned to two categories for analysis and reporting.
They are: 1) Problem Area and 2) Patient Type. .

1) Problem Area: Each question is assigned to one of eleven Problem Areas.

Calculous Disease

Congenital Anomalies, Embryology, Anatomy

Core Competencies, Geriatrics, Radiation Safety and Ultrasound
Fluid & Electrolyte, Transplant, Hypertension, Vascular Disease, Nephrology
Infection & Inflammatory Disease '
Neoplasm

Neurogenic Bladder, Voiding Dysfunction, Incontinence

Obstructive Uropathy, Laparoscopy, Robotic Surgery

Physiology, Immunology, Adrenal

Sexual Dysfunction, Endocrinopathy, Fertility Problems

Trauma, Fistulae

Urinary Diversion

S R

2) Patient Type:

a. Adult
b. General
C. Pediatric

Number of ltems: Indicates the number of examination items (questions) that were
classified in each content area.

Participant Average: Indicates the percent score earned by the participant when his

performance on the items was tabulated.’ The percent score on the total examination is also
indicated at the bottom.

All data concerning performance on the Self-Assessment Study Program is processed in a
secure section of the Office of Education, and the results are confidential.
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EXPLANATION OF THE PEER GROUP ANALYSIS

This report indicates the performance of the participant's peer group and offers the
opportunity for comparing the peer group performance to the average of all participants
who completed the examination. The Peer Group is identified at the top of the report. Be
sure it is accurate for you. Years since completion of residency training determined into
which peer group you were categorized.

1 -5 years 16 - 25 years
6 - 10 years 26 - 35 years
11 - 15 years Over 35 years

0 years - Resident
Type of Question: Lists the content categories into which items were classified.
Percent Averages: Peer Group percentage is the average score for your Peer Group in each

content area and on the total examination. All Groups is the average score of all
examination participants in each content area and on the total examination.

Total Examination: Total average when all items of the examination are calculated.

Number of Participants in Peer Group: Number of participants in your peer group used to
compute your percentile ranking which is located on the bottom of your Participant Profile.

IMPORTANT!!! CME Credit Expiration Dates

Please note: CME Credits expire after three years of original release date.

Answers must be submitted by the CME credit expiration deadline to receive credit for
that year. Refer to CME expiration dates below:

2021 SASP December 31, 2023
2020 SASP December 31, 2022
2019 SASP December 31, 2021

2018 SASP and Prior Years are not eligible for CME credits.
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Question #1 ANSWER=A

Severe- hyperkalemic cardiotoxicity must be treated immediately, not by lowering
serum potassium concentration alone, but by preventing cardiac excitability and
antagonizing the cardiotoxic effects of hyperkalemia. Thus, I.V. calcium gluconate is
the initial treatment of choice. This must be followed by measures to immediately
lower serum potassium since the duration of calcium effects are brief. Bicarbonate
and glucose should be given next, but they are short-acting and exchange resins or
dialysis should be planned for more long-term treatment.

Woldu S: Consults and emergencies: Hyperkalemia: AUA UNIVERSITY CORE

CURRICULUM. Updated January 2020.
https://university.auanet.org/modules/webapps/core/index.cfm#/corecontent/206

Question #2 ANSWER=E

Blood supply to the rectum arises proximally from the superior rectal artery, which
branches from the inferior mesenteric artery, and distally from the middle and
inferior rectal arteries. When the inferior mesenteric artery is ligated, blood supply
to the rectum is maintained by the middle rectal artery, which is a branch of the
anterior division of the internal iliac (hypogastric) artery, and the inferior rectal
artery, a branch of the internal pudendal artery also arising from the anterior
division of the hypogastric artery. The superior mesenteric, ileocolic, middle sacral,
and external iliac arteries do not provide blood supply to the rectum.

Liu JJ, Foster B, Amling CL: Surgical, radiographic, and endoscopic anatomy of the
male pelvis, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3,
chap 109, pp 2451-2452.

Question #3 ANSWER=D

Urethral atrophy results from chronic compression of the corpus spongiosum by the
cuff and is the leading cause of urinary incontinence in this setting. However,
urodynamic evaluation may reveal detrusor overactivity or decreased bladder
compliance. Deactivation .will not permit improved sphincter function. Surgical
exploration is not indicated if the cause of the incontinence is unrelated to the device
(i.e., detrusor overactivity or impaired compliance). Alpha-blockers would not be
expected to have any effect on urinary incontinence in this case regardless of-the
underlying cause. Antimuscarinics would not treat causes of incontinence related to
device malfunction. Treatment options for this patient, if he indeed has recurrent
stress incontinence, would include downsizing the cuff or moving the cuff to a more
proximal or distal location.
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Wessells H, Vanni AJ: Surgical procedures for sphincteric incontinence in the male, in
Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3, chap 131, p 2993.

Question #4 ANSWER=E

Intraductal carcinoma of the prostate is an aggressive lesion for which immediate
treatment, rather than active surveillance, is recommended. Thus, obtaining PSA in
six months or waiting one year for an MRI scan or repeat biopsy would not be
advised as these approaches risk delay in definitive therapy. Further, while limited
data exist regarding the optimal treatment modality for intraductal carcinoma,
whole gland cryosurgery likely represents undertreatment, particularly given the
young age of the patient. Moreover, whole gland cryosurgery may significantly
impact erectile function, such that AUA Guidelines state, “clinicians should inform
localized prostate cancer patients considering whole gland cryosurgery that erectile
dysfunction is an expected outcome". Among the management options listed,
although nerve-sparing radical prostatectomy poses risk to erectile function, it
represents the optimal approach. XRT would also be an acceptable treatment
option. If XRT is given with androgen deprivation, the risk of early/intermediate
sexual dysfunction increases.

Samaratunga H, Delahunt B, Egevad L, et al: Intraductal carcinoma of the prostate is
an aggressive form of invasive carcinoma and should be graded. PATH 2020;52:192-
196.

Ericson KJ, Wu SS, Lundy SD, et al: Diagnostic accuracy of prostate biopsy for
detecting cribriform Gleason Pattern 4 carcinoma and intraductal carcinoma in
paired radical prostatectomy specimens: Implications for active surveillance. J UROL
2020;203:311-319.

Sanda MG, Chen RC, Crispino T, et al: Clinically localized prostate cancer:
AUA/ASTRO/SUO GUIDELINE. Updated May 2017.
http://www.auanet.org/Documents/education/clinical-guidance/Clinically-Localized-
Prostate-Cancer.pdf

Question #5 ANSWER=D

Three key risk factors that may provoke iodinated contrast-induced renal injury
include pre-existing renal -dysfunction (serum creatinine > 1.6 mg/dL or estimated
GFR < 60 mL/min/1.73m?), pre-existing diabetes, and reduced intravascular blood
volume. Contrast agents evoke renal injury by two mechanisms: first, by acting as an
intrarenal vasoconstricting agent resulting in decreased intrarenal blood flow and
hypoxemia; second, by a direct toxic effect of the contrast agent on tubular epithelial
cells. The combination of renal medullary ischemia and direct cellular toxicity leads
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to increased renal epithelial cell apoptosis and acute tubular necrosis. The osmolality
of the contrast agent once believed to be of paramount importance in the induction
of contrast-induced nephropathy has been shown to play a minimal role in contrast-
induced nephropathy. Indeed, recent studies have found that viscosity of the
contrast agent is more important than osmolality. These findings resulted in the
recommendation that periprocedural hydration along with limiting the amount of
contrast agent are the key to preventing contrast-induced renal damage. A recent
meta-analysis to evaluate the various interventions employed for prevention of this
complication (assessing sodium bicarbonate solutions, adenosine antagonists
[theophylline], N-acetylcysteine, and ascorbic acid) noted mixed results with no
definitive proof that these agents could prevent the complication. Randomized
control studies have, however, shown that in patients with a creatinine of > 3.5
mg/dL, prophylactic hemodialysis prior to and following the study can reduce the
risk of this complication.

Augustine J, Wee AC, Krishnamurthi V, Goldfarb DA:Renal insufficiency and
ischemic nephropathy, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein
AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol
2, chap 87, pp 1923-1924. :

Question #6 ANSWER=C

The images demonstrate a posterior urethral stricture. Anastomotic urethroplasty
offers high success rates for urethral stenosis that occurs after urethral disruption
injury due to pelvic fracture. Dilation and urethrotomy are potential options for first
time treatment of short anterior urethral strictures, but not for posterior disruption
injuries. Substitution urethroplasties, whether with buccal mucosa or penile skin
flaps, are not appropriate when there is no lumen to augment, as in pelvic fracture
urethral disruption. AUA Guidelines recommend anastomotic urethroplasty given
the high success rates and the very low success rates of endoscopic management.

Morey AF, Brandes S, Dugi Ill DD, et al: Urotrauma: AUA GUIDELINE. Published 2014;
Amended 2017, 2020. https://www.auanet.org/guidelines/urotrauma-guideline

Wessells H, Angermeier KW, Elliott SP, et al: Male urethral stricture: AUA GUIDELINE.
Published 2016. https://www.auanet.org/guidelines/urethral-stricture-guideline

Question #7 ANSWER=B

In the present case, the ureteral obstruction is not complete, as retrograde injection
of contrast outlines the proximal ureter. Placement of a ureteral stent may result in
resolution of the fistula. If retrograde placement is not successful, an antegrade
approach can be undertaken. A percutaneous nephrostomy tube can be considered
if stent placement is unsuccessful from either approach. If the fistula does not resolve
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after stent drainage, surgical repair would be indicated. There is no consensus as to
the timing of surgical repair, though many would consider waiting at least four to
six weeks after the initial surgery in order to optimize local tissue quality for healing.
If surgical repair is necessary and she has a distal ureteral injury, then
ureteroneocystostomy would likely be sufficient. A transureteroureterostomy would
not be the initial repair for ureterovaginal fistula. Placement of a vaginal drain
would not address the primary issue of the fistula.

De Ridder DJMK, Greenwell T: Urinary tract fistulae, in Partin AW, Peters CA,
Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 3, chap 129, p 2924.

Question #8 ANSWER=A

Nephrocalcinosis occurs primarily in children and young adults with distal RTA. This
is characterized by impaired hydrogen ion excretion in the distal collecting duct. It
rarely occurs in proximal RTA which results from an impairment in proximal tubular
bicarbonate reabsorption or in Fanconi syndrome where excessive amounts of amino
acids are excreted along with organic anions, such as citrate, which tend to prevent
calcium precipitation. Idiopathic hypercalciuria and primary hyperparathyroidism
rarely cause nephrocalcinosis, but when present, the acidification defect found in
distal RTA usually coexists.

Miller NL, Borofsky MS: Evaluation and medical management of urinary lithiasis, in

Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 92, p 2055.

Question #9 ANSWER=D

In this patient, a trial of conservative management using urethral catheter drainage
is indicated because of the small size of the fistula and the brief interval after the
surgery. Given that the patient has no prior history of XRT or pelvic surgery, tissues
should be adequately vascularized and capable of healing. Bilateral nephrostomy
tubes to divert the urine drainage is more invasive and would not provide additional
benefit over bladder drainage alone for a vesicovaginal fistula (VVF). Similarly, a

suprapubic cystostomy does not offer benefit over a urethral catheter. There is little.

data to support fulguration of a VVF. Should catheter drainage fail, early repair may
be done using a vaginal approach.

De Ridder DJMK, Greenwell T: Urinary tract fistulae, in Partin AW, Peters CA,

Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 3, chap 129, p 2924.
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Question #10 ANSWER=A

A variety of commercially available biopsy-based genomic tests are available in
prostate cancer. Oncotype Dx® (mRNA expression in 17 genes) was developed to
predict the likelihood of Gleason 4+3=7 or extracapsular extension at prostatectomy.
Decipher® (mRNA expression of 22 genes) and Prolaris® (mRNA expression of cell
cycle progression genes) predict' the likelihood of metastasis or cancer-specific
mortality. Confirm MDx® (epigenetic evaluation of hypermethylation in three genes)
and Mitomic® (mitochondrial DNA) evaluate prostate tissue from a negative biopsy
to predict the likelihood of cancer on a subsequent biopsy.

Kim S, Maroni P, Rais-Bahrami A, et al: Prostate cancer screening diagnosis and risk
stratification. AUAUNIVERSITY CORE CURRICULUM. Updated February 2020.
https://university.auanet.org/core_topic.cfm?corelD=74

Eggener SE, Rumble RB, Armstrong AJ, et al: Molecular biomarkers in localized

prostate cancer: ASCO Guideline. J CLIN ONCOL Dec 2019.

Question #11 ANSWER=A

This patient has high-grade VUR and a small trabeculated bladder with reduced
capacity and poor compliance. This is combined with high urethral resistance.
Antibiotics alone, with or without ureteral reimplantations, would be inadequate
therapy. With grade 5 VUR, a bladder volume of only 40 mL (which would
predominantly be made up of the volume of the upper tracts) and poor compliance
with adequate urethral outlet, ureteral reimplantation without correction of the
poor bladder compliance would be inadequate with a high risk of VUR recurrence.
CIC may be helpful for the short-term; however, very poor compliance would make
catheterization alone inadequate. Augmentation with ureteral reimplants and CIC
or ileovesicostomy may ultimately be the therapy of choice but is not the best
therapy for a two-month-old. Vesicostomy would provide temporary effective
therapy.

Estrada DR, Bauer SB: Neuromuscular dysfunction of the lower urinary tract in
children, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 1,
chap 34, p 636. '

Question #12 ANSWER=C

This boy has reactive arthritis (formerly Reiter's Syndrome) which includes urethritis,
genital skin lesions similar to those of psoriasis, arthritis, and inflammatory disease
of the eye (uveitis). The skin lesions alone are difficult to distinguish from psoriasis,
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but the complex of symptoms is specific for reactive arthritis. The etiology is
unknown but may be triggered by infection and is likely genetic as almost all
affected patients have the HLA-B27 haplotype. Initial treatment is usually with
topical steroids. If symptoms persist, systemic retinoids or even methotrexate may be
needed. Oral or LV. antibiotics are not indicated for this patient. Podophyllin is
useful in treating genital warts but would not be beneficial in this patient.

Link RE, Tang N: Cutaneous diseases of the external genitalia, in Partin AW, Peters

CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY,
ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 59, pp 1279-1280.

Question #13 ANSWER=E

Formaldehyde is a gas that can be dissolved in water. The maximum dissolution is
37% formaldehyde in an aqueous solution. In other words, 100% formalin equals
37% formaldehyde solution. This solution is then diluted to give an appropriate
concentration of formalin. Since formaldehyde is a gas, it is not instilled into the
bladder until it is dissolved in water yielding formalin. Typically, one starts with a
low concentration (1%) of formatin bladder irrigations. If this fails, subsequent
irrigations can be increased to higher concentrations. However, prior a cystogram
should be performed to exclude VUR, and if reflux is found, ureteral occlusion
balloons should be placed. Patients should be aware of potential postoperative pain,
decreased bladder volume, and marked urinary urgency and frequency. Cystectomy
should be reserved for situations. that do not respond to less aggressive measures.
Mesna has been utilized for prophylaxis of cyclophosphamide-induced hemorrhagic
cystitis but is not therapeutic once cystitis has developed.

Boorjian SA, Raman JD, Barocas DA: Evaluation and management of hematuria, in
Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 1, chap 16, pp 253-
255.

Mukhtar S, Woodhouse C: The management of cyclophosphamide-induced
haematuria. BJU INT 2010;105:908-912.

Question #14 ANSWER=D

Suprasacral spinal cord injury is often a management dilemma, as it may present
with both storage and emptying failure. If bladder pressures are suitably low, or can
be safely lowered by various means, the issue can be treated as an emptying failure
and CIC may be used. This man, on the other hand, has several issues that require
intervention including a high detrusor LPP which puts his upper urinary tracts at risk,
recurrent UTls and autonomic dysreflexia (AD). Observation may result in upper tract
compromise and do not address his recurrent UTIs or AD; thus, is not a viable option
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at this time. Since he is a high quadriplegic, CIC is typically not feasible for these
patients unless there is a caregiver or family member who are able to perform
regular CIC. Additionally, his functional bladder capacity is only 150 mL, therefore,
CIC alone would be inadequate. Antimuscarinic medication alone would also not be
helpful since it would not address the dyssynergia or issues with incomplete
emptying. A male sling would increase his outlet resistance and do nothing to reduce
the impact of his bladder on the upper urinary tract. An external sphincterotomy can
be used in these men to decrease the outlet resistance and lower the detrusor LPP.
This would also likely address his issues with AD and recurrent UTI and he can
continue to manage his bladder with the condom catheter; thus, avoiding the need
for CIC in a patient who does not have the manual dexterity to perform that task.

Kowalik CCG, Wein AJ, Dmochowski RR: Neuromuscular dysfunction of the lower
urinary tract, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3,
chap 116, pp 2610-2611.

Question #15 ANSWER=D

Prospective randomized ‘trials comparing antimicrobial versus no therapy in elderly
male and female nursing home residents with asymptomatic bacteriuria consistently
document no benefit of antimicrobial therapy. There was no decrease in
symptomatic episodes and no change in survival. In fact, treatment with
antimicrobial therapy was associated with increased morbidity including increased
occurrence of adverse drug effects, reinfection with resistant organisms, and
increased cost of treatment. Therefore, asymptomatic bacteriuria in elderly patients
should not be treated with antimicrobial agents. There is no increased risk of stone
formation when treating with amoxicillin.

Cooper KL, Badalato GM, Rutman MP: Infections of the urinary tract in Partin AW,
Dmochowski RR, Kavoussi LR, Peters CA (eds): CAMPBELL-WALSH-WEIN UROLOGY,
ed 12. Philadelphia, Elsevier, 2020, vol lI, chap 55, p 1148.

Anger J, Lee U, Ackerman AL, et al: Recurrent uncomplicated urinary tract infections
in women: AUA/CUA/SUFU GUIDELINE. Updated May 2019.

https://www.auanet.org/Documents/Guidelines/PDF/rUTI-guideline.pdf

Question #16 ANSWER=A

Residual mass, as in this case, does not imply viable tumor and does not correlate
with outcome. Mature rhabdomyoblasts or stroma on biopsy may be safely observed
with repeat imaging. Tumor cells may differentiate and mature into
rhabdomyoblasts as in this case. Neither salvage chemotherapy nor XRT is required.
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Excision of the mass or pelvic exenteration are not :required when only
rhabdomyoblasts are present.

Ferrer FA: Pediatric urologic oncology: Bladder and testis, in Partin AW, Peters CA,
Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 1, chap 54, p 1115.

Question #17 ANSWER=E

This patient has developed upper tract deterioration following cystectomy and ileal
conduit diversion. This has been reported in some series to occur in over 50% of
patients with long-term follow-up. The renogram in this instance demonstrates no
obstruction to the right renal unit with hydronephrosis likely the result of chronic
reflux. The renogram also demonstrates no significant function of the left renal unit.
Because there is no reflux into the left system, it cannot be monitored as to the
possible development of upper tract urothelial carcinoma. In this setting,
nephroureterectomy is recommended. Looposcopy will not add to the evaluation, as
it will not provide access to the left system. Bilateral percutaneous nephrostomy is
not indicated because there is no evidence of obstruction of the right side. Similarly,
there is no evidence of stomal stenosis, as the conduit is not dilated or elongated.
Revision of the left ureteroileal anastomosis should not be undertaken for a non-
functioning kidney. Another option would be left nephrostomy tube placement,
antegrade studies, and selective cytology to further risk stratify the patient prior to
making a final decision.

Wintner A, Dahl DM: Use of intestinal segments in urinary diversion, in Partin AW,

Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3, chap 139, p 3192.

Question #18 ANSWER=A

Patients who have undergone an abdominoperineal resection are at risk for
developing denervation of not only their bladder but also the urethral sphincter
mechanisms. This patient has a mild loss of compllance with an end fill pressure of
15 cm H0 at a capacity of 350 mL. A loss of compliance can be a concern in regards
to renal damage, but at that pressure his upper urinary tracts are not at risk. In
addition, the lack of a detrusor contraction suggests that is the cause of his urinary
retention and not bladder outlet obstruction. Additionally, denervation of the
smooth muscle in the area of the bladder neck and membranous urethra places these
patients at considerable risk for incontinence following transurethral resection of
the prostate. Because of the possibility of urinary incontinence following TURP or
Rezum™, the preferred management of this patient is continued CIC. Neither
finasteride nor tamsulosin will be effective in the absence of effective detrusor
contractions.
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Kowalik CCG, Wein AJ, Dmochowski RR: Neuromuscular dysfunction of the lower
urinary tract, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3,
chap 116, pp 2620-2621.

Question #19 ANSWER=C

Given the patient’s history of both chronic kidney disease as well as recurrent
nephrolithiasis, efforts for nephron preservation would be advised in this setting.
Nephroureterectomy would not represent the best option, particularly in the
; absence of high-grade papillary disease. At the same time, ureteroscopic laser
'. ablation is not likely to be successful here, given the often-multifocal nature of CIS
; and the difficulty ih accurately identifying CIS ureteroscopically. Instead, initial
i

i

treatment with topical therapy would offer an opportunity for nephron preservation
and would treat the entire urothelium of the ipsilateral upper tract. In particular,
percutaneous (antegrade) instillation through a nephrostomy tube has been
associated with relatively high rates of renal preservation, particularly for patients
with CIS of the upper tract. On the other hand, attempting to establish VUR with
L stent insertion has been noted to be an unreliable method to achieve exposure of
'E the upper urinary tract to intravesical instillation. Meanwhile, although Boari flap
reconstruction may be able to reach even the proximal ureter and thereby facilitate
reconstruction after proximal ureterectomy, this approach risks disease recurrence in
the remaining upper tract urothelium given the often-multifocal nature of CIS.

NCCN Guidelines, Bladder Cancer, 2020.

Giannarini G, Kessler TM, Birkhauser FD, et al: Antegrade perfusion with Bacillus
Calmette-Guerin in patients with non-muscle-invasive urothelial carcinoma of the
upper urinary tract: Who may benefit? EUR UROL 2011;60:955-960.

Jarrett TW, Matin SF, Smith AK: Surgical management of upper urinary tract
urothelial tumors, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ
(eds): CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2,
chap 99, pp 2220-2222.

Question #20 ANSWER=D

The incidence of nosocomial candidal UTIs occurring within neonatal intensive care
units is common and directly related to the use of parenteral antibiotics. In this select
patient population, aggressive treatment of asymptomatic candiduria is required
due to a high incidence of subsequent candidemia. Indeed, in some published series,
failure to treat asymptomatic candiduria in premature neonates resulted in systemic
candidemia in up to 80% of patients, therefore, observation is not the correct
option. Isolating treatment to the bladder with topical irrigation will not effectively
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minimize the risk of candidemia, and thus parenteral treatment is required.
Fluconazole is the treatment of choice in a premature infant when compared to
amphotericin because of significantly diminished systemic side effects. Circumcision
will not decrease the risk of candidemia.

Cooper CS, Storm DW: infection and inflammation of the pediatric genitourinary
tract, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 1,
chap 25, p 445.

Question #21 ANSWER=B

A common intraoperative complication with penile prosthesis surgery is crural
perforation. If this occurs with insertion of an inflatable device with attached tubing,
placing a tunica albuginea closure suture on either side of the exit tubing to keep
the cylinder in place works well and does not require a more extensive repair. The
"suture sling" involves placement of a nonabsorbable polypropylene stitch with a
needle attached to both ends. The needle can be carefully placed in the very
proximal end of the cylinder or through the rear tip extender. After placement of
the cylinder in the appropriate corporal space and applying traction on the distal
insertion string for proper placement, the suture is brought out through each side
of the tunica just distal to the input tube exit and the sling suture is tied firmly over
the corporotomy closure. A more significant perforation injury, including damage to
the urethra, would require termination of the procedure. Placement of a malleable
prosthesis is not advised as it is more likely to erode.

Mellon MJ, Mulcahy JJ: Surgery for erectile dysfunction, in Partin AW, Peters CA,
Kavoussi LR, Dmochowski RR, Wein A)J (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 2, chap 72, p 1590.

Wilson SK: Surgical techniques: Rear tip extender sling: A quick and easy repair for
crural perforations. J SEX MED 2010;7:1052-1055.

Question #22 . ANSWER=C

Penicillin and penicillin derivatives have been proven to be the safest antibiotics for
use during pregnancy. Aside from allergy, there are no other known
contraindications. Nitrofurantoin is usually safe but there is a risk of maternal
neuropathy and hemolysis in a fetus with relative G6PD deficiency. Nitrofurantoin
should only be used during the first two trimesters of pregnancy due to the risks of
hemolytic anemia in the neonate. Trimethoprim/sulfamethoxazole should be
avoided during pregnancy, as folic acid antagonists are known teratogens.
Tetracycline is contraindicated due to adverse effect on the fetus (tooth
discoloration and dysplasia). Ciprofloxacin should not be used during pregnancy due
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to its effects on developing cartilage.

Loughlin KR: Management of urologic problems in the pregnant patient. AUA
UPDATE SERIES 1997, vol 16, lessons 10-15.

Cooper KL, Badalato, GM, Rutman MP: Infections of the urinary tract, in Partin AW,

Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 55, p 1187.

Question #23 ANSWER=D

The clinical picture is consistent with cauda equina syndrome, which is associated
with disc disease (severe central posterior disc protrusion) and other spinal canal
pathologies that involve the L4-S2 region. Additional features of the presentation
include loss of voluntary control of both anal and urethral sphincters and of sexual
responsiveness. The most consistent urodynamic finding is that of a normally
compliant, areflexic bladder with either normal innervation or incomplete
denervation of the perineal floor musculature. Disc protrusions of the lumbar spine
interfere with the parasympathetic and somatic innervation of the lower urinary
tract, striated sphincter and other pelvic floor musculature, and afferent activity
from the bladder and affected somatic segments to the spinal cord. With loss of
parasympathetic innervation, patients will report difficulty voiding or have urinary
retention. They may report a decreased sensation of bladder fullness and stress
urinary incontinence when the disk protrusion affects the afferent signaling from
the bladder and the somatic innervation to the pelvic floor, respectively.

Kowalik CCG, Wein AJ, Dmochowski RR: Neuromuscular dysfunction of the lower
urinary tract, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein A)J (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3,
chap 116, p 2619.

Question #24 ANSWER=A

The cancer-free waiting time for renal transplant recipients is generally measured
from the time of last treatment and depends primarily upon the risk of cancer
recurrence. The presence of a low-grade, non-invasive urothelial carcinoma of the
bladder should not delay transplantation.

Lee SH: Approach to kidney transplant patients with pre-transplant malignancy.
KIDNEY RES CLIN PRACT 2019;38:411-413. doi: 10.23876/j.krcp.19.112.

Krishnamurthi V, Gritsch HA: Renal transplant: AUAUNIVERSITY CORE CURRICULUM.
Updated December 2019.
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https://university.auanet.org/modules/webapps/core/index.cfm#/corecontent/85

Question #25 ANSWER=D

Urethrocutaneous fistulae associated with periurethral and/or perineal abscess is
most commonly due to underlying inflammatory urethral stricture and secondary
UTI. At the time of presentation, multiple periurethral sinuses and pockets might be
found resulting in a dense local inflammatory phlegmon. Urethral instrumentation
in the face of active infection and a likely stricture is ill-advised due to the risk of
bacteremia, sepsis, and potential worsening of the inflammatory process. Suprapubic
cystostomy with aggressive incision and drainage should be performed in order to
relieve the local infection. This can be followed by urethral reconstruction at a
delayed interval. A CT urogram would not be helpful unless there was indication of
upper tract issues.

Virasoro R, Jordan GH, McCammon KA: Surgery for benign disorders of the penis
and urethra, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2,
chap 82, p 1804. .

.

Question #26 ANSWER=A

The right and left gastroepiploic arteries provide the sole blood supply to the
omentum. An omental flap should be preferentially based on the right
gastroepiploic artery. The pedicle is mobilized off the stomach from the left. This will
result in a well-vascularized and sufficiently long flap. The right gastroepiploic is a
larger vessel than the left gastroepiploic, and its origin is somewhat caudal as
compared to the left, allowing a shorter course into the deep pelvis. The superior
mesenteric, gastric, and splenic arteries do not supply the omentum.

Wintner A, Dahl DM: Use of intestinal segments in urinary diversion, in Partin AW,

Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3, chap 139, p 3160.

Question #27 ANSWER=B

Weakness, muscle cramps and fatigue are common side effects of thiazide therapy,
and often can be avoided simply by starting at a low dose and gradually increasing
it. These symptoms may be due to diuretic-induced hypokalemia or hyponatremia.
In this clinical scenario, potassium and sodium levels should always be checked. If
there is hypokalemia, treatment may be with potassium supplements or switching
to a combined thiazide - potassium sparing diuretic preparation. If there is
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hyponatremia, treatment includes cessation of thiazide use, cation repletion, and
oral fluid restriction. If severely symptomatic hyponatremia occurs, 3% L.V. saline
solution may be indicated. It is unlikely that serum calcium and phosphorous will
reveal new information in the setting of previously diagnosed renal calcium leak.
Liberalization of sodium chloride and increasing fluid intake will reduce the
effectiveness of the thiazide diuretic. Indapamide is not an improvement over
hydrochlorothiazide in terms of hypokalemia risk.

Miller NL, Borofsky MS: Evaluation and medical management of urinary lithiasis, in
Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 92, p 2052.

Filippone EJ: Thiazide-associated hyponatremia: Clinical manifestations and
pathophysiology. AM J KIDNEY DIS 2020;75:256-264.

Pearle MS, Goldfarb DS, Assimos DG, et al: Medical management of kidney stones:

AUA GUIDELINE. Published March 2014. Validity confirmed 2019.
https://www.auanet.org/guidelines/kidney—stones—medicaI-mangement-guideline

Question #28 ANSWER=A

The case illustrates the ureteral involvement in patients with chronic peri-aortitis.
There is a time-dependent regression of peri-aortic fibrosis after aneurysm exclusion,
usually requiring at least four to six months, and the regression rate may be slow but
persistent. To what extent the use of corticosteroids in some patients contributed to
outcomes of interest is unclear. Tamoxifen has been used with some success as an
alternative to steroids for peri-ureteral fibrosis but is not indicated here. A systematic
review of the literature indicates that in terms of regression of peri-aortic fibrosis,
surgical aneurysm repair is superior to EVAR. Persistent peri-aortic fibrosis occurs in
14% of patients treated with open surgical aneurysm repair. After EVAR, up to 40%
of patients will not have resolution of peri-aortic fibrosis. In this case, diagnostic
testing (MRI scan or biopsy) to exclude malignancy is not indicated because of the
presence of the aneurysm. Bilateral ureterolysis is not indicated this early in the
disease course.

van Bommel EF, van der Veer SJ, Hendriksz TR, Bleumink GS: Persistent chronic peri-

aortitis (‘inflammatory aneurysm') after abdominal aortic aneurysm repair:
Systematic review of the literature. VASC MED 2008;13:293-303.

Question #29 ANSWER=A

This patient has mixed urinary incontinence. Although stress incontinence is
demonstrated on physical examination, this is not her primary complaint. Therefore,
it is more appropriate to start with a treatment to address urgency urinary

© 2021 American Urological Association. All Rights Reserved. 13



incontinence (antimuscarinic) and not stress incontinence (bulking agent, slings). An
incontinence pessary is not indicated as it is meant to address stress incontinence via
urethral compression. Additionally, she does not have prolapse symptoms and only
mild anterior wall descent on exam. If she does not improve with pharmacotherapy,
urodynamics would be helpful to better clarify bladder and urethral function as well
as the etiology of leakage before proceeding to more invasive treatments.

Gormley EA, Lightner DJ, Burgio KL, et al: Diagnosis and treatment of non-
neurogenic overactive bladder (OAB) in adults: AUA/SUFU GUIDELINE. Published
2012. Amended 2014, 2019. https://www.auanet.org/guidelines/overactive-bladder-
(oab)-guideline

Reynolds WS, Cohn JA: Overactive bladder, in Partin AW, Peters CA, Kavoussi LR,
Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 3, chap 117, p 2637.

Question #30 ANSWER=C

Intestinal bypass surgery results in a urine profile similar to that of chronic diarrheal
syndrome, characterized by low urine volume, acidic urine, hypocitraturia,
hyperoxaluria and low serum sodium, magnesium and calcium levels. Correction of
the acidosis with potassium citrate will additionally correct the hypocitraturia since
calcium citrate alone is typically not enough to correct the hypocitraturia and
acidosis. A liquid formulation of potassium citrate may be needed if tablet
formulation is poorly absorbed due to rapid intestinal transit. Calcium
supplementation will not only raise urine calcium but will also complex intestinal
oxalate that is typically over absorbed in states of bowel disease or intestinal
resection. Although magnesium is poorly absorbed (similarly to calcium and sodium),
magnesium supplementation is generally not advised because of the tendency of
magnesium compounds to cause diarrhea. Any formulation of calcium
supplementation is acceptable, although calcium citrate has been shown to have
superior gastrointestinal absorption.

Miller NL, Borofsky MS: Evaluation and medical management of urinary lithiasis, in

Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 92, p 2057.

Question #31 ANSWER=A

Cytoreductive nephrectomy as part of a multidisciplinary approach to metastatic RCC
has been shown to prolong survival in two historic randomized clinical trials among
patients treated with interferon. However, its use in the current era of significantly
more effective systemic therapies has been debated. What has emerged regarding
use of cytoreductive nephrectomy is that proper patient selection is crucial. One
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particularly adverse prognostic factor for disease-related mortality after
cytoreductive nephrectomy is progression of disease during initial systemic therapy.
As such, patients initially treated with systemic therapy who experience disease
progression should be considered for an alternative systemic therapy rather than
surgical resection. Meanwhile, neither pulmonary metastases nor contralateral
adrenal involvement are contraindications to cytoreductive nephrectomy. In fact,
isolated adrenal metastases may be amenable to local treatment (resection,
ablation) while patients with pulmonary-only metastases often have a prolonged
indolent clinical course, such that in both scenarios, durable survival after
cytoreductive nephrectomy is possible. Gross hematuria also does not represent a
contraindication to cytoreductive nephrectomy, and, in fact, significant local
symptoms from the primary tumor (i.e., severe flank pain, persistent gross
hematuria) represent one indication to perform cytoreductive nephrectomy,
considering as well a patient's age and performance status. Likewise, the presence
of a tumor thrombus is not a contraindication to cytoreductive nephrectomy and
may be a deciding factor for surgery in select patients. Indeed, tumor thrombus may
cause significant patient morbidity (i.e., lower extremity edema) and may with
continued growth be an imminent source of mortality. Responses of tumor thrombus
to systemic tyrosine kinase inhibitors have been found to be minimal, while the
response to newer, checkpoint inhibitor therapies remains to be determined.

Srinivasan R, Linehan WM: Treatment of advanced renal cell carcinoma, in Partin
AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 104, pp 2325-2328.

Powles T, Sarwar N, Stockdale A, et al: Safety and efficacy of pazopanib therapy prior
to planned nephrectomy in metastatic clear cell renal cancer. JAMA ONCOL
2016;2:1303-13009.

Powles T, Blank C, Chowdhury S, et al: The outcome of patients treated with sunitinib
prior to planned nephrectomy in metastatic clear cell renal cancer. EUR UROL
2011;60:448-454.

Question #32 ANSWER=D

Abiraterone is a CYP-17 inhibitor indicated for men with newly diagnosed metastatic
castration-sensitive or metastatic castration-resistant prostate cancer. Due to CYP-17
blockade of glucocorticoid and androgen production, adrenal precursors such as
ACTH are preferentially shunted to produce excess mineralocorticoids, which can
lead to hypokalemia, hypertension, and lower extremity edema. Hypokalemia can
lead to weakness, nausea and vomiting, and anorexia. Abiraterone is typically
administered with prednisone 5 mg twice daily to counteract the potential
mineralocorticoid excess. ACTH excess and related symptoms can occur even with
administration of low-dose prednisone with abiraterone. Megestrol acetate is a
progestin that, in addition to suppressing gonadotropins, also inhibits ACTH
secretion and can be used as an appetite stimulant. Hypomagnesemia is not a

© 2021 American Urological Association. All Rights Reserved. 15



common side effect of abiraterone. Switching therapy to enzalutamide would not
be indicated as he is otherwise responding to the abiraterone other than the side
effects. A histamine (H2) blocker would not be indicated as the symptoms are
unlikely due to GERD or gastritis.

Antonarakis ES, Carducci MA: Treatment of castration-resistant prostate cancer, in

Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3, chap 162, p 3687.

Question #33 ANSWER=A

The source of the radiation exposure is the x-ray tube. The closer the patient is to
the x-ray tube, the higher the rate of exposure to radiation. The image intensifier
should be kept as close to the patient as practical to limit radiation dose. Tight
collimation will not change the entrance dose rate but does limit the scatter of x-ray
(limits exposure for others in the room besides the patient). Electronic magnification
has no effect on- entrance dose rate. Increased kVp. will increase both the
penetrability and intensity of radiation at the skin entrance, thus increasing patient
exposure.

Andonian S: Radiation safety: AUAUNIVERSITY CORE CURRICULUM. Updated
February 2020.
https://university.auanet.org/modules/webapps/core/index.cfm#/corecontent/71

Question #34 ANSWER=A

A genuine penile fracture involves a tear in the tunica. albuginea. The injury will
invariably result in acute loss of erection due to blood rapidly exiting the affected
corpus cavernosum. This will in turn lead to the classically described eggplant
deformity as well as frequently observed deviation of the phallus to the side opposite
the tunical tear because of the resultant hematoma and mass effect. The fact that
he was able to complete intercourse suggests that the clinical scenario in this case is
not a penile fracture. The described ecchymosis indicates blood trapped beneath
Colles’ fascia, again suggesting that no penile fracture has occurred. It is likely that
the patient tore a subcutaneous penjle vein from excessive torquing of his penis
while erect. There was no evidence of hematuria or LUTS; therefore, there is no
indication for urethral evaluation with urethrography or cystoscopy. MRI scan and
penile exploration are unnecessary as the described clinical scenario will resolve
spontaneously.

Morey AF, Simhan J: Genital and lower urinary tract trauma, in Partin AW, Peters CA,

Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 3, chap 133, p 3048.
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Question #35 ANSWER=C

The patient has an adrenal mass and a metabolic evaluation that shows a mildly
elevated plasma metanephrine. In this setting, the presence of a falsely elevated
fasting metanephrine should be excluded. Common reasons for a false positive
metanephrine testing include taking stimulants, such as caffeine and nicotine, as
well as medications that interfere with epinephrine metabolism, such as tricyclic
antidepressants and drugs that interfere with the assay such as acetaminophen.
Thus, repeating the testing once the patient has been off amitriptyline, a tricyclic
antidepressant, for one to two weeks would be recommended. Of note, ACE-
inhibitors do not interfere with assays for metanephrine. Performing a 24-hour urine
while the patient remains on a tricyclic antidepressant is also likely to give a false-
positive result. Phenoxybenzamine, an alpha-blocker medication, would be
indicated for treatment after a diagnosis of pheochromocytoma has been confirmed,
while labetalol, a beta-blocker, would not be indicated if the patient had a
pheochromocytoma prior to initiating alpha blockade.

Kutikov A, Crispen PL, Uzzo RG: Pathophysiology, évaluation, and medical
management of adrenal disorders, in Partin AW, Peters CA, Kavoussi LR,
Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 3, chap 106, pp 2377-2378; 2402.

Question #36 _ ANSWER=E

The incidence of rectourethral fistula after radical retropubic prostatectomy is 1-2%.
The risk of a fistula increases with a prior history of pelvic XRT, rectal surgery, or
TURP. Fistulas generally occur at the vesicourethral anastomosis and are often due
to unrecognized rectal injury at the time of surgery. Although single and staged
repairs have been described, staged repairs are recommended in cases of large
fistulae and those associated with XRT, uncontrolled local or systemic infection,
immunocompromised states, or inadequate bowel preparation at the time of
definitive repair. Conservative treatment with urethral catheterization is unlikely to
be successful for large fistulae in the setting of prior XRT.

De Ridder DJMK, Greenwell T: Urinary tract fistulae, in Partin AW, Peters CA,

Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 3, chap 129, p 2924.

Question #37 ANSWER=C

This patient's ultrasound findings are normal; he does not have arterial insufficienc_y
or venous leak. Arterial insufficiency is suggested when the peak systolic velocity is
< 25 cm/s. Venous leak is suggested when the end-diastolic velocity is > 5 cm/s. His
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examination does not suggest a plaque consistent with Peyronie's disease. Many
young men have psychogenic erectile dysfunction after penile trauma and
temporary support using a PDE-5 inhibitor will often allow confidence restoration
with normalization of erectile function without medication use in the long-term.
Patients with arteriovenous fistula will not have a negative end-diastolic velocity.

Burnett AL Il, Ramasamy R: Evaluation and management of erectile dysfunction, in

Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 69, p 1513.

Question #38 ANSWER=C

When the bladder dome is brought out for the vesicostomy, it effectively
immobilizes the posterior wall of the bladder, preventing its prolapse out the
vesicostomy stoma. The bladder dome can be reliably identified by seeing and
dividing the urachal remnant. Resecting bladder tissue is contraindicated to facilitate
future undiversion. Size of stoma, excess bladder tissue, and suturing the bladder to
the rectus fascia will not prevent prolapse. Placement of the stoma is predicated on
the position of the dome of the bladder rather than location on the abdominal wall.

Shukla AR, Srinivasan AK: Posterior urethral valves, in Partin ‘AW, Peters CA, Kavoussi

LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 1, chap 33, pp 612-613.

Question #39 ' ANSWER=D

The patient has primary bladder neck obstruction, noted by a closed bladder neck
during attempt to void and elevated voiding pressures with low flow rate. Further
neurological evaluation is not warranted in this setting but might be if the
obstruction were more distal at the level of the sphincter (suggesting detrusor
external sphincter dyssynergia). Pelvic floor muscle training (PFMT) will not be
helpful in this setting as pelvic floor dysfunction is not noted (fluoroscopically, the
obstruction would be at the level of the pelvic floor, much more distally).
Neuromodulation would not be indicated in the setting of obstruction. TUIP is
generally favored over TURP in a young man due to a lower incidence of retrograde
ejaculation.

Helo S, Welliver RC Jr, McVary KT: Minimally invasive and endoscopic management
of benign prostatic hyperplasia, in Partin AW, Peters CA, Kavoussi LR, Dmochowski
RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier,
2020, vol 3, chap 146, pp 3434-3435. :
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Question #40 ANSWER=D

Alpha-mercaptopropionylglycine (Thiola®) is a second-line therapy for prevention of
cystine stones after starting alkalinization therapy. This drug can increase cystine
solubility in urine by formation of a more soluble mixed-disulfide bond (i.e., drug to
cystine complex rather than cystine to cystine complex). It does not promote diuresis,
alkalinize the urine, decrease cystine excretion or increase available urine citrate.

Miller NL, Borofsky MS: Evaluation and medical management of urinary lithiasis, in

Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 92, p 2061.

Question #41 ANSWER=E

Pregnancy is a risk factor for renal artery aneurysm rupture, regardless of size or
calcification, therefore, observation and serial imaging are not recommended. If this
were not a woman of child-bearing age, the aneurysm could be followed, as it is not
large and is completely calcified. Lisinopril will not reduce the likelihood of rupture
or ischemic damage. An endovascular stent is not recommended for someone in this
age group, due to the risk of lifelong anticoagulation therapy. She should be
counseled to undergo surgical treatment of her aneurysm prior to becoming
pregnant.

VanderBrink BA, Reddy PP: Anomalies of the upper urinary tract, in Partin AW,

Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 1, chap 38, pp 738-737.

Question #42 ANSWER=C

Approximately three quarters of urine specimens from ileal conduits are culture
positive; nevertheless, most adults show no ill effects when exposed to chronic
bacteriuria. Deterioration of the upper tracts is more likely when the culture
becomes dominant for Proteus or Pseudomonas, and thus, these patients should
receive antibiotic therapy to reduce the incidence of stone formation. Those patients
with mixed cultures may generally be observed, provided they are not symptomatic.
Another urine culture would not provide additional information nor alter the
treatment plan. Further imaging in this asymptomatic patient, with either
loopogram or CT scan, is not indicated.

Wintner A, Dahl DM: Use of intestinal segments in urinary diversion, in Partin AW,

Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3, chap 139, p 3202.
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Question #43 ANSWER=B

Laparoscopic varicocelectomy is a minimally invasive option for management of
varicoceles. The genitofemoral nerve lies directly atop the psoas muscle in close
proximity to where the gonadal vessels are ligated during this procedure.
Approximately 4-5% of patients undergoing laparoscopic varicocelectomy will
complain of either temporary or permanent alterations in the sensory innervation
of the anterior thigh consistent with injury to the genitofemoral nerve. The
genitofemoral nerve arises from L1-L2, emerges from the psoas, passes posterior to
the ureter, and divides into the genital and femoral branches above the inguinal
ligament. The femoral branch then passes behind the inguinal ligament and enters
the femoral sheath. The genital branch enters the inguinal canal close to the internal
inguinal ring to supply the cremaster muscle and the scrotal skin. The ilioinguinal
nerve (numbness on the base of the penis and anterior scrotum) and lateral femoral
cutaneous nerve (numbness on the lateral thigh) run at least 3 cm lateral to the
internal ring and, therefore, should be at little risk during routine laparoscopic
varicocelectomy. The obturator nerve (inability to adduct the thigh) is medial and
caudal to the iliac vessels and should not be injured during varicocelectomy. The
femoral nerve (inability to extend the knee) is deep in the psoas muscle. It can be
injured during open surgery with retraction, but injury is unlikely during
laparoscopic surgery.

Liu JJ, Foster B, Amling CL: Surgical, radiographic, and endoscopic anatomy of the
male pelvis, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3,
chap 109, p 2453.

Question #44 ANSWER=A

While the efficacy and safety of systemic estrogen administration has been hotly
contested by results of the Women's Health Initiative and the HERS study, local
vaginal estrogen administration can improve both urgency and dysuria in women
with genitourinary symptoms of menopause (GSM). Systemic estrogens are
contraindicated in women with a history of breast cancer. One approach is to use
low dose vaginal estrogen cream or tablets two to three times per week or insert a
ring containing estradiol as there are minimal increases in systemic estrogen
concentrations. Amitriptyline and antimuscarinics, such as solifenacin, should be
used with caution in the elderly due to possible cognitive side effects. Little or no
data is available on the efficacy or safety of corticosteroids in the treatment of
dysuria and urgency in women with atrophic vaginitis.

Griebling TL: Aging and geriatric urology, in Partin AW, Peters CA, Kavoussi LR,

Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 3, chap 128, p 2905.
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Question #45 ANSWER=A

Most urethral recurrences are diagnosed within two years following radical
cystectomy. After cystectomy, periodic surveillance of the male urethra with urethral
wash cytology can identify tumors at an earlier stage than simply awaiting patient
symptoms. Lymphatics from the anterior urethra drain into the superficial and deep
inguinal lymph nodes and occasionally into the external iliac nodes. llioinguinal
lymphadenectomy is indicated in the presence of palpable inguinal lymph nodes
without evidence of metastatic disease. This patient has high-grade pT2 disease and
is at risk for recurrence. However, unlike penile cancer, benefit from prophylactic
inguinal node dissection, XRT, or chemotherapy has not been demonstrated in
squamous cell carcinoma of the urethra. The current role of sentinel biopsy in this
context is not defined.

Anderson CB, McKiernan JM: Tumors of the urethra, in Partin AW, Peters CA,

Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 2, chap 80, pp 1776-1787.

Question #46 | ANSWER=B

In women with recurrent uncomplicated symptomatic UTls, prophylactic options
include cranberry supplements or antibiotic prophylaxis. If the recurrent UTls are
related to intercourse, post-coital antibiotics are indicated. Appropriate antibiotics
include  trimethoprim/sulfamethoxazole, nitrofurantoin, and cephalexin.
Fluoroquinolones should be reserved for instances of bacterial resistance or allergy
and should be avoided if possible due to the black box warning. Strategies such as
post-coital voiding, changing to cotton underwear, wiping away from the urethra,
and avoidance of hot tubs have not been shown to decrease the rate of infections.
Cystoscopy and imaging (i.e., abdominal ultrasound) should not be routinely
obtained in women with uncomplicated recurrent UTls.

Anger J, Lee U, Ackerman AL, et al: Recurrent uncomplicated urinary tract infections
in women: AUA/CUA/SUFU GUIDELINE. Updated May 2019.
https://www.auanet.org/Documents/Guidelines/PDF/rUTl-guideline.pdf

Cooper KL, Badalato GM, Rutman MP: Infections of the urinary tract, in Partin AW,

Peters CA, Kavoussi LR, Dmochowski RR, Wein A) (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 55, p 1162.

Question #47 ANSWER=C

Patients started on topiramate (used for migraines, seizure disorder, weight loss and
many other indications) develop hypocitraturia and should be counseled on the
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inherent risks of stone formation, particularly prior stone formers. Treatment
options include potassium citrate or stopping topiramate and finding an alternative
treatment. Hypercalciuria, hyperuricosuria, hyperoxaluria, and hypomagnesuria are
not specific to topiramate therapy.

Pearle MS, Antonelli JA, Lotan Y: Urinary lithiasis: Etiology, epidemiology, and
pathogenesis, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2,
chap 91, p 2033.

Question #48 ANSWER=D

The purpose of the preoperative transplant evaluation is to determine the suitability
of the urinary bladder or its substitute. A retrograde loopogram is necessary to assess
the urinary conduit for areas of stenosis and to ensure that it empties appropriately.
Renal transplantation into intestinal. conduits have been successful. Since the
loopogram shows that her present conduit does not function well, she will need a
new conduit. This should be done prior to transplantation to ensure that the conduit
loop is adequate. The native bladder has been defunctionalized and is unlikely to
have a reasonable low-pressure capacity in this patient with neurogenic bladder
dysfunction. If a conduit is created at time of transplant, there is an increased risk of
bowel spillage or anastomotic leak that would increase post-transplant
complications.

Surange R, Johns R, Tavaki A, et al: Kidney transplantation into an ileal conduit: A
single center experience of 59 Cases. J UROL 2003;170:1727-1730.

Peters CA, Lorenzo AJ: Urologic considerations in pediatric renal transplantation, in

Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 1, chap 51, p 1058.

Question #49 ANSWER=A

This patient has symptomatic stress urinary incontinence (SUI), though none is noted
on examination. She should not be treated invasively without documentation of SUI
on examination. She should return for a full bladder stress test done supine and
repeated standing if necessary. If that remains negative, urodynamics could be
offered to try to better delineate her leakage. Antimuscarinics should not be offered
in the presence of primarily SUl symptoms.

Kobashi KC, Albo ME, Dmochowski RR, et al: Surgical treatment of female stress
urinary incontinence (SUI): AUA/SUFU GUIDELINE. Published 2017.
https://www.auanet.org/guidelines/stress-urinary-incontinence-(sui)-guideline
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Lucioni A, Kobashi KC: Evaluation and management of women with urinary
incontinence and pelvic prolapse, in Partin AW, Peters CA, Kavoussi LR, Dmochowski
RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier,
2020, vol 3, chap 112, p 2525.

Question #50 ANSWER=C

When a testis is not palpable, the most common finding at exploration is an
abdominal testis or a "peeping" testis at the internal inguinal ring (shown in the
laparoscopic picture with vas deferens and testicular vessels entering an open
internal ring). It is likely that the increased intra-abdominal pressure forced the
abdominal testis into the inguinal canal through the open internal ring. Less
common is a vanishing testis, nubbin, or an extra-abdominal location not palpated
due to body habitus. There is no evidence for mixed gonadal dysgenesis (streak
gonad) or ovotesticular disorder of sex development in this patient and both are far
less common than simple cryptorchidism.

Barthold JS, Hagerty JA: Etiology, diagnosis, and management of the undescended
testis, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 1,
chap 46, p 949.

Question #51 ANSWER=A

Kaposi's sarcoma is the 2nd most common malignancy of the penis (after squamous
cell carcinoma) due to the prevalence of HIV infection. It also occurs in patients on
immunosuppression for organ transplantation or other indications. In this setting,
Kaposi's sarcoma often regresses with modification of the immunosuppressive
regimen and this should be the initial approach. If the tumor fails to respond to these
efforts, local excision, laser ablation, or XRT should be considered. Partial penectomy
is not indicated for this tumor type. 5-FU is typically utilized in squamous cell
carcinoma of the penis.

Link RE, Tang N: Cutaneous diseases of the external genitalia, in Partin AW, Peters

CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY,
ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 59, p 1298.

Question #52 ANSWER=E

Her POP-Q examination reveals both posterior wall prolapse (Bp:+2 indicates the
most distal portion of the posterior vaginal wall is 2 ¢m beyond the hymen) and
apical prolapse (C at 0 indicates the vaginal cuff at the level of hymen). Therefore, a
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posterior and apical vault repair should be performed concomitantly at the time of
midurethral sling. A sling alone will only address her incontinence and not her
prolapse. An anterior repair is not indicated as her anterior wall is well-supported. A
posterior repair alone would not address her apical prolapse.

Lucioni A, Kobashi KC: Evaluation and management of women with urinary
incontinence and pelvic prolapse, in Partin AW, Peters CA, Kavoussi LR, Dmochowski
RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier,
2020, vol 3, chap 112, p 2525.

Question #53 ANSWER=B

The majority (approximately 70%) of adrenal adenomas contain high intracellular
lipid content (lipid rich adenomas) and as such are characterized on non-contrast CT
scan by Hounsfield units < 10. Similarly, myelolipomas contain macroscopic fat and
are, thereby, associated with low, and even negative, Hounsfield units.
Approximately 30% of adenomas have a lower lipid content, and are known as lipid
poor, or atypical adenomas. Consistent with the low lipid content, 'the Hounsfield
units of these lesions on non-contrast CT scan is > 10. However, lipid poor adenomas
can usually be distinguished from malignant lesions (i.e., primary adrenal cancers,
adrenal metastases) on imaging by assessing the washout of contrast on CT scan with
delayed imaging. In particular, an absolute percent washout (enhanced-
delayed/enhanced-unenhanced) of > 60% - as in the case here - is indicative of an
adenoma. On the other hand, the majority of malignant lesions, including most
primary adrenal and metastases, typically have a < 60% washout on CT scan.

Kutikov A, Crispen PL, Uzzo RG: Pathophysiology, evaluation, and medical
management of adrenal disorders, in Partin AW, Peters CA, Kavoussi LR,
Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 3, chap 106, pp 2395-2397.

Question #54 . ANSWER=D

Both superficial inguinal and modified complete dissections have been proposed as
staging tools for patients with penile cancer without palpable inguinal
lymphadenopathy. Superficial node dissection involves removal of those nodes
superficial to the fascia lata. A deep dissection includes removal of those nodes deep
to the fascia lata contained within the femoral triangle. The deep dissection is
performed if the superficial nodes have confirmed nodal metastases at surgery by
frozen-section analysis. The rationale for superficial dissection is that positive nodes
deep to the fascia lata have not been reported unless superficial nodes were also
positive. The presence of lymphovascular invasion, tumor grade, and tumor stage
are all prognostic indicators of nodal invasion and thus help to determine which
patients should undergo superficial inguinal node dissection. However, they do not
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directly impact the extent of the dissection. The presence of palpable nodes is
indicative of the presence of cancer approximately 40% of the time (5-65%
depending on risk); thus, the decision to perform a deep dissection should depend
on histological confirmation of the presence of tumor by frozen section.

Pettaway CA Sr, Crook JM, Pagliaro LC: Tumors of the penis, in Partin AW, Peters CA,

Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY ed
12. Philadelphia, Elsevier, 2020, vol 2, chap 79, p 1761.

Question #55 ANSWER=D

An injury below vertebral level L1 would result in a sacral spinal cord injury. At this
level, injury would be expected to leave the patient with detrusor hypocontractility
related to loss of parasympathetic innervation of the detrusor smooth muscle, lack
of volitional control of the external sphincter, and potential development of stress
urinary incontinence or overflow incontinence related to sphincteric weakness.
However, the bladder neck would be expected to remain competent.. Complete
lesions above the sacral cord usually result in detrusor overactivity, smooth sphincter
synergy, and striated sphincter dyssynergia.

Kowalik CCG, Wein AJ, Dmochowski RR: Neuromuscular dysfunction of the lower
urinary tract, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3,
chap 116, pp 2610-2612.

Question #56 ANSWER=C

For the initial evaluation of febrile UTls in infants, a fluoroscopic VCUG should be
performed, especially in boys. This will not only reveal VUR but also may delineate
any bladder or urethral pathology. Upper tract imaging (most commonly using a
renal and bladder ultrasound) can define any obstructive etiology causing
hydronephrosis. A normal renal ultrasound, however, does not rule out VUR. Up to
30% of initial VCUGs can miss VUR. If an infant has another febrile UTI after the first
negative evaluation, a repeat VCUG is warranted. A nuclear VCUG is associated with
less radiation and may be more sensitive in detecting low-grade VUR. It is
controversial whether prophylactic antibiotics in the absence of an anatomically
defined problem is beneficial or harmful. An aggressive evaluation of infants with
recurrent febrile UTIs is important to minimize the risk of renal scarring, thus
observation is not recommended. Given two normal renal ultrasound studies,
diuretic MAG-3 scan is unlikely to reveal any useful information. Cystoscopy is
unwarranted.
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Cooper CS, Storm DW: Infection and inflammation of the pediatric genitourinary
tract, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 1,
chap 25, pp 439-440.

Question #57 ANSWER=B

The association between testicular tumors/nodules and CAH has been recognized for
many years and are defined as testicular adrenal rest tumors (TART). Tumors are
considered to be aberrant adrenal tissue that has descended with the testes and has
become hyperplastic due to ACTH stimulation. The recommended treatment of TART
consists of increasing the glucocorticoid dose to suppress ACTH secretions. Biopsy
and or removal is not indicated unless increasing medical therapy fails. Antibiotics
and abdominal pelvic CT scan are not indicated.

Yu RN, Diamond, DA: Disorders of sexual development: Etiology, evaluation, and
medical management, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein
AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol
1, chap 48, p 1009.

Question #58 ANSWER=E

The clinical presentation is that of weakness and lethargy following the course of
chemotherapy accompanied by significant hypokalemia and hyperchloremic
metabolic acidosis. Despite the acidosis, his urinary pH is alkaline, indicating inability
to acidify urine. The most likely diagnosis is a drug-induced renal tubular acidosis
(RTA) type 1 (distal), in which there is a failure of ammonium secretion in the distal
tubule. Type 2 (proximal) RTA represents a defective reabsorption of bicarbonate in
the proximal tubule. Although distal RTA can be genetic, this most likely represents
an acquired condition due to ifosfamide chemotherapy. The treatment is oral
potassium and bicarbonate supplementation. I.V. fluid hydration is unnecessary with
no evidence of dehydration and normal creatinine with no evidence of contraction
alkalosis. The use of steroids or diuretics would be detrimental to this patient.

Miller NL, Borofsky MS: Evaluation and medical management of urinary lithiasis, in

Partin AW, Peters CA, Kavoussi LR, Dmocho.wski RR, Wein AJ (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 92, p 2055.

Question #59 ANSWER=D

A distal ureteral stricture in a ten-year-old boy should be managed with a definitive
therapy that has a nearly 100% long-term success rate. Passive dilation with a stent,
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balloon dilation, and endoscopic incision have variable results and do not give
durable life-long success. A distal stricture can be managed with a reimplantation
with or without bladder mobilization. A ureteroureterostomy is not indicated given
the proximity of the stricture to the bladder.

Nakada SY, Best SL: Management of upper urinary tract obstruction, in Partin AW,

Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 89, pp 1966-1972.

Question #60 ANSWER=A

Hydronephrosis may be due to obstruction or VUR. Ureteral reimplants with a Boari
flap are often not tunneled, and VUR must be considered in symptomatic patients.
VUR may result in an equivocal T1/2 on a diuretic renogram, as in this case. A urethral
catheter should be placed in those at risk for VUR prior to the study. Ureteroscopy
would not define whether physiologic obstruction is present. A Whitaker test may
determine if obstruction is present but is more invasive and should be reserved for
difficult cases in which diuretic renography does not define obstruction or cannot be
utilized because of impaired renal function. The placement of a nephrostomy tube
alone will not define functional obstruction. Similarly, placement of a ureteral stent
will not help with the diagnosis.

Peters CA, Meldrum KK: Pathophysiology of urinary tract obstruction, in Partin AW,

Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 1, chap 40, p 776.

Question #61 ANSWER=B

This patient’s symptoms are likely secondary to an obstructing midurethral sling. The
argument for the sling causing bladder outlet obstruction include the temporal
relationship of her symptoms worsening after sling placement as well as evidence of
obstructed voiding on the pressure-flow study (high pressure/low flow). The
pressure-flow nomogram places this patient in the “equivocal” category; however,
it is important to realize that these nomograms are meant for male patients. Women
void-with lower pressures; therefore, these types of nomograms will underestimate
female bladder outlet obstruction. There are various definitions of female bladder
outlet obstruction with many using Qmax at 12 mL/sec or less and voiding pressure
> 25 ¢m H,0. Though voiding dysfunction caused by the failure of pelvic floor
muscles to relax appropriately is another potential cause for bladder outlet
obstruction, the timing suggests that this patient’s symptoms are likely related to an
obstructing sling. In addition, without concomitant EMG measurements or
fluoroscopic views during the voiding phase, voiding dysfunction cannot be
diagnosed. Mesh erosion into her bladder or urethra is unlikely given her normal
urinalysis; however, any patient undergoing sling incision in a situation such as this
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should undergo cystoscopy prior to surgical intervention to evaluate for such an
occurrence.

Gomelsky A, Dmochowski RR:Slings: Autologous, biologic, synthetic, and mid-
urethral, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein Al (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3,
chap 125, p 2830.

Brucker BM, Nitti VW: Urodynamic and video-urodynamic evaluation of the lower
urinary tract, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3,
chap 114, p 2550.

Question #62 ANSWER=B

The patient has a ureteral contusion to the distal ureter following a high velocity
gunshot wound. There is no evidence of devitalized tissue or a urine leak. Cystoscopy
and ureteral stent placement is the best option for a minor contusion. Ureteral
reimplant is the best treatment option for a distal ureteral injury if a large contusion
or devitalized tissue is identified. Ureteroureterostomy of the distal ureter is never
indicated. Percutaneous nephrostomy would divert the urine; however, without a
stent in place across the location of the contusion, the ureter would be at risk for
stricture formation. Observation is not indicated as the ureter may become
obstructed from the contusion.

Brandes SB, Eswara JR: Upper urinary tract trauma, in Partin AW, Peters CA, Kavoussi
LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 2, chap 90, p 1992.

Question #63 ANSWER=D

This patient has T2N2M0S2 NSGCT, also categorized as clinical stage 3B (Stage 3 due
to S2 marker elevation). The standard treatment should be primary chemotherapy.
The selection of chemotherapy regimen depends on the International Germ Cell
Cancer Collaborative Group Risk Classification for Advanced Germ Cell Tumor
(IGCCCQ) that includes the location of primary tumor, presence of metastases, and
tumor marker levels. The patient's AFP level remains elevated and he is considered
intermediate risk based on S2 marker elevation (post-orchiectomy AFP over 1,000
IU/mL on cycle 1, day 1 of chemotherapy). Intermediate and high risk patients should
receive four cycles of BEP. Simply repeating his tumor markers is incorrect as it is
unlikely markers will subsequently normalize given the S2 level at diagnosis and
failure of AFP to decline appropriately (half-life 5-7 days). BEP chemotherapy for 3
cycles and EP chemotherapy for 4 cycles are management options for patients with
S1 markers and good-risk disease. Primary RPLND is not indicated for patients with
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elevated tumor markers.
Stephenson AJ, Gilligan TD: Neoplasms of the testis, in Partin AW, Peters CA,

Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 2, chap 76, pp 1690-1697.

Question #64 _ ANSWER=C

Thiazide-induced hypercalcemia is associated with a normal parathyroid hormone
(PTH) and phosphorus level, low urinary calcium level, and low serum potassium.
Vitamin D excess, sarcoidosis, silicosis, and tuberculosis are associated with a low PTH
level and will not cause hypokalemia. The treatment is to reduce the thiazide dose,
and not restrict dietary calcium intake or decrease his low dose Vitamin D
supplement. Adding potassium citrate will not lower his serum calcium level and
should be used when a patient has thiazide-induced hypocitraturia.
Hydrochlorothiazide and indapamide function similarly in the treatment of
hypercalciuria; therefore, changing one for the other, without a reduction in dosing,
will not necessarily improve thiazide-induced hypercalcemia. )

Miller NL, Borofsky MS: Evaluation and medical managemeht of urinary lithiasis, in

Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 92, p 2052.

Question #65 : ANSWER=D

The descended testis is not hypertrophied (> 2 cm in length in a prepubertal boy),
implying that the undescended testis is present and located in an abdominal
position. None of the imaging studies would eliminate the need for diagnostic
laparoscopy to exclude an intra-abdominal testicle. Scrotal exploration would be a
reasonable option only if the descended testis were hypertrophied, as approximately
90-95% of the cases will have documented gonadal vessels in the inguinal canal.
However, it should be noted that hypertrophy of the contralateral testis, if present,
is neither perfectly sensitive nor specific for the presence of vanishing testis.
Therefore, surgical exploration is indicated in all children with a nonpalpable testis,
regardless of the size of the contralateral testis. In 5% of cases with unilateral
hypertrophy, the testicle will have torsed intra-abdominally, and laparoscopy or
retroperitoneal dissection will be necessary to visualize the blind-ending vessels
proximal to the internal ring. There is no role for hormonal therapy to induce
testicular descent due to its low efficacy.

Barthold JS, Hagerty JA: Etiology, diagnosis, and management of the undescended
testis, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 1,
chap 46, pp 959-961.
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Kolon TF, Herndon CDA, Baker LA, et al: Evaluation and treatment of cryptorchidism:
AUA GUIDELINE. Published 2014. http://www.auanet.org/guidelines/cryptorchidism-

guideline

Question #66 ANSWER=B

The most common stone compositions in patients with gout are calcium oxalate
monohydrate (45%) and uric acid (52%). It is important to note that one should not
assume that a patient with gout has a uric acid stone and look for supportive
evidence (urine pH, stone density on CT scan, radiolucency on KUB) prior to initiating
alkalinization therapy. When treated with allopurinol, the risk of uric acid stones
decreases to 30% and calcium oxalate monohydrate become the most common
stone composition in patients with gout. Xanthine stones are possible when patients
are being treated with allopurinol but would be much less common than calcium
oxalate and uric acid stones. Calcium oxalate dihydrate stones are more commonly
seen in patients with hypercalciuria and are not as common as calcium oxalate
monohydrate in patients with gout. Calcium phosphate stones are not typical in
patients treated for gout. '

Marchini GS, Sarkissian C, Tian D, et al: Gout, stone composition and urinary stone

risk: A matched case comparative study. J UROL 2012 Sep 25. pii: 50022-
5347(12)04999-3. doi: 10.1016/j.juro.2012.09.102. \

Question #67 ANSWER=D

This patient has non-metastatic castration-resistant prostate cancer (CRPC). The AUA
CRPC Guidelines recommend enzalutamide, apalutamide, or darolutamide based on
randomized trials showing improvement in metastasis-free survival (PROSPER,
SPARTAN, ARAMIS). Future reports will assess overall survival. All trials included men
with PSA doubling time (PSADT) less than ten months, but FDA approval is not
restricted by PSADT. AUA and National Comprehensive Cancer Network (NCCN)
Guidelines recommend treatment for men with PSADT less than ten months. Prior
to these randomized trials, observation was recommended and is still an option,
particularly for men with prolonged PSADT. Pembrolizumab is approved for men
with mutations in mismatch repair genes (MMR) and/or exhibit microsatellite
instability (MSl). Abiraterone and docetaxel are approved for use in newly diagnosed
hormone-sensitive metastatic disease or metastatic castration-resistant prostate
cancer. Sipuleucel-T is approved for asymptomatic or minimally symptomatic
metastatic castration-resistant prostate cancer.

Lowrance WT, Murad MH, Oh WK, et al: Castration-resistant prostate cancer: AUA
Guideline Amendment 2018. J UROL 2018;200:1264-1272.
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Hussain M, Fizazi K, Saad F, et al: Enzalutamide in men with nonmetastatic,
castration-resistant prostate cancer. NEJM 2018;378:2465-2474.

Smith M, Saad F, Chowdhury S, et al: Apalutamide treatment and metastasis-free
survival in prostate cancer. NEJM. 2018;378:1408-1418. doi:
10.1056/NEJMoa1715546. Epub 2018 Feb 8.

Fizazi K, Shore N, Tammela TL, et al: Darolutamide in nonmetastatic, castration-

resistant prostate cancer. NEJM 2019;380:1235-1246.

Question #68 ANSWER=D

This patient has congenital penile curvature which is often noticed in the
postpubescent time period when the man becomes sexually active. Patients with
congenital curvature of the penis can have ventral, lateral (most often to the left),
or unusually, dorsal curvature. Photographs of the erect penis demonstrate a smooth
curvature of the penile shaft. Patients usually are healthy young men classically
presenting between the ages of 18 and 30 years old. Many of these patients have
noticed curvature before passing through puberty but have presumed it to be
normal. Evaluation is sought by the patient only when the abnormal curvature is
brought to their attention by their sexual partner. There is usually no association
with penile trauma which may lead to curvature from acute or subacute penile
fracture and can cause acquired penile curvature. Peyronie's disease generally occurs
in older men and is associated with pain on erection and gradual change in the
degree of curvature. Another name for congenital penile curvature is chordee
without hypospadias. Physical examination in these patients will not reveal a plaque,
and unlike patients with Peyronie’s disease, there is no indication for intralesional
injections. Surgical repair, when necessary, is usually performed using a plication
technique.

Virasoro R, Jordan GH, McCammon KA: Surgery for benign disorders of the penis
and urethra, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2,
chap 82, pp 1836-1838.

Question #69 ANSWER=D

The patient has suffered a significant burn to the penile shaft. Most genital burns
are full thickness with significant tissue sloughing of the penis and urethra in the
days following injury. Conservative management, including suprapubic tube
placement in the bladder, should be maintained until the full extent of injury is
known. Prolonged bladder drainage is often required in these patients due to the
extent of their injury. Suprapubic cystostomy is preferred over urethral
catheterization in order to avoid further urethral damage with catheterization,
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instrumentation, contrast studies, or endoscopy. Penile debridement is not indicated
at this early stage of injury, and retrograde urethrogram will not provide useful
information four hours after injury.

Medendorp AR, Albrecht MC, Morey AF: Natural history of full-thickness electrical
burns involving the penis. J UROL 2007;70:588-589.

Jordan GH: Lower genitourinary tract trauma and male external genital trauma
(avulsion injuries, burn injuries, penile laceration with membranous urethral injuries)
Part 3. AUA UPDATE SERIES 2000, volume 19, lesson 12.

Harpole BG, Wibbenmeyer LA, Erickson BA: Genital burns in the National Burn
Repository: Incidence, etiology, and impact on morbidity and mortality. UROL
2014;83:298-302.

Tresh A, Baradaran, N, Gaither, TW, et al: Genital burns in the United States:
Disproportionate prevalence in the pediatric population. BURNS 2018;44:1366-1371.

Question #70 - ANSWER=A

Based on radiographic characteristics of smooth thin walls with thin, non-enhancing
septa, the lesion would be characterized as a Bosniak 1l cyst, for which no
intervention or additional follow-up is recommended. Indeed, given the benign
nature of Bosniak Il cysts, surveillance imaging is not recommended. Likewise, biopsy
would not be indicated for a Bosniak Il cyst and may be non-diagnostic in the setting
of a cystic renal lesion without a solid component. Partial nephrectomy would also
not be indicated here given the high likelihood of the lesion being benign. To
outline several features of the Bosniak classifications of renal cysts, for which a recent
update was proposed: (I) hairline thin (less than or equal to 2 mm) cyst wall, water
density in Hounsfield units, no septa or calcifications; (II) thin smooth walls; few thin
septa +/- calcifications; homogeneous high-attenuation lesions; (IlF) minimally
thickened cyst wall or smooth minimally thickened septa or many hairline thin septa;
(In) thickened or irregular wall or septa, enhancing with contrast; (IV) enhancing
soft-tissue (nodular) component.

Parker WP, Gettman MT: Benign renal tumors, in Partin AW, Peters CA, Kavoussi LR,
Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 2, chap 96, pp 2121-2123.

Campbell SC, Lane BR, Pierorazio PM: Malignant renal tumors, in Partin AW, Peters
CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY,
ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 97, pp 2137-2138.

Silverman SG, Pedrosa |, Ellis JH, et al: Bosniak classification of cystic renal masses,
Version 2019: An update proposal and needs assessment. RAD 2019;292:475-488.
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Question #71 ANSWER=C

A repeat midurethral sling is an appropriate option for a patient with recurrent stress
urinary incontinence (SUI). Cure rates for patients with recurrent SUI after a
midurethral sling procedure appear to be higher for the retropubic approach
compared to the transobturator approach. Urethral bulking agents would be less
likely to lead to a long-term resolution and are associated with lower rates of
subjective improvement compared to a sling for recurrent SUI. Placement of an
autologous fascial sling would also be a viable option for this patient. A retropubic
bladder neck suspension is an inferior procedure compared to a retropubic
midurethral or autologous sling. Placement of an artificial urinary sphincter would
not be indicated for this patient.

Lucioni A, Kobashi KC: Evaluation and management of women with urinary
incontinence and pelvic prolapse, in Partin AW, Peters CA, Kavoussi LR, Dmochowski
RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier,
2020, vol 3, chap 112, p 2525.

Kobashi KC, Albo ME, Dmochowski RR, et al: Surgical treatment of female stress

urinary incontinence (SUI): AUA/SUFU GUIDELINE. Published 2017.
https://www.auanet.org/guideIines/stress-urinary-incontinence-(sui)—guideline

Question #72 ANSWER=B

The CT scan demonstrates a small left adrenal lesion. Weight gain, hypertension, and
skin changes secondary to disturbed collagen synthesis are all hallmarks of Cushing's
syndrome, but are not specific features of the diagnosis. Current guidelines for the
evaluation of suspected Cushing's syndrome recommend an overnight low dose
dexamethasone suppression test. Twenty four-hour urine for 17-ketosteroids is not
recommended as a screen for Cushing's syndrome. MRI scan of the abdomen may
demonstrate high signal intensity on T2 sequences in cases of pheochromocytoma
and adrenocortical carcinoma but will not distinguish functional from non-
functional adrenal masses and would not be indicated as the next step. An adrenal
biopsy cannot differentiate adrenal adenomas from adrenal carcinomas and would
not be indicated prior to obtaining a metabolic work-up. MRI scan of the brain to
assess for a pituitary adenoma would be appropriate after functional work-up
indicated a probable diagnosis of ACTH-dependent Cushing's disease, but would not
be used as a screening diagnostic procedure prior to establishing the presence of
hypercortisolism.

Kutikov A, Crispen PL, Uzzo RG: Pathophysiology, evaluation, and medical
management of adrenal disorders,in Partin AW, Peters CA, Kavoussi LR,
Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 3, chap 106, pp 2360-2367.
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Question #73 ANSWER=D

Patients with steinstrasse who are asymptomatic can often be observed initially, as
spontaneous stone clearance can occur. Medical expulsive therapy with alpha-
blockers may be used to augment expectant management and may aid in pain
control. Failure of expectant management, though, is an indication for intervention.
When intervention is required, a minimally invasive approach is often successful.
Ureteroscopic intervention is definitive and predictable, with an immediate success
rate approaching 100%. Additional SWL may be successful, but the results are less
predictable than with ureteroscopy. A ureteral stent alone will help alleviate
obstruction and will improve pain if the patient is symptomatic; however, success of
a nephrostomy tube is likely greater than a stent alone when managing a
steinstrasse. Percutaneous antegrade ureteroscopy may be used as a salvage
procedure.

York NE, Lingeman JE: Complications of extracorporeal shock wave lithotripsy, in
Taneja SS, Shah O (eds.): TANEJA'S COMPLICATIONS OF UROLOGIC SURGERY, ed 5.
Elsevier, 2018, chap 29, p 301. ,

Question #74 ANSWER=E

This presentation is consistent with IgA nephropathy (Berger's disease). It is more
prevalent in the second decade of life and is more common in boys. It is often
precipitated by upper respiratory infection such as pharyngitis. The clinical
presentation is variable, ranging from asymptomatic microscopic hematuria,
nephrotic syndrome and acute renal failure. Renal biopsy findings are classic for IgA
nephropathy and immunofluorescent staining will show IgA deposits. Post-
infectious glomerulonephritis (GN) occurs 7-21 days after group A beta-hemolytic
streptococcal infection and presents with cola-colored urine in well children without
hypertension, edema, or proteinuria. Biopsy in post-infectious GN shows marked
cellular proliferation in the glomeruli. Minimal change nephrotic syndrome (MCNS)
is most common in childhood and presents with edema, nephrotic-range proteinuria,
serum albumin < 2.5 g/dL, and elevated plasma cholesterol and/or triglycerides.
Biopsy in MCNS shows normal renal tissue or mild focal increase in mesangial
cellularity. Membranous GN occurs with gradual symptoms. of proteinuria,
hypertension, and hematuria (microscopic in 80%). Membranoproliferative GN is a
chronic disease that presents with microscopic or gross hematuria and proteinuria,

and is often picked up on screening urinalysis.
Braun MC, Koh CJ: Urologic Aspects of Pediatric Nephrology, Wein AJ, Dmchowski

R, Kavoussi LR, Peters CA (eds): CAMPBELL-WALSH UROLOGY, ed 12. Philadelphia,
Elsevier Saunders, 2020, vol 2, chap 21, p 346.
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Question #75 ANSWER=D

Options for treatment of a patient at the time of removal of an external urinary
catheter include empiric therapy or culture-directed antimicrobials. An analysis in
the Cochrane Database of Systematic Reviews concluded that there is limited
evidence indicating that receiving antimicrobials during the first three postoperative
days, or from postoperative day two until catheter removal, reduces the rate of
bacteriuria and other signs of infection in surgical patients with bladder drainage
for at least 24 hours postoperatively. The AUA Best Practice Panel concluded that the
benefits for antimicrobial prophylaxis at removal of an external urinary catheter
most likely apply to patients with risk factors (i.e., advanced age, anatomic anomalies
of the urinary tract, chronic steroid use, smoking, etc.). The antimicrobials of choice
are fluoroquinolones or trimethoprim/sulfamethoxazole. Amoxicillin, cephalexin, or
gentamicin are not antimicrobials of choice. Antimicrobials are indicated based on
this patient's increase risk due to advanced age.

Wolf JS Jr, Bennett CJ, Dmochowski RR, et al: Urologic Surgery Antimicrobial
Prophylaxis: AUA BEST PRACTICE STATEMENT. Published 2008; Reviewed and
Validity Confirmed 2011; Amended 2012.
https://www.auanet.org/guidelines/archived-documents/antimicrobial-prophylaxis-
best-practice-statement

Question #76 ANSWER=C

The AUA Medical Management of Kidney Stones Guideline states that clinicians
should offer allopurinol to patients with recurrent calcium oxalate stones who have
hyperuricosuria and normal urinary calcium. A prospective randomized controlled
trial demonstrated that aliopurinol reduced the risk of recurrent calcium oxalate
stones in the setting of hyperuricosuria (urinary uric acid excretion > 800 mg/day)
and normocalciuria. Whether the drug is effective in patients with hypercalciuria has
not been established. Hyperuricemia is not a required criterion for allopurinol
therapy. In addition to medication, specific recommendations about limiting non-
dairy animal protein may maximize the efficacy of allopurinol. In the present
scenario, the patient's hyperoxaluria is modest, so a low oxalate diet would not be
expected to have a large effect on urinary oxalate. A low sodium diet for calcium
oxalate stone formers is most effective in the setting of hypercalciuria. Potassium
citrate is most effective in the setting of hypocitraturia. A thiazide is most effective
for hypercalciuria.

Pearle MS, Goldfarb DS, Assimos DG, et al: Medical management of kidney stones:

AUA GUIDELINE. Published March 2014. Validity confirmed 2019.
https://www.auanet.org/guidelines/kidney-stones-medical-mangement-guideline
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Question #77 ANSWER=A

Stevens-Johnson syndrome, or toxic epidermal necrolysis, is a severe cutaneous drug
reaction characterized by fever, influenza-type symptoms, a macular rash (sometimes
with necrotic centers), conjunctival lesions, and mucosal erosions. The reaction
typically begins one to three weeks after initiation of therapy. More than 100
compounds have been implicated, but the most common causes are antibiotics
(particularly sulfa agents), anticonvulsants, allopurinol, and certain NSAIDs.
Treatment includes withdrawal of responsible drugs, skin care (placement in a burn
unit may be necessary in those with extensive skin involvement), fluid replacement,
pain control, and nutritional support. There is no strong evidence to support any
specific therapy (steroids, antihistamines, antimicrobials, or antivirals) beyond these
supportive measures.

Link RE, Tang N: Cutaneous diseases of the external genitalia, in Partin AW, Peters

CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY,
ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 59, pp 1277-1278.

Question #78 ANSWER=D

Clinicians may administer intralesional collagenase for the reduction of penile
curvature in patients with stable Peyronie’s disease with curvature between 30 and
90 degrees, intact erectile function, absence of hourglass deformity, calcified plaque,
or plaque proximal to the penile base. Verapamil is currently used off-label and
should not be considered first-line therapy. ESWT could potentially improve penile
pain but will not address his penile curvature. Stem cell therapy is currently
considered experimental and not appropriate therapy for this patient. Penile
plication or grafting procedures could be considered after less invasive therapies
have failed.

Nehra A, Alterowitz R, Culkin DJ, et al: Peyronie's disease: AUA GUIDELINE. Published
2015. https://www.auanet.org/guidelines/peyronies-disease-guideline

Seftel AD, Yang H: Diagnosis and management of Peyronie's disease, in Partin AW,

Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 73, p 1599.

Question #79 ANSWER=B

In elderly patients or those with known renal insufficiency, the mechanical bowel
preparation of choice is polyethylene glycol (PEG) because it is non-absorbable. The
PEG-lavage solutions include GOLYTELY® or the more palatable NuLYTELY®. The
other oral cathartic solutions (sodium phosphate and magnesium citrate) run the risk
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of absorption of phosphate or magnesium. Phosphate absorption in particular
should be avoided in those with renal insufficiency as it can lead to further,
sometimes irreversible, renal failure. Magnesium sulfate is typically used in
combination with sodium sulfate and potassium sulfate as a laxative in preparation
for colonoscopy. It is important to remember that for most urologic patients
undergoing surgery that may incorporate small bowel, routine mechanical bowel
preparation is likely unnecessary.

Wintner A, Dahl DM: Use of intestinal segments in urinary diversion, in Partin AW,
Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3, chap 139, p 3163.

Salami SS: Principles of urologic surgery: Perioperative care, in Partin AW, Peters CA,
Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 1, chap 8, p 125.

Stoffel JT, Montgomery JS, Suskind AM, et al: Optimizing outcomes in urologic
surgery: Pre-operative care for the patient undergoing urologic surgery or
procedure: AUA WHITE PAPER. Published 2018.
https://www.auanet.org/guideIines/optimizing-outcomes-in-urologica|—sufgery—pre-
operative—care—for-the-patient-undergoing—urologic-surgery-or-procedure

Question #80 ANSWER=B

Spermicide use is a risk factor for recurrent UTls. The use of spermicidal jelly or foam
markedly alters normal vaginal flora and strongly predisposes users to the
development of vaginal colonization and bacteriuria with E. coli. The timing of the
menstrual cycle, use of oral contraceptives, or the partner's use of a condom is not
known to impact post-coital UTL.

Hooton TM, Hillier S, Johnson C: Escherichia coli bacteriuria and contraceptive
method. JAMA 1991;265:64-69.

Anger J, Lee U, Ackerman AL, et al: Recurrent uncomplicated urinary tract infections
in women: AUA/CUA/SUFU GUIDELINE. Updated May 2019.
https://www.auanet.org/Documents/Guidelines/PDF/rUTI-guideIine.pdf

Cooper KL, Badalato, GM, Rutman MP: Infections of the urinary tract, in Partin AW,

Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 55, p 1155.

Question #81 ' ANSWER=D

Among the conditions listed, only the ectopic production of parathyroid hormone-

© 2021 American Urological Association. All Rights Reserved. 37



related peptide would explain his stone formation. E. coli is not a urease producing
organism and thus should not cause a stone. The presence of hypercalcemia rules
out secondary hyperparathyroidism. While absorptive hypercalciuria may be playing
a role in this patient, the increase in intestinal calcium absorption is due to the effect
of ectopic production of parathyroid hormone-related peptide (homologous to
parathyroid hormone in the first 13 amino acids) noted by the hypercalcemia
present. This ectopic production is most commonly seen with malignancies of the
breast and lung (as in this case). Malignancy is the primary cause of hypercalcemia in
hospitalized patients; however, in an outpatient setting, hypercalcemia is most
commonly caused by primary hyperparathyroidism.

Pearle MS, Antonelli JA, Lotan Y: Urinary lithiasis: Etiology, epidemiology, and
pathogenesis, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2,
chap 91, p 2020."

Question #82 ANSWER=A

The clinical situation involves lymphadenopathy out of proportion to the renal mass
size, as well as lymphadenopathy outside of what would be RCC primary landing
zones. The typical lymphatic drainage of the right kidney includes the hilar,
paracaval, and interaortocaval areas, while the typical drainage of the left kidney
includes the hilar, para-aortic, and pre-aortic areas. The constellation of findings
herein should thereby prompt consideration for renal lymphoma. Renal involvement
from lymphoma is not uncommon, and radiographic characteristics may include the
presence of multiple renal masses. As such, percutaneous biopsy would be the
recommended next step. If lymphoma were diagnosed, systemic chemotherapy, with
or without XRT, would be indicated rather than localized treatments such as
percutaneous ablation or surgical extirpation with either partial or radical
nephrectomy. In fact, AUA Guidelines state "Renal mass biopsy should be considered
when a mass is suspected to be hematologic, metastatic, inflammatory, or
infectious." Biopsy is moreover recommended prior to ablation regardless of
whether lymphoma is being considered in the differential diagnosis. The
combination of ipilimumab and nivolumab represents a treatment option for
patients with known metastatic RCC but would not be indicated without a histologic
diagnosis.

Campbell SC, Lane BR, Pierorazio PM: Malignant renal tumors, in Partin AW, Peters
CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY,
ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 97, pp 2177; 2181-2183.

Campbell S, Uzzo RG, Allaf ME, et al: Renal mass and localized renal cancer: AUA

GUIDELINE. Published 2017. https:/www.auanet.org/guidelines/renal-cancer-renal-
mass-and-localized-renal-cancer-guideline
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Question #83 ANSWER=B

This urodynamics shows detrusor overactivity (DO) and no evidence of stress
incontinence. Therapies should be geared accordingly for urgency urinary
incontinence (UUI). Though behavioral modification and pelvic floor training are
recommended for first line therapy for UUI, given the frequent episodes of DO at
low volumes, an antimuscarinic (or beta agonist), such as solifenacin, may provide
more immediate improvement. Botulinum toxin injection could be considered for
refractory symptoms as third line therapy. A sling and an artificial urinary sphincter
would not be considered as these therapies are meant to address stress urinary
incontinence. Tamsulosin is used for obstructive LUTS.

Al-Mousa RT, Hashim H: Evaluation and management of men with urinary
incontinence, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3,
chap 113, p 2539.

Gormley EA, Lightner DJ, Burgio KL, et al: Diagnosis and treatment of non-
neurogenic overactive bladder (OAB) in adults: AUA/SUFU GUIDELINE ALGORITHM.
Published 2012; Amended 2014, 2019.

https://www.auanet.org/documents/education/clinical-guidance/OAB-Algorithm.pdf

Question #84 ANSWER=A

Congenital diverticula usually occur in a smooth-walled, unobstructed bladder and
are most often solitary and occur without evidence of outflow obstruction. The cause
of these diverticula is an inherent weakness in the bladder musculature rather than
an association with infravesical obstruction. Most congenital diverticula start lateral
to the ureteral orifice with herniation of bladder mucosa through the ureteral hiatus
between the intravesical ureter and the roof of the ureteral hiatus. As the
diverticulum enlarges, it may incorporate the ureteral tunnel and the ureter may
drain into the diverticulum with resulting reflux. Congenital diverticula are more
commonly seen in boys; girls show spontaneous resolution of their diverticula in
association with VUR more frequently. The gold standard for detecting diverticula
remains VCUG. '

Martin AD, Roth CC: Bladder anomalies in children, in Partin AW, Peters CA, Kavoussi

LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 1, chap 30, p 522.

Question #85 ANSWER=E

In the supine position, cardiac output remains unchanged or decreases when
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intraabdominal pressures are < 15 mmHg, while mean arterial pressure and systemic
vascular resistance increase. If pneumoperitoneum pressures are increased above 20
mmHg, cardiac output is reduced due to decreasing venous return. In Trendelenburg
position, the heart rate drops, mean arterial pressure rises, systemic vascular
resistance falls, and cardiac output increases. Therefore, Trendelenburg is favorable
for laparoscopy due to higher cardiac output caused by increased venous return.
However, this beneficial effect is completely negated if the pneumoperitoneum
pressure is increased to 30-40 mmHg. Within a pressure range of 5 to 20 mmHg, there
is a stimulatory effect of the hypercarbia on the cardiovascular system resulting in
decreased peripheral vascular resistance, increased heart rate, and enhanced
contractility of the myocardium. At insufflation pressures above 10 mmHg and
higher, the partial pressure of CO: (i.e., CO; levels within the arterial or venous
blood) increases. At 5 mmHg insufflation, it does not increase significantly.

McDougall EM, Finley D, Clayman RV, et al: Basic urologic laparoscopy: A
standardized guideline for training programs. AUAER, 2005, pp 44-45.

Patel RM, Kaler KS, Landman J: Fundamentals of laparoscopic and robotic urologic
surgery, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 1,
chap 14, p 221.

Question #86 ANSWER=D

Duplex ultrasonography is a combination of gray-scale ultrasound, that allows for
distinguishing architectural features, and Doppler ultrasound, that allows for
distinguishing flow. The Doppler flow image is often projected on to the gray-scale
image using color (color flow). By convention, red is flow towards the transducer
and blue is flow away from the transducer. Thus, color Doppler shows bidirectional
flow. Power Doppler is a more sensitive way to measure flow but does not provide
information about the direction of flow. Microbubble contrast agents can be used
to enhance detection of flow using ultrasound. Dual energy does not refer to
ultrasound imaging and typically refers to CT scan. Dual energy CT uses both the
normal x-ray and also a second less powerful x-ray to make the images.

Kozel ZM, Gilbert BR: Ultrasound: AUAUNIVERSITY CORE CURRICULUM. Updated

February 2020.
https://university.auanet.org/moduIes/webapps/core/index.cfm#/corecontent/67

Question #87 ANSWER=C

D_espite the fact that this patient has Sertoli cell-only syndrome on the prior testicular
biopsy, he still has an approximately 30% chance of having sperm retrieved during
a microdissection testicular sperm extraction procedure. Human chorionic
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gonadotropin and clomiphene citrate therapy are not indicated given that his serum
testosterone level is normal. While adoption is an option, this couple prefers to use
the male partner's sperm. Percutaneous epididymal sperm aspiration is used to
retrieve sperm from males with obstructive azoospermia and would not be
appropriate for this patient with nonobstructive azoospermia.

Goldstein M: Surgical management of male infertility, in Partin AW, Peters CA,

Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 2, chap 67, pp 1474-1476.

Question #88 ANSWER=D

There is no difference in blood loss and the risk of bladder injury does not differ by
approach to robotic-assisted radical prostatectomy. Because the bladder is not
released completely with the extraperitoneal approach, there is more tension during
the anastomosis. This is overcome by reducing the insufflation pressure during this
step or by.using barbed sutures. The urachus and medial umbilical ligaments are not
divided during the extraperitoneal approach to robotic-assisted radical
prostatectomy. This results in a smaller working space and the cephalad attachments
of the bladder results in more tension during the anastomosis. However, bowel
contents are not encountered, which is advantageous in patients with a prior
laparotomy. The absence of bowel contents coming into the pelvis also lessens the
need for steep Trendelenburg during the procedure. Additionally, this prevents
urinary ascites with anastomotic urine leaks. Finally, several studies have
demonstrated higher CO; absorption with extraperitoneal versus transperitoneal
robotic-assisted radical prostatectomy.

Su LM, Otto BJ, Costello AJ: Laparoscopic and robotic-assisted laparoscopic radical
prostatectomy and pelvic lymphadenectomy, in Partin AW, Peters CA, Kavoussi LR,
Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Eisevier, 2020, vol 3, chap 156, pp 3570-3571.

Question #89 ANSWER=A

The patient has a primary obstructive megaureter. The majority of non-refluxing
megaureters run a benign course and resolve spontaneously within the first few
years of life. Surgery is to be considered for this condition when patients are
symptomatic or have recurring UTls, progressive unremitting dilation on ultrasound,
differential renal function < 40%, and/or significant decreases in differential renal
function of 5% or greater on sequential renal nuclear function studies. Since this
patient has equal function on renal scan and is asymptomatic, no surgical
intervention is warranted at this time. Observation with a renal ultrasound in three
months is reasonable to assess changes in the degree of dilation. If it appears to be
getting worse, then a repeat renal scan could be obtained to assess any change in
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function which would also indicate the need for surgical intervention. An MRI
urogram at this age would require anesthesia and is unnecessarily invasive and
expensive. Ureteral dilation, ureterostomy, or reimplantation are treatment options
if intervention is indicated for the development of symptoms or loss of renal
function.

Olsen LH, Rawashdeh YFH: Surgery of the ureter in children: Ureteropelvic junction,
megaureter, and vesicoureteral reflux, in Partin AW, Peters CA, Kavoussi LR,
Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Eisevier, 2020, vol 1, chap 42, pp 849-850.

Question #90 ANSWER=B

A period of "spinal shock" may be expected after a significant spinal cord injury.
Both autonomic and somatic activity is suppressed, and the bladder is acontractile
and areflexic. Unless the patient has undergone prior surgery or sustained a
sympathetic injury (thoracolumbar), the bladder neck is usually closed and
competent. Hence, the smooth sphincter mechanism appears to be functional and
synergic. The external sphincter is likewise synergic, and some EMG activity may be
recorded from this location. However, the striated sphincter response during filling
(i.e., normal guarding reflex) is absent and there is loss of voluntary sphincter
control. Unless there is significant bladder over distention with overflow
incontinence, the patient typically remains continent due to the maintenance of
some existing sphincter tone.

Kowalik CCG, Wein AJ, Dmochowski RR: Neuromuscular dysfunction of the lower
urinary tract, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3,
chap 116, p 2610.

Question #91 ANSWER=E

Although all modalities can be used effectively to manage urolithiasis, laparoscopic
pyelolithotomy has the best clearance rate for this scenario. For large stone volume
in a pelvic kidney, clearance rate would be low for ureteroscopy or SWL compared
to PCNL or pyelolithotomy due to the non-dependent position of the renal pelvis.
For a pelvic kidney, percutaneous access would be more difficult and carries a higher
risk of vascular injury to either the iliac or anomalous renal vessels. The dilated renal
pelvis should be amenable to incision with extraction of this stone. In that the stone
is radiopaque, alkalinization therapy is not indicated, as the stone is unlikely to be
uric acid. -
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Matlaga BR, Krambeck AE: Surgical management for upper urinary tract calculi, in
Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein Al (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 94, p 2113.

Question #92 ANSWER=A

The AUA/SUFU Guideline for asymptomatic microhematuria was updated in 2020.
This patient (low-risk) had a negative evaluation one year prior, and now has a
negative urinalysis for microhematuria (defined as three or more RBC/hpf), which is
reasonable and consistent with guideline statement 19, which states, "In patients
with a negative hematuria evaluation, clinicians may obtain a repeat urinalysis
within 12 months," (Conditional Recommendation; Evidence Level: Grade Q). Given
this, the patient does not require further evaluation based on statement 20, which
states, "For patients with a prior negative hematuria evaluation and subsequent
negative urinalysis, clinicians may discontinue further evaluation for
microhematuria,” (Conditional Recommendation; Evidence Level: Grade C). Further
and repeated evaluation of any sort is not supported given the very low risk of
malignancy, especially in this low-risk patient. ‘

Barocas D, Boorjian S, Alvarez R, et al: Microhematuria: AUA/SUFU GUIDELINE.
Published 2020. https://www.auanet.org/guidelines/microhematuria

Question #93 ANSWER=C

Patients with a history of a seizure disorder are at risk for complications related to
central nervous system (CNS) toxicity from high oxygen concentrations during
hyperbaric oxygen therapy (HBOT). HBOT has no known impact on clotting
disorders, cognitive function, ocular pressures, or pulmonary arterial pressures.

Boorjian SA, Raman JD, Barocas DA: Evaluation and management of hematuria, in
Wein AJ, Kavoussi LR, Partin AW, Peters CA (eds): CAMPBELL-WALSH UROLOGY, ed
11. Philadelphia, Elsevier, 2015, vol 1, chap 9, p 190.

O'Reilly KJ, Hampson NB, Corman JM: Hyperbaric oxygen in urology. AUA UPDATE
SERIES 2002, vol 21, lesson 4.

Question #94 ANSWER=E

This patient has nocturia (awakens two times to void). The cause of his nocturia is
nocturnal polyuria (NP) as his nocturnal volume is > 20-33% of his total 24 hour urine
production. His total 24 hour urine (from 7:00 am to 7:00 am) production is normal
(2,400 mL). The nocturnal volume voided is 900 mL, this is 37.5% of his total 24-hour
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urine production. It is important to know that the first morning void is included in
the nocturnal volume voided since that urine is made overnight. Common -
underlying causes of NP include excessive nighttime fluid intake, peripheral edema,
obstructive sleep apnea (OSA), diabetes mellitus, and congestive heart failure.-
Behavioral modifications are appropriate, but in this patient, decreasing fluids prior
to bedtime is incorrect because he does not consume fluids four hours prior to

bedtime. Decreasing caffeine consumption is incorrect as well because he consumes

minimal caffeine, and only in the morning. Even though he has an enlarged prostate,
his PVR is negligible and he does not have obstructive symptoms; therefore,
tamsulosin would be unlikely to impact his nocturnal frequency. Oxybutynin would
not be indicated as he does not have symptoms of OAB such as urinary frequency or
urgency. In this patient, suggesting that his primary care physician order a sleep
study would be the next step as it could uncover OSA as a potential cause of his
nocturnal polyuria. In addition, treatment of OSA with continuous positive airway
pressure (CPAP) often results in an improvement in his NP and a decrease in
nocturnal voids. Another option to treat NP would be desmopressin which also
requires monitoring of serum sodium as hyponatremia is a risk of this medication.

Marshall SD, Weiss JP: Nocturia, in Partin AW, Peters CA, Kavoussi LR, Dmochowski

RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier,
2020, vol 3, chap 119, pp 2665-2669. ’

Question #95 ANSWER=D

This patient has had adequate intravesical therapy for his high risk, non-muscle
invasive bladder cancer, defined as induction and at least one course of maintenance
BCG, and thus would now be categorized as BCG unresponsive. Given the persistent
CIS at this time (within 12 months), which is biopsy-proven, additional salvage
intravesical therapies (whether BCG+Interferon or chemotherapy) are not indicated
unless the patient is unwilling or unfit for cystectomy. Although bladder
preservation with trimodal therapy (i.e., chemotherapy and XRT) can be considered
in well-selected patients, it is not appropriate with the finding of CIS alone. Similarly,
neoadjuvant chemotherapy has no proven benefit in patients undergoing
cystectomy without muscle-invasive bladder cancer.

Zabell J, Konety BR: Management strategies for non-muscle-invasive bladder cancer
(Ta, T1 and CIS), in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): -
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3,
chap 136, p 3106.

Lotan Y, Inman BA, Porten S: Bladder neoplasms: Non-muscle invasive bladder

cancer. AUAUNIVERSITY CORE CURRICULUM. Updated February 2020.
https://,university.auanet.org/core_topic.gfm?corelD=76
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Chang SS, Bochner BH, Chou R, et al: Treatment of non-metastatic muscle-invasive
bladder cancer: AUA/ASCO/ASTRO/SUO GUIDELINE. Published 2017.
https://www.auanet.org/guidelines/bladder-cancer-non-metastatic-muscle-invasive-
guideline

Question #96 ANSWER=B

This patient has hyperaldosteronemia confirmed by a sodium loading test. If a CT
scan fails to show a unilateral adrenal nodule over 1 cm in size in this setting, the
next step is adrenal venous sampling to determine if there is lateralization of
aldosterone secretion to one side. If lateralization is found, then surgery in the form
of unilateral adrenalectomy should be considered (assuming the patient is a surgical
candidate). In a young patient, as in this scenario, surgical resection would be
indicated if lateralization is identified. On the other hand, if the patient is not a
surgical candidate or there is no lateralization on adrenal venous sampling, then
medical therapy such as with spironolactone is indicated for management. Bilateral
adrenalectomy is not recommended as a treatment for hyperaldosteronemia, even
in the absence of lateralization on adrenal venous sampling. Patients such as this
should be treated with medical therapy. MRI scan offers no advantage over CT scans
in evaluating for an aldosterone secreting adrenal tumor and would not be
indicated. Metyrapone is used in the medical management of Cushing’s syndrome
but not hyperaldosteronemia.

Kutikov A, Crispen PL, Uzzo RG: Pathophysiology, evaluation, and medical
management of adrenal disorders, in Partin AW, Peters CA, Kavoussi LR,
Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 3, chap 106, pp 2368-2372; 2401.

Question #97 ANSWER=E

Gunshot wounds of the bladder should be explored and repaired, even if
extraperitoneal. This is in contrast to blunt injury of the bladder that can be observed
if extraperitoneal. Complex extraperitoneal injuries should be repaired immediately
in the following scenarios: the presence of bone fragments in the bladder, severe
gross hematuria, rectal or vaginal injuries, and bladder neck injuries. Similarly, if the
patient is going for other open abdominal or pelvic surgery, an extraperitoneal
bladder rupture should be repaired at the same time. Follow-up CT scan may or may
not be indicated depending on what is found at the exploration. Isolated suprapubic
tube placement is not indicated as it does not address the bladder injury. Retrograde
pyelograms may be performed at the time of the exploratory laparotomy; however,
doing this cystoscopically in the presence of a gunshot wound injury of the bladder
would be challenging. Instead, retrograde ureteral catheters can be inserted
through the cystotomy. A proctoscopy or rigid sigmoidoscopy is also important in
this situation, to rule out a rectal injury, as unrecognized rectal injuries lead to major
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complications.

Morey AM, Brandes S, Dugi lll DD, et al: Urotrauma: AUA GUIDELINE. Published 2014;
Amended 2017, 2020. https://www.auanet.org/guidelines/urotrauma-guideline

Morey AF, Simhan J: Genital and lower urinary tract trauma, in Partin AW, Peters CA,

Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 3, chap 133, p 3057.

Question #98 ANSWER=B

Peyronie's disease (PD) is characterized by symptoms with a variable course, some of
which may improve or resolve without treatment in some patients. In one study of
246 men newly diagnosed with PD who had no medical treatment and were
followed for at least 12 months, all patients who had reported pain at baseline
indicated improvement in pain, and most (89%) reported complete resolution of
pain. Among men with curvature, 12% had improvement, 40% remained stable, and
48% had worsened curvature. These data suggest that for many or most patients’
pain will resolve over time without intervention. Curvature (or other types of

‘deformity including hourglass) is much less likely to improve. LUTS are not typically

associated with PD. Only a minority of patients with PD will have concurrent
Dupuytren's disease with hand contractures. There is no evidence that the
Dupuytren's contracture will spontaneously resolve during the stable phase of the
disease.

Nehra A, Alterowitz R, Culkin DJ, et al: Peyronie’s disease: AUA GUIDELINE. Published
April 2015. http://www.auanet.org/education/guideIines/peyronies-disease.cfm

Question #99 ANSWER=A

The AUA Guidelines have recommended that patients with uncomplicated ureteral
stones < 10 mm should be offered observation and patients with distal ureteral
stones can be offered medical expulsion therapy with tamsulosin. However, two
recent large randomized, controlled studies have shown the benefit of alpha-
blockers to increase rate of stone expulsion is for larger stones (> 5 mm in size).
Therefore, observation alone is the best next option for this patient, since medical
expulsive therapy (tamsulosin or nifedipine) appears to have limited success in
increasing stone passage rate in stones of this size. While tamsulosin may reduce
pain while passing a kidney stone, it has not been shown to increase expulsion rate
for small ureteral stones (< 4 mm). Steroid and NSAID therapy have not been shown
to independently increase rate of stone expulsion. There is no indication for urgent
intervention in this patient since her pain and vomiting have been controlled, and
she does not have a fever.
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Assimos D, Krambeck A, Miller NL, et al: Surgical management of stones:
AUA/ENDOUROLOGICAL SOCIETY GUIDELINE. Published 2016.
https://www.auanet.org/guidelines/kidney-stones-surgicaI-management-guideline

Furyk JS: Distal ureteric stones and tamsulosin: A double-blind, placebo-controlled,
randomized, multicenter trial. ANN EMERG MED 2016;67:86.

Ye Z: Efficacy and safety of tamsulosin in medical expulsive therapy for distal ureteral
stones with renal colic: A multicenter, randomized, double-blind placebo-controlled
trial. EUR UROL 2018;73:385-391.

Question #100 ANSWER=E

This boy has disabling urinary incontinence and has failed anticholinergic treatment
as well as previous onabotulinumtoxinA injections. The urodynamics shows severe
detrusor overactivity, low bladder capacity, and LPP that should be adequate for
urinary continence once the detrusor overactivity is corrected. OnabotulinumtoxinA
to the external sphincter is likely to worsen, rather than improve incontinence in this
situation, and there is no evidence of sphincter dyssynergy in the urodynamics
tracing. Overnight bladder drainage is an option, but not preferred in a 12-year-old
child who is ambulatory and will not address the daytime incontinence. Bladder neck
reconstruction is not required since the Valsalva LPP is high enough to be consistent
with continence once the bladder capacity is increased. Augmentation cystoplasty is
the best option in this case to relieve the severe overactivity and reduced bladder
capacity, and the 12-year-old age range improves the likelihood of compliance with
care of the augmented bladder.

Schlomer BJ, Jacobs M: Pediatric neurogenic bladder: AUAUNIVERSITY CORE

CURRICULUM. Updated February 2020. :
https://university.auanet.org/core_topic.cfm?corelD=214

Question #101 ANSWER=E

Paratesticular rhabdomyosarcoma (RMS), which comprise up to 10% of
genitourinary RMS, arise from the testicular tunicae, epididymis,-or spermatic cord.
Embryonal subtype is the most common, representing > 90% of cases. Current
recommendations are for patients greater than ten years old with paratesticular RMS
to undergo ipsilateral staging RPLND, even with negative imaging studies, as these
patients have been found to be more likely to harbor retroperitoneal disease. While
additional chemotherapy or XRT may be required, RPLND should be the next step in
treatment for the patient.
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Ferrer FA: Pediatric urologic oncology: Bladder and testis, in Partin AW, Peters CA,
Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 1, chap 54, pp 1126-1127.

Pathology for urologists:  Paratesticular  tumors: Rhabdomyosarcoma:
AUAUNIVERSITY. http://www.auanet.org/education/auauniversity/education-
products-and-resources/pathology-for-urologists/paratesticuIar- '
tumors/rhabdomyosarcoma

Dangle PP, Correa A, Tennyson L, et al: Management of paratesticular
rhabdomyosarcoma. UROL ONCOL 2016;34:84-92.

Question #102 ANSWER=E

Decreasing pneumo-insuffiation to 7-10 mmHg decreases the space and brings the
bladder caudad. However, this is something to be considered as an initial step and
would not be helpful at this stage of surgery, after the tissues have already been
damaged. Similarly, flattening the operating room table may result in the need for
minimal bladder mobilization: however, this requires undocking the robot and has
the tradeoff of sacrificing exposure and is unlikely to succeed after two failed
attempts. Lembert sutures are placed with intussusception of the bladder neck,
which Walsh originally described to improve short-term urinary incontinence.
However, that would not be helpful in this scenario as Lembert sutures actually
decrease the caudad descent of the bladder to the urethral stump and cause an
increase in the amount of tension during the anastomosis. Unilateral division of the
bladder pedicle is performed during psoas hitch and not performed during robotic-
assisted radical prostatectomy. Such posterior dissection may increase the risk of
urinary retention, decrease blood supply for healing of the anastomosis and would
not increase mobility to resolve this challenge. The Rocco stitch utilizes an
absorbable suture to reapproximate Denonvillier's fascia and the posterior detrusor
muscle to the posterior rhabdosphincter before performing the anastomosis. This
serves to reduce tension at the vesicourethral anastomosis. Although there are some
reports that a Rocco suture improves early recovery of urinary control, a randomized
trial by Menon et al demonstrated no difference in regards to continence but did
reveal less extravasation on cystography at catheter removal. Regardless, this
maneuver decreases the distance for the anastomosis and reduces the tension for a
vesical-urethral anastomosis, which is critical given the tissue trauma from the failed
attempts in this patient.

Walsh PC, Marschke PL: Intussusception of the reconstructed bladder neck leads to
earlier continence after radical prostatectomy. UROL 2002;59:934-938.

Su LM, Otto BJ, Costello AJ: Laparoscopic and robotic-assisted laparoscopic radical
prostatectomy and pelvic lymphadenectomy, in Partin AW, Peters CA, Kavoussi LR,
Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 3, chap 156, p 3577.
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Menon M, Muhletaler F, Campos M, et al: Assessment of early continence after
reconstruction of the pe.ripro,static‘tiséue's in patients undergoing computer-assisted
(robotic) prostatectomy: Results of a 2 group parallel randomized controlled trial. J
UROL 2008;180:1018-1023.

Question #103 ANSWER=C

The inability to identify the fluid in the bladder on repeat studies, despite waiting
for the bladder to fill, is the finding most consistent with bladder exstrophy on
prenatal imaging. The exposed bladder plate with pubic diastasis is extremely
difficult to visualize and confirm on prenatal screening. While the small phallus with
dorsal chordee may be seen, this can be due to multiple other anomalies, including
epispadias without exstrophy, micropenis and certain disorders of sex development,
and is not indicative alone of bladder exstrophy. A larger abdominal wall defect with
exposed intestines is associated with cloacal exstrophy or omphalocele, not bladder
exstrophy. Finally, polyhydramnios is not seen in classic bladder exstrophy, despite
the lack of a bladder containing urine, since the urine production is normal, and self-
regulated through absorption of the amniotic wall surface. ‘

Herndon CDA, Zee RS: Perinatal urology, in Partin AW, Peters CA, Kavoussi LR,

Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 1, chap 22, p 379.

Question #104 ANSWER=E

This patient has International Metastatic RCC Database Consortium (IMDC) poor-risk
RCC (4 risk factors). IMDC score is generated with 1 point for each of the following:
< 1 year from diagnosis to systemic therapy, Karnofsky performance status (KPS) <
80%, hemogiobin < 12 g/dL, elevated corrected calcium, elevated neutrophils, and
elevated platelets. Low-risk is 0 points, intermediate-risk 1-2 points, and poor-risk 3-
6 points. Results from the Checkmate 214 trial demonstrated the superiority of
nivolumab and ipilimumab when compared to sunitinib in those patients with
previously untreated intermediate- and poor-risk clear cell RCC. Despite the lower
staining for PDL-1, even in this cohort, there was a benefit of nivolumab and
ipilimumab over sunitinib. Other preferred first-line options based on NCCN
guidelines for newly diagnosed intermediate or poor-risk metastatic clear cell RCC
are axitinib/pembrolizumab or cabozantinib. Pazopanib, nivolumab monotherapy,
and everolimus are second-line options for metastatic RCC.

RJ) Motzer, Tannir NM, McDermott DF, et al: Nivolumab plus Ipilimumab versus
sunitinib in advanced renal-cell carcinoma. NEJM 2018;378:1277-1290.

NCCN Guidelines, Kidney Cancer, 2020.
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Question #105 ANSWER=C

Methylene blue is a potent monoamine oxidase inhibitor that has resulted in
fatalities from serotonin toxicity when taken with tricyclic antidepressants or
serotonin reuptake inhibitors (selective and nonselective), such as paroxetine.
Serotonin toxicity manifests as spontaneous clonus, tremor, hyperreflexia, agitation,
diaphoresis and/or fever. There is no reactivity in patients taking nitrates,
cyanocobalamin, indomethacin, or sulfa antibiotics. v

Brandes SB, Eswara JR: Upper urinary tract trauma, in Partin AW, Peters CA, Kavoussi

LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 2, chap 90, p 1994. :

Question #106 ' ANSWER=D

Mechanism of injury or associated organ injury dictate renal evaluation for a
pediatric patient regardless of the absence of shock. Pediatric patients can maintain
vascular tone in the presence of a significant injury. Serial examination and repeat
urinalysis are not sufficient. Radiographic imaging is required and should consist of
a CT scan to evaluate for renal injury and associated organ injury. In the absence of
a pelvic fracture or gross hematuria, there is no role for retrograde urethrogram. In
the setting of an acute trauma, MRI scan would not be expeditious during a trauma
protocol and also is complicated by motion artifact.

Storm DW,' Cain MP: Pediatric trauma: AUAUNIVERSITY CORE CURRICULUM. January

2020.
https://university.auanet.org/moduIes/webapps/core/index.cfm#/corecontent/1 18

Question #107 ANSWER=D

Indocyanine green (ICG) is used to evaluate tissue perfusion in ophthalmology,
dermatology and cardiology. In urology, it has been adapted as an adjunct in robotic
partial nephrectomy to detect vascular perfusion and distinguish tumor from normal
parenchyma. ICG is a fluorescent molecule that, when activated by incident infrared
light at 780 nm, emits detectable light at 820-830 nm. When given as an intravenous
bolus, it is rapidly bound to plasma proteins and is distributed in the blood stream,
allowing assessment of tissue perfusion. In the kidney, ICG binds to the transporter
bilitranslocase so healthy renal parenchyma appears isofluorescent. Renal tumors are
typically deficient in bilitranslocase so appear hypofluorescent. ICG has a favorable
safety profile with an adverse event rate of < 0.34%. ICG contains a small amount of
sodium iodide to improve solubility in water for I.V. administration, and thus should
not be given to people who are hypersensitive or allergic to iodine as anaphylaxis or
other allergic reactions may occur. There is no known cross reactivity to aspirin,
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cyanocobalamin, indomethacin or sulfamethoxazole.

Prescribers’ Digital Reference: indocyanine green - Drug Summary.
https://www.pdr.net/drug-summary/IC-Green-indocyanine-green-653

Bates AS, Patel VR: Applications of indocyanine green in robotic urology. J ROBOTIC
SUR 2016;10:357-359.

Question #108 ANSWER=A

Prior to a discussion of surgical options, the AUA Surgical Management of BPH
Guideline recommends a focused history, physical examination, urinalysis,
assessment of LUTS, and discussion of the patient's severity and bother (i.e., AUA
Symptom Score). Other preoperative testing includes PVR and an assessment of
prostate size and shape (i.e., TRUS or cystoscopy). Uroflowmetry is an additional
option to be used as needed. Pressure flow studies should be considered in the
evaluation of male LUTS when diagnostic uncertainty exists. After prostate size and
configuration (such as the presence of a median lobe) is determined, surgical options
such as prostatic urethral lift (UroLift®) or TURP may be discussed and offered.
Finasteride would not be an appropriate treatment option for a small 30 gram
prostate.

Foster HE, Barry MJ, Dahm P, et al: Surgical management of lower urinary tract
symptoms attributed to benign prostatic hyperplasia: AUA Guideline. J UROL 20138
May 15. pii: 50022-5347(18)43201-6. doi: 10.1016/j.juro.2018.05.048. PubMed PMID:
29775639.

Question #109 ANSWER=B

Arrhythmia may be precipitated by SWL shocks. The majority of time these
arrhythmias will resolve with a pause of SWL and thé procedure can be resumed.
Arrhythmias occur more often in patients undergoing ungated procedures and, if
they persist or frequently recur, may require conversion to gating (shock delivery
synchronized to patient electrocardiogram R-wave) during the procedure. The
reported rate of arrhythmia is approximately 8-21%. There has been no definitive
correlation established regarding arrhythmia occurrence and age or gender of the
patient, presence of heart disease, size or location of the stone, presence of ureteral
catheter or nephrostomy tube, number or strength of the shockwaves, or the
anesthetic agent delivered. Placing a ureteral stent will not decrease the risk of
arrhythmia. Arrhythmia does not require conversion to ureteroscopic intervention
unless it persists despite maneuvers to reduce its risk of occurring.
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York NE, Lingeman JE: Complications of extracorporeal shock wave lithotripsy, in
Taneja SS, Shah O (eds): TANEJA'S COMPLICATIONS OF UROLOGIC SURGERY, ed 5.
Philadelphia, Elsevier 2018, chap 29, p 302.

Question #110 ANSWER=D

Given the early onset of hypertension with a negative family history, as well as the
use of more than one anti-hypertensive medication for moderate blood pressure
control, this patient should be screened for renal artery stenosis. Plasma renin
activity and renal scintigraphy are not recommended as screening tests for renal
artery stenosis because of the lower sensitivity and specificity relative to newer
imaging tests, such as duplex Doppler ultrasonography, CT angiography, and
magnetic resonance angiography. However, it is difficult to visualize renal arteries
and/or intra-arterial lesions with duplex Doppler ultrasonography in obese patients.
Moreover, duplex Doppler ultrasonography is operator dependent, time-consuming,
and technically difficult to perform. CT angiography has high sensitivity and
specificity for detecting renovascular lesions; however, its use is limited in renal
insufficiency due to the risk of contrast-induced nephrotoxicity. Magnetic resonance
angiography is a sensitive and specific non-invasive screening test for renal artery
stenosis that provides good visualization of renovascular lesions and provides a
functional assessment as both GFR and renal blood flow may also be determined
from the study. Finally, angiography is not a screening test for renal artery stenosis
because of its invasiveness and higher cost. However, angiography offers good
visualization of distal and intrarenal arterial lesions.

Augustine J, Wee AC, Krishnamurthi V, Goldfarb DA: Renal insufficiency and
ischemic nephropathy, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein
AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol
2, chap 87, pp 1932-1933.

Question #111 ANSWER=B

Plasmacytoid variant bladder cancer is strongly associated with adverse
clinicopathological features, including locally advanced T3-T4 disease. The image in
this patient suggests an extravesical component of the cancer and possible
circumferential tumor involvement of the rectum. Cystoscopy and examination
under anesthesia are the best initial steps to determine whether this patient’s cancer
is resectable and the extent of the operation required (i.e., radical cystectomy vs.
pelvic exenteration). Ultrasound-guided biopsies could reveal viable tumor; yet, if
positive would not alter management. Combination chemotherapy and XRT is an
option for symptom palliation if surgery is not feasible but would not be the next
step. Diagnostic laparoscopy can help identify peritoneal implants but is not the best
initial step and unnecessary if the patient’s cancer is unresectable.
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Kim DK, Kim JW, Ro JY, et al: Plasmacytoid variant urothelial carcinoma of the
bladder: A systematic review and meta-analysis of the clinicopathological features
and survival outcomes. J UROL 2020 Jan 31:101097 doi:
10.1097/JU.0000000000000794. [Epub ahead of print] PMID:32003614.

Kates M, Bivalacqua TJ: Tumors of the bladder, in Partin AW, Peters CA, Kavoussi LR,

Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 3, chap 135, p 3088. :

Question #112 ANSWER=E

While this patient might have simple voiding dysfunction, she may have a
neurogenic bladder related to her anorectal malformation. Eighteen to 35% of
people with anorectal malformations have a neurogenic bladder. The cause of
neurogenic bladder may be related to spinal cord anomalies that could be diagnosed
with a lumbosacral MRI scan. Spinal cord anomalies may be present with a normal
back examination. While cystoscopy or vaginoscopy may be helpful in diagnosing a
fistula, the incontinence is not described as continuous-and her examination appears
normal. A pelvic MRI scan will not help elucidate the cause of her incontinence. A
VCUG may show signs of a neurogenic bladder, such as a trabeculated bladder, but
will not identify the etiology.

Rink RC: Surgical management of differences of sexual differentiation and cloacal
and anorectal malformations, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR,
Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier,
2020, vol 1, chap 49, p 1025.

Question #113 ANSWER=C

This patient with spina bifida uses laxatives to help with her bowels and has a stone
that is predominantly ammonium urate. Laxative abuse is often associated with
ammonium urate stones. N-acetylcysteine irrigation has not been shown to be
effective for the prevention of bladder stones. Intravesical gentamicin irrigations
and treatment of recurrent UTI may be useful in cases of struvite stones. Her bowel
regimen must be questioned to assess if she is using the laxative appropriately. While
she may not catheterize on a strict schedule, this would not likely lead to an
ammonium urate stone. '

Pearle MS, Antonelli JA, Lotan Y: Urinary lithiasis: Etiology, epidemiology, and
pathogenesis, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2,
chap 91, p 2032.
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Question #114 ANSWER=C

There is an increased risk of germline mutations in DNA-repair genes, such as BRCAZ2,
ATM, CHEK2, and BRCA1, in men with advanced and metastatic prostate cancer. In
localized disease, the risk is < 5% while the incidence is 12% in men with metastatic
prostate cancer. The risk is increased in those with a family history of breast, ovarian,
and pancreatic cancer, but is not associated with younger age, family history of lung
cancer, race, and prior treatment.

Pritchard CC, Mateo J, Walsh MF, et al: Inherited DNA-repair gene mutations in men
with metastatic prostate cancer. NEJM 2016;375:443-453. doi:
10.1056/NEJMoa1603144. Epub 2016 Jul 6.

Giri V, Knudsen KE, Kelley WK, et al: Implementation of germline testing for prostate

cancer: Philadelphia Prostate Cancer Consensus Conference 2019. J CLIN ONCOL
2020;38;2798-2811.

Question #115 ' " ANSWER=C

A randomized trial of robotic versus laparoscopic sacrocolpopexy demonstrated a
39% rate of left iliac venotomy. There were no ureteral injuries. Similarly, an anatomic
study of cadavers correlated to CT scan findings demonstrated that the average
distance from the sacral promontory to the left common iliac vein was 2.7 cm,
ranging from 0.95 to 4.75 cm. The pulsatile iliac arteries are more easily identified
relative to the iliac veins, which are compressed with dehydration and insufflation
pressures. Although the median sacral artery is also in close proximity, it is a small
vessel and crosses over the left common iliac vein. Damage to the left common iliac
vein would cause an urgent situation to gain vascular control, whereas control of
the smaller artery may be accomplished by bipolar cautery or clip placement.

Anger JT, Mueller ER, Tarnay C, et al: Robotic compared with laparoscopic
sacrocolpopexy: A randomized controlled trial. OBSTET GYNECOL 2014;123:5-12.

Good MM, Abele TA, Balgobin S, et al: Vascular and ureteral anatomy relative to the
midsacral promontory. AM J OBSTET GYNECOL 2013;208:486 e1-7.

Winters JC, Krlin RM, Hallner B: Vaginal and abdominal reconstructive surgery for
pelvic organ prolapse, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein
AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol
3, chap 124, p 2804.

Question #116 ANSWER=A
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The concept of hypofractionation for prostate cancer treatment is to deliver higher
fraction sizes per treatment, which in turns shortens treatment duration, and
thereby confers favorable implications for patient convenience, cost, and resource
utilization. Specifically, conventional XRT fractionation involves a fraction size of 180
to 200 cGy, while moderate hypofractionation is defined as a fraction size between
240 cGy and 340 cGy. Multiple prospective randomized trials have compared
moderate hypofractionation to conventional fractionation and have reported no
statistically significant difference in cancer outcomes. The toxicity of moderate
hypofractionation versus conventional fractionation has likewise been assessed from
clinical trial results, with similar rates of acute and late genitourinary toxicity
consistently reported from these series. Meanwhile, mildly increased risks of acute
gastrointestinal (Gl) toxicity have been reported with moderate hypofractionation,
with similar late rates of Gl toxicity. These trials have included patients across the
spectrum of disease risk, with high-risk patients comprising nearly 20% of the
studied populations to date, and no evidence of a significant interaction between
treatment effect and risk group. As such, per current ASTRO/ASCO/AUA guidance,
moderate hypofractionation should be offered to men with high-risk prostate cancer
receiving external beam XRT (EBRT) to the prostate as long as the intended
treatment does not include the pelvic lymph nodes, as the clinical target volume in
the majority of studies evaluating moderate hypofractionation did not include the
pelvic lymph nodes.

Morgan SC, Hoffman K, Loblaw DA, et al: Hypofractionated radiation therapy for

localized prostate cancer: An ASTRO, ASCO, and AUA Evidence-Based Guideline. J
CLIN ONCOL 2018;0ct 11;36(34).

Question #117 ANSWER=A

In clinical trials, patients with testosterone deficiency have been found to have
statistically significant improvements in measures of erectile function, libido,
anemia, bone mineral density, lean body mass, and depressive symptoms after
initiating hormonal therapy. The existing data is not conclusive, however, in the
changes that testosterone therapy brings about in numerous other parameters,
including cognitive function, measures of diabetes mellitus, energy, fatigue, lipid
profiles, and quality of life measures. It is possible that with additional clinical
investigation, significant, measurable improvements in these symptoms with
testosterone therapy may be demonstrated. However, until that time, patients
should be cautioned about the inconclusive nature of testosterone therapy on these
domains.

Mulhall JP, Trost LW, Brannigan RE, et al: Evaluation and management of

testosterone deficiency: AUA Guideline. J UROL 2018 Mar 28. pii: S0022-
5347(18)42817-0. doi: 10.1016/j.juro.2018.03.115. PubMed PMID: 29601923.
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Question #118 ANSWER=C

Testosterone therapy can be a cause of erythrocytosis and possible thrombotic
complications. Therefore, a hematocrit >/=54% warrants intervention. Men with an
elevated hematocrit of 54% or higher and on-treatment low or normal total and
free testosterone levels should be referred to a hematologist for further evaluation
and possible coordination of phlebotomy. In this scenario, reduction of the
testosterone dosage will most likely result in recurrence of hypogonadal symptoms.
In men with elevated hematocrit and high on-treatment testosterone levels, dose
adjustment or a temporary break in treatment with retesting should be attempted
as first-line management. Similarly, in men with elevated hematocrit and low or
normal on-treatment testosterone levels, measuring sex hormone-binding globulin
(SHBG) level and a free testosterone level using a reliable assay is suggested. If SHBG
levels are low and free testosterone levels are high, dose adjustment of the
testosterone therapy should be considered.

Mulhall JP, Trost LW, Brannigan RE, et al: Evaluation and management of

testosterone deficiency: AUA Guideline. J UROL 2018, Mar 28. pii S0022-
5347(18)42817-0. doi: 10.1016/j.juro.2018.03.1 15. PubMed PMID: 29601923.

Question #119 ANSWER=C

According to the AUA Guideline on evaluation and management of testosterone
deficiency, a symptomatic man found to have unexplained hypergonadotropic
hypogonadism should undergo karyotype testing. The rationale for this
recommendation is to rule out Klinefelter syndrome, which affects 1:650 newborn
boys and is characterized by hypergonadropic hypogonadism. In addition to
hypogonadism, males with Klinefelter syndrome are at increased risk for
gynecomastia, visceral obesity, osteoporosis, male infertility, learning problems,
breast cancer, and extragonadal germ cell tumors. Y-chromosome testing for
microdeletions is ordered in men with sperm concentrations < 5 million sperm/mL;
however, no information has been provided on this patient's semen parameters.
Cystic fibrosis transmembrane conductance regulator (CFTR) gene mutation testing
is ordered in men suspected of having congenital bilateral absence of the vas
deferens, however, there is no mention of such a physical examination finding in this
patient. While pituitary imaging might ultimately be pursued if karyotype testing
comes back normal, it would not be the next step. Men with hypergonadotropic
hypogonadism who are diagnosed with Klinefelter syndrome do not routinely need
to undergo central nervous system (CNS) imaging.

Mulhall JP, Trost LW, Brannigan RE, et al: Evaluation and management of
testosterone deficiency: AUA Guideline. J UROL 2018;200:423-432.
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Question #120 ANSWER=B

The dependent variable, presence of any positive urine samples, is a categorical
variable. The study design is a group design. The researcher is interested in the
association of multiple variables related to the dependent variable. Because the
dependent variable is categorical, the best statistical test is logistic regression. If the
dependent variable had been continuous, multiple linear regression would have
been correct. Chi-square test is used for a categorical dependent variable and group
study design; it would have been the appropriate answer if the researcher was not
considering multiple independent variables. Analysis of variance (ANOVA) compares
means of continuous variables of three or more groups. Point-biserial correlation
assesses the relationship between two variables within a group when the
independent variable is continuous and the dependent variable is binary.

Nelson CJ: Statistics: AUAUNIVERSITY CORE CURRICULUM. Updated September 2018.
https://university.auanet.org/modules/webapps/core/index.cfm#/corecontent/122

Question #121 ANSWER=E

This patient’s history is consistent with a diagnosis of Hereditary Leiomyomatosis and
Renal Cell Carcinoma syndrome (HLRCC). HLRCC is caused by germline mutations in
the gene for fumarate hydratase, an enzyme within the Krebs cycle. Patients with
this syndrome may develop a highly aggressive form of type Il papillary RCC,
cutaneous leiomyomas, and, in women, uterine leiomyomas requiring hysterectomy
at a young age or uterine leiomyosarcomas. RCCs in the setting of HLRCC are often
solitary and have demonstrated an aggressive biologic behavior relative to the RCCs
arising in the context of other hereditary syndromes, with metastases found even
with small primary lesions. Recommended management for such clinically localized
disease is wide local resection at the time of diagnosis. This is distinct from the “3
cm” rule which has been put forth in the setting of von-Hippel Lindau (VHL),
whereby renal tumors are monitored until the largest tumor reaches 3 cm, and then
surgery is undertaken. In this patient with a positive surgical margin from initial
partial nephrectomy, young age, adequate renal function, and high-risk pathologic
features of the tumor, radical nephrectomy with lymphadenectomy would be
recommended. Indeed, although the management of patients with a positive
surgical margin at partial nephrectomy has been debated, positive surgical margins
among patients with high-risk tumors have been found to be associated with a
significantly increased risk of disease recurrence, further supporting an aggressive
approach in this setting. Conversely, surveillance would not be preferred for this
patient given the high-risk of disease relapse, young age, and renal function status.
Moreover, identifying the site of the positive margin and ensuring complete local
tumor eradication would be extremely challenging with repeat partial nephrectomy
and would not be advised, particularly in the setting of normal renal function and
as HLRCC does not typically predispose patients to bilateral/multifocal renal tumors.
The role of ablation in HLRCC has not been established and currently this approach
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is not recommended. Meanwhile, the use of systemic therapy such as pazopanib in
the absence of metastatic disease as here would be considered adjuvant therapy.
Adjuvant pazopanib was indeed assessed in the PROTECT trial for patients with high-
risk RCC after resection. However, not only did the primary analysis from this trial
find that pazopanib did not prolong disease-free survival, but, in addition, the trial
was restricted to patients with clear cell or predominantly clear cell RCC, and,
thereby, not applicable for this patient.

Menko FH, Maher ER, Schmidt LS, et al: Hereditary leiomyomatosis and renal cell
cancer (HLRCC): Renal cancer risk, surveillance, and treatment. FAM CANCER

2014;13:637-644.

Grubb RL 3rd, Franks ME, Toro J, et al: Hereditary leiomyomatosis and renal cell
cancer: A syndrome associated with an aggressive form of inherited renal cancer. J
UROL 2007;177:2074-2080.

Shah PH, Moreira DM, Okhuno Z, et al: Positive surgical margins increase risk of
recurrence after partial nephrectomy for high-risk renal tumors. J UROL
2016;196:327-334.

Motzer RJ, Haas N, Donskov F, et al: Randomized phase Ill trial of adjuvant pazopanib
versus placebo after nephrectomy in patients with localized or locally advanced renal
cell carcinoma. J CLIN ONCOL 2017;35:3916-3923.

Campbell SC, Lane BR, Pierorazio PM: Malignant renal tumors, in Partin AW, Peters

CA, Kavoussi LR, Dmochowski RR, Wein Al (eds): CAMPBELL WALSH WEIN UROLOGY,
ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 97, p 2144. ‘

Question #122 ANSWER=A

The image demonstrates labial adhesions. This is the most common interlabial
abnormality identified in children. This condition primarily occurs in the first two
years of life. The causes may be hormonal or nonhormonal. Local irritation and tissue
trauma may potentially cause them to form. Adhesions can be associated with sexual
abuse, although not commonly; in such cases, additional physical findings are often
noted, including hematoma and lacerations. With the rate of spontaneous
resolution reported to be as high as 80% within one-year, asymptomatic labial
adhesions can comfortably be observed. When necessary, treatment ranges from the
topical application of estrogens or various steroids to surgical division. Unlike fusion
of the labia majora, this does not represent a disorder of sex development, and thus
karyotype is not indicated nor is evaluation under anesthesia.

Selekman R, Copp HL: Urologic evaluation of the child, in Partin AW, Peters CA,

Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 1, chap 23, p 396.
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Question #123 ANSWER=D

For patients enrolled in a pain management program, biological testing of
urine/serum is the single best way to monitor compliance for over-the-counter,
prescribed, and illicit substance use. Although self-report, pill count, prescription
monitoring and monitoring changes in behavior may also be employed, level 1
evidence demonstrates biological testing to be superior to these tools. For low-risk
patients, testing one to two times per year is recommended, while increased
frequency is recommended for those that are considered high risk.

Laboratory medicine practice guidelines: Using clinical laboratory tests to monitor
drug therapy, in PAIN MANAGEMENT PATIENTS. Langman and Jannetto. 2018.
Guideline Statement Recommendation #1-3. https://www.aacc.org/science-and-
research/practice-guidelines/using-clinical-laboratory-tests-to-monitor-drug-
therapy-in-pain-management-patients

Question #124 ANSWER=A

The preferred management strategy for stage 1 seminoma in a compliant patient is
surveillance. Other options include 20 Gy of XRT (interaortocaval for right-sided
primary and para-aortic for left sided primary) or a single dose of carboplatin. XRT
is relatively contraindicated in the setting of Crohn's disease. Three cycles of BEP are
given for International Germ Cell Cancer Collaborative Group (IGCCCG) good-risk
metastatic seminoma or non-seminoma. For treatment of clinical stage 2A
seminoma, 30-36 Gy of radiation therapy to the upper retroperitoneal and ipsilateral
iliac regions is given. RPLND is not a standard-of-care option for patients with stage
1 seminoma. This patient, given his remote location and pending departure, is best
managed with a single dose of carboplatin.

Stephenson A, Eggener SE, Bass EB: Diagnosis and treatment of early stage testicular
cancer: AUA Guideline. J UROL 2019;202:272-281.

Oliver RT, Mead GM, Rustin GJ, et al: Randomized trial of carboplatin versus
radiotherapy for stage | seminoma: Mature results on relapse and contralateral testis
cancer rates in MRC TE19/EORTC 30982 study (ISRCTN27163214). J CLIN ONCOL
2011;10;29:957-962.

Question #125 ANSWER=E

This patient has oligoasthenoteratospermia, likely due to his history of recent
chemotherapy. Deleterious genetic changes are common in sperm after treatment
with chemotherapy, so a period of contraception use for one to two years after
completion of chemotherapy is recommended. Given this recommendation, efforts
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at conception using ejaculated sperm at this time with natural means, intrauterine
insemination, and in vitro fertilization are all contraindicated. TRUS would be
indicated if he had a low ejaculate volume (< 1.0 mL) with low motility. However,
his ejaculate volume is normal, and the low motility, along with the deficits in the
other semen parameters, are likely due to his recent chemotherapy. Therefore, TRUS
is not indicated at this time.

Oktay K, Harvey BE, Partridge AH, et al: Fertility preservation in patients with cancer:
ASCO clinical practice guideline update. J CLIN ONCOL 2018;36:1994-2001.

Meistrich M: Review: Male gonadal toxicity. PED BLOOD CANCER 2009;53:261-266.

Question #126 ANSWER=B

A number of changes occur after placement of a ureteral stent, including hyperplasia
and inflammation of the urothelium, smooth muscle hypertrophy, increased
intrapelvic pressure (transmission of bladder pressures to upper tracts), decrease in
ureteral contractility, and VUR. Decreased ureteral contractility contributes to VUR,
which may have implications in infected systems in the setting of bladder outlet
obstruction.

Weiss DA, Weiss RM: Physiology and pharmacology of the renal pelvis and ureter, in

Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein.AJ (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 85, p 1894.

Question #127 | ANSWER=B

Preservation of the sacral nerve arcs, as indicated by an intact bulbocavernosus
reflex, suggests the potential for detrusor-sphincter dyssynergia. While other
parameters such as lower extremity movement, spontaneous voiding, and normal
anal sphincter tone may also suggest the presence of intact sacral arcs, the
bulbocavernosus reflex is the most clinically specific. Unlike spinal cord injury, in
patients with lumbosacral spina bifida, neural function and urodynamic findings
cannot be predicted by the level of the lesion.

Pontari MA, Keating M, Kelly M, et al: Retained sacral function in children with high
level myelodysplasia. J} UROL 1995;154:775-777.

Estrada DR, Bauer SB: Neuromuscular dysfunction of the lower urinary tract in
children, in Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein Al (eds):
CAMPBELL WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 1,
chap 34, p 2480.
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Question #128 ANSWER=E

As utilization of robotic-assisted radical cystectomy has evolved, increasing attention
has focused on the technique of urinary reconstruction, specifically to evaluate
intracorporeal rather than extracorporeal diversion. While a number of speculative
benefits have been proposed for the intracorporeal approach, comparative data
from prospective randomized trials are lacking. Existing, retrospective data have
found a decreased risk of gastrointestinal complications among patients undergoing
intracorporeal versus extracorporeal diversion (10% versus 23%; p=0.086). Likewise,
this study reported no statistically significant difference in the rate of return to the
operating room within 30 days of cystectomy for patients undergoing intracorporeal
versus extracorporeal diversion.

Ahmed K, Khan SA, Hayn MH, et al: Analysis of intracorporeal compared with
extracorporeal urinary diversion after robot-assisted radical cystectomy: Results from
the International Robotic Cystectomy Consortium. EUR UROL 2014;65:340-347.

Guru KA: Minimally invasive urinary diversion, in Partin AW, Peters CA, Kavoussi LR,

Dmochowski RR, Wein Al (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 3, chap 142, p 3258.

Question #129 ANSWER=E

HIFU (high-intensity focused ultrasound) is a transrectal ablative treatment for
prostate cancer. Age, PSA level, and Gleason score are not contraindications. For
treatment of anterior tumors or whole-gland ablation, lengthy distances between
the transducer and cancer can preclude effective ablation. At some centers, routine
pre-HIFU TURP is performed to lower the likelihood of urinary retention. Median
lobes are not a contraindication although very large obstructing median lobes are a
relative contraindication and sometimes pre-HIFU TURP can be considered. Since
HIFU is performed transrectally, previous abdominoperineal resection is an absolute
contraindication.

Kim S, Maroni P, Rais-Bahrami A, et al: Prostate cancer screening diagnosis and risk
stratification. AUAUNIVERSITY CORE CURRICULUM. Updated February 2020.
https://university.auanet.org/core_topic.cfm?corelD=74

Tay KJ, Polascik TJ: Focal therapy for prostate cancer, in Partin AW, Peters CA,

Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 3, chap 158, p 3616.

Question #130 ANSWER=D
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A fractional excretion of sodium (FENa) is calculated to differentiate between
prerenal, intrinsic and postrenal injury. The formula is: FENa = (PCr xUNa)/(PNa xUCr)
where PCr is the serum creatinine level, UNa is the urine sodium level, PNa is the
serum sodium level, and UCr is the urine creatinine level. FENa values < 1% indicate
a pre-renal etiology such as sepsis, hypovolemia, congestive heart failure or renal
artery stenosis. A FENa of >/= 2% is consistent with acute renal injury such as acute
interstitial nephritis, acute tubular necrosis, or glomerulonephritis. Finally, a FENa of
more than 4% indicates a post-renal etiology of acute renal failure, such as bilateral
ureteral obstruction, bladder stones, bladder outlet obstruction or urethral stricture.

Peters CA, Meldrum KK: Pathophysiology of urinary tract obstruction, in Partin AW,

Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 1, chap 40, p 777.

Question #131 ANSWER=B

The patient's findings are classic for chancroid which is due to H. ducreyi. It affects
men three times more than women. It is associated with inguinal adenopathy that
is typically unilateral and tender with a tendency to become suppurative and
fistulize. Single-dose treatment with azithromycin 1 gram orally or ceftriaxone 250
mg intramuscularly is first line therapy. While ciprofloxacin can be a secondary
regimen, resistance to ciprofloxacin has been reported in some regions. Acyclovir,
penicillin, or doxycycline are not indicated. Patients should be reexamined in five to
seven days. Sexual partners should be treated if sexual relations were held within
two weeks before or during the eruption of the ulcer.

Borawski, KM: Sexually transmitted diseases, in Partin AW, Peters CA, Kavoussi LR,

Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 2, chap 58, p 1260.

Question #132 ANSWER=B

This patient has low-risk, non-muscle invasive bladder cancer. The most recent
SUO/AUA Guidelines for Non-Muscle Invasive Bladder Cancer recommends clinicians
minimize the use of routine surveillance procedures and ancillary tests in this setting.
Urinary markers (i.e., cytology) should not be used when surveillance cystoscopy is
normal. In asymptomatic patients with a history of low-risk disease, routine
surveillance upper tract imaging is not indicated. Furthermore, following an initial
surveillance cystoscopy that is negative, subsequent surveillance cystoscopy is
recommended six to nine months later and then annually thereafter. Surveillance
beyond five years in the low-risk setting, and in the absence of recurrence, should
be based on shared-decision making between the patient and clinician. Whereas the
patient described would be an ideal candidate for immediate post-resection
intravesical chemotherapy, induction BCG as well as intravesical chemotherapy are
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not standard of care for patients with low-risk urothelial carcinoma.

Chang SS, Bochner BH, Chou R, et al: Treatment of non-metastatic muscle-invasive
bladder cancer: AUA/ASCO/ASTRO/SUO GUIDELINE. Published 2017..
https://www.auanet.org/guidelines/bladder-cancer-non-metastatic-muscle-invasive-
guideline

Lotan Y, Inman BA, Porten S: Bladder neoplasms: Non-muscle invasive bladder

cancer. AUAUNIVERSITY CORE CURRICULUM. Updated February 2020.
https://university.auanet.org/core_topic.cfm?corelD=76

Question #133 ANSWER=B

Urinary concentrating defects following obstructive lesions may produce
nephrogenic diabetes insipidus. This is often seen with PUV. It may be extremely
difficult to reduce urinary volumes due to a fixed concentrating defect that is
unresponsive to DDAVP. With large urine volumes, this boy is likely experiencing
overflow incontinence and possibly poor bladder contractility. Therefore,
antimuscarinics, onabotulinumtoxinA or imipramine would be unlikely to improve
his urinary incontinence. With a fixed concentrating defect, fluid restriction may be
dangerous, risking severe dehydration. Timed, double voiding would be the best
initial treatment to aid in bladder emptying and would potentially reduce his
incontinence.

Dinneen MD, Duffy PG, Barratt TM: Persistent polyuria after posterior urethral
valves. BR J UROL 1995;75:236-240.

Shukla AR, Srinivasan AK: Posterior urethral valves, in Partin AW, Peters CA, Kavoussi
LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 1, chap 33, p 618.

Question #134 ANSWER=C

The phase Il METEOR trial compared everolimus versus cabozantinib for patients
with disease progression after previous tyrosine kinase inhibitor therapy (as is the
case here) and demonstrated a significantly improved overall survival with
cabozantinib (21.4 months) versus everolimus (16.5 months). Cabozantinib was also
associated with a significantly improved objective response rate and progression-
free survival. Based on these trial findings, cabozantinib is listed by the National
Comprehensive Cancer Network (NCCN) as a category 1 preferred option for patients
with progression after tyrosine kinase inhibitor therapy, and specifically should be
used preferentially over everolimus in eligible patients. Further, cabozantinib can be
used in patients with chronic kidney disease. Nivolumab is an immune checkpoint
inhibitor antibody that blocks the interaction between PD-1 and its ligands.
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Nivolumab also has category 1 designation in this setting by the NCCN due to the
results from a phase Il randomized trial which noted superior overall survival for
nivolumab (25 months) versus everolimus (19.6 months) among previously treated
patients. However, the immune-mediated mechanism of nivolumab renders this
agent not a good choice for a patient with an active autoimmune disease (lupus)
requiring treatment and patients requiring glucocorticoid treatment were excluded
from the aforementioned clinical trial. For a similar reason, pembrolizumab (as part
of a combination regimen with axitinib) would not be recommended. Sunitinib,
while an option for this patient, is listed by the NCCN as a category 2A option for
second-line therapy, as limited prospective data exist to demonstrate its efficacy
following progression on tyrosine kinase inhibitor therapy. Meanwhile, high-dose
interleukin-2 represents an option for highly selected patients, specifically those with
excellent performance status and normal organ function but is listed by the NCCN as
a category 2B treatment choice.

NCCN Guidelines, Kidney Cancer, 2020.

Choueiri TK, Escudier B, Powles T, et al: Cabozantinib versus everolimus in advanced
renal-cell carcinoma. NEJM 2015;373:1814-1823.

Motzer RJ, Escudier B, McDermott DF, et al: Nivolumab versus everolimus in
advanced renal-cell carcinoma. NEJM 2015;373:1803-1813.

Question #135 ANSWER=C

This patient consistently has severely low numbers of non-motile sperm that are alive
based on vitality testing. These findings, in conjunction with his elevated serum FSH
level, suggest that the etiology of his infertility is impaired spermatogenesis rather
than a partial, high-grade obstruction within his reproductive tract. Given these
findings, the next step is in vitro fertilization (IVF) with intracytoplasmic sperm
injection (ICSI). Timed intercourse and intrauterine insemination (1Ul) are not options
given the severely low sperm concentration and, more importantly, the lack of sperm
motility. The sperm will be unable to travel to the oocyte and achieve fertilization
given their lack of movement. However, given that the sperm are viable, IVF/ICSI is a
good next step. With IVF/ICSI, a single spermatozoon is injected into an oocyte under
microscopic magnification with a micropipette. While microdissection testicular
sperm extraction (micro-TESE) is an option, it is premature to pursue this approach
without first using the ejaculated sperm with IVF/ICSI. Percutaneous epididymal
sperm aspiration (PESA) is a commonly used approach to remove sperm from the
epididymis in men with an obstructive pattern. These sperm are then typically used
in IVF/ICSI. However, given the lack of obstruction in this patient and the presence
of sperm in the ejaculate, PESA does not have a role for this man.

Niederberger CS, Ohlander SJ, Pagani RL: Male infertility, in Partin AW, Peters CA,
Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 2, chap 66, p 1445.e3.
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Jarow J, Sigman M, Kolettis PN, et al: The evaluation of the azoospermic male: AUA
BEST PRACTICE STATEMENT. Reviewed and Revised 2011. Updated May 2014.

https://www.auanet.org/documents//education/clinical-guidance/Male-Infertility-
b.pdf

Jarow J, Sigman M, Kolettis PN, et al: The optimal evaluation of the infertile male:
AUA BEST PRACTICE STATEMENT. Reviewed and Validity Confirmed 2011. Updated
May 2014. http://www.auanet.org/documents/education/clinical-guidance/Male-
Infertility-d.pdf

Question #136 ANSWER=C

Partial orchiectomy may be indicated in patients with bilateral testicular tumors or a
tumor in a solitary testicle who desire to preserve hormonal and fertility function.
Preoperatively, tumors should ideally be < 2 cm in diameter. The primary goal of
testis sparing surgery is preservation of hormonal function, therefore, preoperative
testosterone levels should be normal. Hypogonadism by definition has low
testosterone levels, regardless of the etiology, and, therefore, there would be no
indication to preserve testicular tissue by testis sparing surgery for those with
significant hypogonadism, and a complete orchiectomy should be performed.
However, one could argue in favor of testis sparing surgery for mild cases of
hypogonadism. Testis sparing surgery is an option in selected patients with normal
contralateral testicles, particularly when lesions are < 1 cm in diameter as more than
half of such patients have benign neoplasms (i.e., benign gonadal stromal tumors).
Infertility or subfertility alone is not a contraindication to partial orchiectomy as the
primary goal is the preservation of testosterone production. Microlithiasis in the
presence of a testis tumor is associated with germ cell neoplasia in situ (GCNIS), but
it does not preclude patients from undergoing partial orchiectomy. GCNIS can be
managed with adjuvant XRT, which leads to infertility and increases the risk of
hypogonadism.

Brunocilla E, Gentile G, Schiavina R, et al: Testis-sparing surgery for the conservative
management of small testicular masses: An Update. ANTICANCER RESEARCH
2013;33:5205-5210.

Stephenson A, Eggener SE, Bass EB, et al: Diagnosis and treatment of early stage
testicular cancer: AUA GUIDELINE. Published 2019.
https://www.auanet.org/guidelines/testicular-cancer-guideline

Castle E, Hugen C, Rose T, et al: Testis neoplasms: AUAUNIVERSITY CORE

CURRICULUM. Updated February 2020.
https://university.auanet.org/core_topic.cfm?corelD=77

Question #137 | ANSWER=E
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This patient is classified as having high-risk chronic urinary retention (CUR) based
upon the AUA 2016 White paper entitled Non-Neurogenic Chronic Urinary
Retention: Consensus Definition, Management Strategies, and Future Opportunities.
She should be offered treatment due to symptomatic UTls and LUTS. The etiology of
her retention is likely detrusor underactivity (DUA). Sacral neuromodulation has
been used with good efficacy in patients with non-obstructive urinary retention and
detrusor underactivity. Diabetes is not a contraindication to neuromodulation. Credé
or Valsalva voiding is most effective in patients with DUA and an incompetent
sphincter. This patient with diabetes likely has- DUA due to myogenic and/or
neurogenic causes affecting afferent pathways, and thus Credé voiding is not in her
best interest because intravesical pressures may be too high in the presence of a
competent sphincter. Bethanechol is a muscarinic receptor agonist but is not
receptor subtype-selective and, therefore, can be associated with significant dose-
dependent systemic side effects including cardiac depression, resulting in cardiac
arrest. Additionally, bethanechol has not been shown to be effective in patients with
DUA. Insertion of an indwelling urethral catheter is not the best initial option. In
addition, if she prefers to manage her lower urinary tract with an indwelling
catheter, a suprapubic tube would be a better long-term choice due to concerns of
urethral erosion with a urethral catheter. Injection of onabotulinumtoxinA into the
urethral sphincter is most effective in patients with sphincter dyssynergia. In DUA it
can relax the urethral sphincter mechanism and overcome reflex inhibition of
detrusor function, thereby facilitating Valsalva voiding. However, the effect is short-
lived and currently not approved for this indication.

stoffel J, Peterson AC, Sandhu JS, et al: White paper on nonneurogenic chronic
urinary retention: consensus definition, treatment algorithm, and outcome
endpoints. J UROL 2017;198:153-160.

Chapple CR, Osman NI: The underactive detrusor, in Partin AW, Peters CA, Kavoussi

LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 3, chap 118, pp 2660-2662.

Question #138 ANSWER=B

Clinicians should review the patient’s history of controlled substance prescriptions
using state prescription drug monitoring program (PDMP) data to determine
whether the patient is receiving opioid dosages or dangerous combinations that put
him or her at high risk for overdose. Clinicians should review PDMP data when
starting opioid therapy for chronic pain and periodically during opioid therapy for
chronic pain, ranging from every prescription to every three months. Although
reviewing records will be helpful, the patient may have multiple sources of
prescriptions, and thus the physician should rely more on the PDMP than the medical
records. Patient self-reported diary would come more in play with treatment of
chronic pain. Finally, acute pain should be managed with immediate-release and not
long-acting narcotics. Concurrent benzodiazepine and opioid prescribing should be
avoided.
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CDC Guideline for prescribing opioids for chronic pain: CENTERS FOR DISEASE
CONTROL AND PREVENTION.
https://www.cdc.gov/drugoverdose/prescribing/guideline.html

Dowell D, Haegerich TM, Chou R: CDC Guideline for prescribing opioids for chronic

pain — United States, 2016. MMWR Recomm Rep 2016;65(No. RR-1):1-49. DOI:
http://dx.doi.org/10.15585/mmwr.rr6501e1

Question #139 ANSWER=D

A variety of therapies are available for men requiring intervention for bladder outlet
obstruction secondary to an enlarged prostate that must continue with
anticoagulation therapy including HoLEP, PVP, and ThuLEP. Laser prostatectomy has
better coagulative properties than TURP and would, therefore, be preferred for
patients who are at risk of bleeding. Although bipolar TURP is associated with less
blood loss than TURP, it is inferior to laser prostatectomy in that regard. Prostatic
urethral lift improves LUTS by altering prostate morphology and not ablating tissue,
thereby lowering risk of bleeding. However, it is indicated for glands 100 grams or
less. Water ablation therapy is indicated for glands of 80 grams or less. TUIP is also
associated with less blood loss but is indicated for prostates less than 30 grams.

Parsons JK, Barry MJ, Dahm P, et al: Benign prostatic hyperplasia: Surgical
management of benign prostatic hyperplasia/lower urinary tract symptoms: AUA
GUIDELINE. (2018, amended 2019, 2020).
https://www.auanet.org/guidelines/benign-prostatic-hyperplasia-(bph)-guideline

Question #140 ANSWER=E

Postoperative pulmonary complications occur in approximately 6% of patients after
major abdominal surgery, and these adverse outcomes are linked with increased in
lengths of stay, readmission rates, overall costs, and mortality. Careful identification
of risk factors preoperatively can help providers mitigate unfavorable outcomes.
Procedural risk factors for postoperative pulmonary outcomes include surgeries
longer than three to four hours, abdominal operations, and emergency surgical
procedures. Patient-related risk factors include: age > 60 years old, chronic lung
disease, cigarette smoking, congestive heart failure, functional dependence (either
partial or total dependence) for activities of daily living, higher ASA classification,
obesity, asthma, obstructive sleep apnea, impaired sensorium, alcohol use, and
weight loss. Preoperative weight loss is often associated with substantial sarcopenia
(muscle loss), which can cause generalized weakness. Preoperative weight loss,
combined with the weight loss commonly seen in the postoperative period, can
cumulatively result in increased of risk pulmonary complications. Clinicians can use
the ASC NSQIP risk calculator in order to estimate the risk of postoperative
respiratory failure. Identification and discussion of postoperative pulmonary risks

© 2021 American Urological Association. All Rights Reserved. 67



during the preoperative assessment is important for informed consent and also for
facilitating preoperative patient pulmonary optimization.

Stoffel JT, Montgomery JS, Suskind AM, et al: Optimizing outcomes in urological
surgery: Pre-operative care for the patient undergoing urologic surgery or
procedure. AUA WHITE PAPER. Published 2018.
https:lfwww.auanet.org:‘guidelines/optimizing-outcomes—in-urological-surgery-pr‘e—
operative—care-for-the-patient—undergoing-urologic-surgery—or—procedure

Question #141 ANSWER=D

Tremendous progress has been made with respect to understanding the
pathogenesis of urothelial carcinoma (i.e., The Cancer Genome Atlas - TCGA) as well
as treating advanced disease (i.e., immune checkpoint inhibitors). In April 2019, the
FDA granted accelerated approval for erdafitinib for the treatment of adult patients
with locally advanced or metastatic urothelial carcinoma of the bladder. Erdafitinib
is a fibroblast growth factor receptor (FGFR) kinase inhibitor. Approval was based on
a phase 2 trial of 99 patients receiving erdafitinib for cancer progression after prior
treatment (chemotherapy and/or immunotherapy). The objective response rate was
40% with median duration of overall survival at 13.8 months. Of note, all patients
were screened and required to have one FGFR3 mutation or FGFR2/3 fusion.
Previously, p53 status was thought to be predictive for response to chemotherapy
but clinical trials have not proven its utility as a biomarker. Nectin-4 is the target for
the newly approved drug enfortumab vedotin, but this is ubiquitously expressed in
urothelial carcinoma and thus not useful for selecting patients for treatment.
Similarly, while mismatch repair and androgen pathways may play a role in
urothelial carcinoma, there is no evidence for their use in selecting patients for
therapy.

Loriot Y, Necchi A, Park SH, et al: Erdafitinib in locally advanced or metastatic

urothelial carcinoma. BLC2001 Study Group. NEJM 2019;381:338-348. PMID:
31340094.

Question #142 ANSWER=C

Hyperchloremic metabolic acidosis can occur after incorporation of either ileum or
colon in the urinary tract. The severity is dependent on the amount of bowel
incorporated as well as whether the diversion is continent (or incontinent). Thus, this
can be seen with all these diversions except the jejunal conduit, which is associated
with hyperkalemic, hypochloremic metabolic acidosis. Lower urinary tract
reconstruction that involves diverting the ureters into the intact sigmoid is associated
with a high rate of metabolic acidosis (80%) and more severe metabolic
derangement, often requiring treatment with oral bicarbonate as well as potassium
replacement. This is one of the primary reasons that ureterosigmoidostomy is not
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performed any longer, along with an increased risk of secondary malignancy.

Weese JR, Radadia KD: Bladder reconstruction: AUAUNIVERSITY CORE CURRICULUM.
Updated January 2020.
https://university.auanet.org/moduIes/webapps/core/index.cfm#/corecontentj90

Wintner A, Dahl DM: Use of intestinal segments in urinary diversion, in Partin AW,

Peters CA, Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN
UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 3, chap 139, p 3199.

Question #143 ANSWER=D

Approximately 23% of men who are suspected of having non-obstructive
azoospermia on semen analysis testing are actually found to have low numbers of
sperm in the ejaculate with further work-up. These sperm are detected through the
process of semen centrifugation and subsequent microscopic inspection of the
resultant pellet at the bottom of the centrifuge tube. The semen centrifugation
process is a critical component of the evaluation of the azoospermic patient because
these rare sperm can potentially be used for in vitro fertilization/intracytoplasmic
sperm injection (IVF/ICSI). The use of these sperm can spare the patient an invasive
surgical sperm extraction procedure, such as microdissection testicular sperm
extraction (micro-TESE). Kallmann syndrome interval gene (KALIG) gene mutation
testing is indicated in men suspected of having Kallmann syndrome, which is
characterized by low serum LH and FSH levels and low serum testosterone levels
(hypogonadotropic hypogonadism). This patient has elevated FSH and normal
testosterone, so KALIG gene mutation testing is not indicated. Cystic fibrosis
transmembrane conductance regulator (CFTR) gene mutation testing is indicated in
men suspected of having congenital unilateral (CUAVD) or congenital bilateral
absence of the vas deferens (CBAVD). Men with CUAVD typically have sperm in the
ejaculate, and men with CBAVD commonly have low ejaculate volume azoospermia;
this patient has neither of those findings. Semen fructose testing can be offered
when ejaculatory duct obstruction (EjDO) is suspected; patients with EjDO typically
have low ejaculate volume azoospermia, which this patient does not exhibit. Finally,
post-ejaculate urinalysis testing is indicated when the ejaculate volume is abnormally
low (< 1.0 mL), which this patient does not have.

Jarow J, Sigman M, Kolettis PN, et al: The evaluation of the azoospermic male: AUA
BEST PRACTICE STATEMENT. Reviewed and Revised 2011. Updated May 2014.
https://www.auanet.org/documents//education/clinicaI—guidance/Male-InfertiIity-
b.pdf

Jarow J, Sigman M, Kolettis PN, et al: The optimal evaluation of the infertile male:
AUA BEST PRACTICE STATEMENT. Reviewed and Validity Confirmed 2011. Updated
May 2014. http://www.auanet.org/dOcuments//education/clinica|-guidance/MaIe-
Infertility-d.pdf
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Question #144 ANSWER=B

According to the AUA Testosterone Deficiency Guidelines, numerous patient
conditions should prompt serum testosterone level testing, even in the absence of
symptoms. These conditions include unexplained anemia, bone density loss,
diabetes, exposure to chemotherapy or testicular XRT, HIV/AIDS, chronic narcotic
use, male infertility, pituitary dysfunction, and chronic corticosteroid use. Men
seropositive for HIV have a higher likelihood of testosterone deficiency than the
general population, with some cohort studies showing testosterone deficiency rates
of 17-38%: The etiology of testosterone deficiency in these patients is believed to be
attributable to numerous factors, including cytokine activity, malnutrition,
opportunistic infections/acute illnesses, and side effects of HIV medications.
Testosterone measurement is important, because HIV-positive patients with
testosterone deficiency have a higher risk of elevated HbA1c levels and also a higher
risk for cardiovascular disease when compared to HIV-positive patients with normal
testosterone levels. Additionally, several randomized, controlled studies have
demonstrated that testosterone replacement therapy in HiV-positive men provides
benefits in terms of quality of life measures, as well as muscle strength, size, and
volume. Serum PSA testing in HIV-positive men should follow guidance provided by
the AUA Guideline on the “Early Detection of Prostate Cancer,” and PSA testing is
not indicated based on the history provided. Urinalysis, urine cytology, and bladder
scan are not routinely recommended in HIV-positive men without other concomitant
indications.

Mulhall JP, Trost LW, Brannigan RE, et al: Evaluation and management of
testosterone deficiency: AUA Guideline. J UROL 2018;200:423-432.

Carter HB, Albertsen PC, Barry MJ, et al: Early detection of prostate cancer: AUA

GUIDELINE. Published April 2013, Reviewed and Validity Confirmed 2018.
http://www.auanet.org/education/guidelines/prostate-cancer-detection.cfm

Question #145 ANSWER=C

This infant has an obstructed upper pole ureter in a solitary kidney and had
urosepsis. Surgical intervention is indicated. Her age and cardiac disease make
prolonged reconstructive surgery risky. Since she has a significant portion of her
renal function in the upper pole, a heminephrectomy is incorrect. Anastomosis of
the massively dilated upper pole system to the normal lower pole system can be
technically challenging (especially in the face of recent infection) either at the level
of the renal pelvis or the ureter. Percutaneous nephrostomy tubes can be a short-
term solution in a critically ill child, but they have complications including chronic
infection, calculus formation, and displacement. Tapered reimplantation in a child
of this age is technically challenging because of the small bladder. The best
treatment is a cutaneous ureterostomy that will allow adequate drainage, prevent
infection until definitive surgery is safe, and can be done expeditiously. It will'also
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allow the dilated upper pole system to decompress and reconfigure the ureter.

Olsen LH, Rawashdeh YFH: Surgery of the ureter in children: Ureteropelvic junction,
megaureter, and vesicoureteral reflux, in Partin AW, Peters CA, Kavoussi LR,
Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed 12.
Philadelphia, Elsevier, 2020, vol 1, chap 42, p 850.

Question #146 ANSWER=D

This patient has oligoasthenoteratospermia with a total motile sperm count
(ejaculate volume x sperm concentration x % sperm motility) = 10 million moving
sperm in the ejaculate. A total motile sperm count > 5 million is typically the
threshold to facilitate pursuit of 1Ul, which is the next step for this patient. Success
rates per Ul cycle are approximately 5-15%, and couples typically pursue no more
than three to four cycles due to the diminishing likelihood of success after that
number of attempts. The patient has normal testosterone and estradiol levels, so
there is no role for either clomiphene citrate or anastrozole therapy. Based on how
the varicocele was diagnosed, not present on physical exam and only identified on
ultrasound, this is defined as a subclinical varicocele. Based on an abundance of
literature, there is no substantial benefit and thus no role for correction of the
subclinical left varicocele. IVF is not the next step, given that he has enough motile
sperm for IUL.

Niederberger CS, Ohlander SJ, Pagani RL: Male infertility, in Partin AW, Peters CA,
Kavoussi-'LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadeiphia, Elsevier, 2020, vol 2, chap 66, p 1445.e3.

Jarow J, Sigman M, Kolettis PN, et al: The optimal evaluation of the infertile male:
AUA BEST PRACTICE STATEMENT. Reviewed and Validity Confirmed 2011. Updated
May 2014. http://www.auanet.org/documents//education/clinical-guidance/Male-
Infertility-d.pdf

Question #147 ANSWER=E

Postoperative delirium is a common complication after surgery in patients > 65 years
old, affecting approximately 10% of elderly patients undergoing major, elective,
non-cardiac surgical procedures. The greatest risk factors for postoperative delirium
include a history of cognitive impairment and dementia. However, other conditions
can also increase the risk of this condition, including a history of depression, anemia,
renal insufficiency, poor nutrition, inadequately controlled pain, sleep deprivation,
and dehydration. Identifying and, when possible, modifying risk factors in the
preoperative period can help mitigate this complication. Postoperative delirium is
linked with longer lengths of hospital stay and an increased risk of other
complications, including mortality. While atherosclerosis, diabetes mellitus,
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hypertension, and obesity are linked to many other postoperative complications,
they are not specifically associated with postoperative delirium.

Chow WB, Rosenthal RA, Merkow RP, et al: Optimal preoperative assessment of the
geriatric surgical patient: A best practice guideline from the American College of
Surgeons National Surgical Quality Improvement Program and the American
Geriatrics Society. J AM COL SUR 2012;215:453-466.

Question #148 ANSWER=E

Enfortumab vedotin is an antibody-drug conjugate that is directed against nectin-4,
a cell-surface protein, which is highly expressed in bladder cancer. The mechanism
of action is via internalization after binding, with subsequent release of monomethyl
auristatin E (MMAE) into the cell resulting in cell cycle arrest and apoptosis. The FDA
granted accelerated approval to enfortumab for the treatment of adults with locally
advanced or metastatic urothelial carcinoma who have previously received an
immune checkpoint inhibitor (PD-1/L1) and platinum-based chemotherapy. In this
specific population (i.e., previously treated with chemotherapy and immune
checkpoint inhibitor), enfortumab had an objective response rate of 44% with a 12%
complete response rate. The median duration of response was 7.6 months.

Rosenberg JE, O'Donnell PH, Balar AV, et al: Trial of enfortumab vedotin in urothelial
carcinoma after platinum and anti-programmed death 1/Programmed Death Ligand
1 Therapy. J CLIN ONCOL 2019;37:2592-2600. PMID: 31356140.

FDA grants accelerated approval to enfortumab vedotin-ejfv for metastatic
urothelial cancer. FDA website. https://www.fda.gov/drugs/resources-information-
approved-drugs/fda-grants-accelerated-approval-enfortumab-vedotin-ejfv-
metastatic-urothelial-cancer

Question #149 ANSWER=C

Opioid abuse is an important public health concern, resulting in substantial
morbidity and mortality. One potential adverse effect experienced by abusers is the
suppression of pituitary LH secretion, via pathways mediated by the hypothalamus.
Decreased LH secretion results in decreased Leydig cell production of testosterone, a
condition called  “hypogonadotropic  hypogonadism”  or  “secondary
hypogonadism.” Reduced intratesticular testosterone levels, in turn, commonly
result in reduced spermatogenesis and male factor infertility. Upon opioid cessation,
LH and testosterone secretion and spermatogenesis typically improve within weeks
to months. Estradiol excess and prolactin excess are not commonly seen in the setting
of opioid abuse. Numerical sperm chromosomal changes (aneuploidy) and sperm
DNA damage are not linked with opioid abuse.
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Niederberger CS, Ohlander SJ, Pagani RL: Male infertility, in Partin AW, Peters CA,
Kavoussi LR, Dmochowski RR, Wein AJ (eds): CAMPBELL WALSH WEIN UROLOGY, ed
12. Philadelphia, Elsevier, 2020, vol 2, chap 66, p 1430.

Question #150 ANSWER=E

This five-year-old boy has a 2 cm distal right ureteral calculus that is relatively
asymptomatic. A large stone of this size is unlikely to pass spontaneously.
Observation would not be an option. The size and location of the calculus in this boy
make SWL and endoscopic approaches difficult and unlikely to be successful in
achieving a stone-free state. In addition, there would be significant risk of retained
stone fragment(s) and/or ureteral injury with either of these modalities. Open
ureterolithotomy via lower abdominal muscle splitting (Gibson) incision or
laparoscopic/robotic ureterolithotomy would be most likely to achieve a stone free
state, least likely to cause complication, such as urethral stricture, and may also allow
inspection of the distal ureter for any anatomical abnormality predisposing to stone
formation in this location.

Matlaga BR, Krambeck AE: Surgical management for upper urinary tract calculi, in

Partin AW, Peters CA, Kavoussi LR, Dmochowski RR, Wein Al (eds): CAMPBELL
WALSH WEIN UROLOGY, ed 12. Philadelphia, Elsevier, 2020, vol 2, chap 94, p 2113.
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