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The commitment to exceptional patient care begins with revolutionary discovery. University 
Hospitals Case Medical Center is the primary affi liate of Case Western Reserve University 
School of Medicine, a national leader in medical research and education and consistently 
ranked among the top research medical schools in the country by U.S. News & World 
Report. Through their faculty appointments at Case Western Reserve University School 
of Medicine, physicians at UH Case Medical Center are advancing medical care through 
innovative research and discovery that bring the latest treatment options to patients.

National Institutes of Health (NIH) funded research is awarded to the School of Medicine at 
Case Western Reserve University.

future of urologIc care 
BuIldIng the

Th ank you for your support in 2014 – a year in which 
we’ve had dynamic growth and have made a number 
of signifi cant clinical advances. In the following pages, 
we highlight some of the discoveries that make us feel 
encouraged about our future.

Among our exciting changes, we welcomed new faculty 
and staff . simon Kim, Md, MPH, who came to us this 
year from yale university, has expanded our research 
capabilities. Riccardo Autorino, Md, Phd, and Humberto 
Laydner, Md, joined us after completing their fellowships 
at Cleveland Clinic.

We also expanded our footprint in northeast Ohio. 
William Larchian, Md; Rob Abouassaly, Md; Adonis 
Hijaz, Md; Jonathan Ross, Md; and Lynn Woo, Md, 
provide extensive coverage in our western region. Kevin 
Banks, Md, and donald Bodner, Md, continue to serve 
patients in our eastern region.  

Lee Ponsky, Md, has rejoined us after a sabbatical in 
Australia. He and Rob Abouassaly, Md, have developed 
a unique collaboration among our urologists, oncologists, 
radiologists and researchers that is already revolutionizing 
how we detect and manage prostate cancer.

I hope that you enjoy the articles in this issue and are 
inspired by our eff orts. I look forward to hearing from you 
with any comments, questions or suggestions.

Warm Regards,

eDWARD CHeRuLLo, mD
Interim Chair of the Department of Urology;
Interim Director of the UH Urology Institute, UH Case
Medical Center; and Associate Professor of Urology,
Case Western Reserve University School of Medicine
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Simon Kim, mD, mPH
Division of Urologic Oncology, UH Urology Institute, 
UH Case Medical Center; and Assistant Professor 
of Urology, Case Western Reserve University 
School of Medicine

InvestIgatIng BarrIers to actIve surveIllance
Developing solutions to avoid overtreatment of low-risk prostate cancer

The presence of cancer, however slow-growing, 
tends to motivate both patients and physicians into 
action. While urologists today recognize that active 
surveillance (AS) is a safe and effective approach 
for prostate cancer and that it is important to avoid 
overtreatment, some patients with low-risk disease 
who are candidates for AS may still be receiving 
treatment that is too aggressive.

Understanding why this happens is the focus of 
research by Simon Kim, mD, mPH, a urologic 
oncologist at UH Case Medical Center.

“When a patient hears his name and cancer, his 
immediate reaction is to quickly treat and eradicate 
it,” says Dr. Kim. “What we know now is that some 
cancer is so slow-growing that it may not affect one’s 
quality of life at all; however, the efforts to treat it 
can cause incontinence or erectile dysfunction.”

While concentrating on the population level, 
Dr. Kim looks for trends that indicate overtreatment 
of low-risk prostate cancer and that point to 
potential obstacles to AS. “It is possible that there 
are relevant barriers from the patient, physician or 
health system perspective,” says Dr. Kim. Identifying 
the problems at the population level will help direct 
further study in how to overcome the barriers, 
which ultimately may have important implications 
for health care policy.

“Foremost, we are interested in delivering care in a 
patient-centered and efficacious manner,” explains 
Dr. Kim. “And we need to do that while trying to 
understand the comparative effectiveness and cost 
effectiveness of different treatment options.”

solutIons for the PatIent-
PhysIcIan Interface
One of the most difficult aspects of care for 
physicians is finding a balance between relating to 
the patient’s perspective and administering care that 
will be efficacious, without doing harm.

To facilitate the prostate cancer consultation, Dr. 
Kim has developed an iPad app based on the 
National Comprehensive Cancer Network (NCCN®) 
guidelines. The app is intended to educate and 
help build confidence during early discussions with 
patients who have been diagnosed with prostate 
cancer. In order to validate the tool and determine 
its effectiveness, it will be tested in a national 
multi-center, randomized controlled trial that has 
been funded through an NIH R01 grant to the Case 
Western Reserve School of Medicine.

The app can be used with the patient to provide 
risk-stratified, individualized treatment options. 
The physician inputs a patient’s Gleason score, 
clinical stage, PSA values and other data to 
support life expectancy and quality of life, then 
is given possible treatment options that can be 
reviewed with the patient.

“We want the patient to feel empowered with the 
decision-making process, and we believe this tool 
will improve patient knowledge and facilitate the 
discussion,” says Dr. Kim. The trial is expected to 
begin soon and will include 400 patients recruited at 
36 sites across the U.S.

a PrestIgIous award
dr. Kim was one of 10 recipients of the conquer 
cancer foundation/american society of clinical 
oncologists (asco) career development award 
in 2014. this three-year grant will support his 
research into better understanding the national 
trends in active surveillance and the barriers to its 
use. he will use large population databases, such 
as seer-Medicare and optum labs/unitedhealth 
group, to identify patterns of care and potential 
barriers to active surveillance.
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Lee PonSKy, mD 
Leo & Charlotte Goldberg Chair in Advanced 
Surgical Therapies; Chief, Division of Urologic 
Oncology, UH Case Medical Center; and 
Associate Professor of Urology, Case Western 
Reserve University School of Medicine

RobeRt AbouASSALy, mD, mSc 
Division of Urologic Oncology, UH 
Case Medical Center; and Assistant 
Professor of Urology, Case Western 
Reserve University School of Medicine

Prostate Cancer Treatment
A New Era for

the focus now Is on IndIvIdualIzed, targeted detectIon 
usIng fInely tuned, advanced IMagIng

Prostate cancer treatment has changed greatly in the 
past five years. Urologists have learned that not all 
lesions represent high-risk cancer needing immediate 
intervention. The mainstay of treatment for most 
low-risk prostate cancer is active surveillance, which 
involves regular monitoring and treatment if the 
cancer becomes more aggressive.

“About five years ago, we would have considered 
magnetic resonance imaging (MRI) a poor tool for 
detection because it missed a lot of low-risk lesions, 
and we were still interested in aggressively treating 
all prostate cancer,” says Lee Ponsky, mD, Chief 
of Urologic Oncology at University Hospitals Case 
Medical Center. “Now we see that MRI is excellent for 
detecting and discerning high-risk cancer lesions.”

In January 2014, urologists at UH began 
performing MRIs routinely whenever a biopsy is 
planned. Since then, they have been working as 
part of a multidisciplinary team with radiologists 
and oncologists to hone the technology and its 
ability to guide treatment.

By optimizing MRI for sensitivity to high-grade 
lesions, UH urologists are able to select which 
patients need to be treated aggressively. “There is 
a lot of talk about patients being overscreened,” 
explains Dr. Ponsky. “In the past, patients may 
have been overtreated because we couldn’t reliably 
determine who needed to be treated and who 
didn’t. But if we are now able to refine who needs to 
be treated, overscreening is not an issue.”

seeIng the dIfference In  
PatIents’ lIves
“Incorporating MRI into our practice, we have 
found high-risk cancers in about 30 percent of the 

cases that would have gone undetected,” says 
Dr. Ponsky. These are patients who had been on 
active surveillance for some time and who started 
with the MRI program only to find that they have 
high-risk lesions that had gone undetected.

“Very early in our program, we had a case of a man 
on active surveillance who transferred to our care. 
We found a suspicious lesion using MRI that was 
confirmed to be high-grade disease on biopsy, which 
changed his care to more aggressive treatment,” 
says Robert Abouassaly, mD, mSc, a urologic 
oncologist at UH Case Medical Center. “This made a 
big difference in the ultimate outcome from a cancer 
point of view. We have also seen many other cases 
like this, which reaffirms what we are doing,” he says.

According to Drs. Ponsky and Abouassaly, the MRI 
program also has other benefits. It is well-received 
by patients who are excited about getting more 
definitive answers about their cancer. Having 
MRI results to support treatment decisions is also 
reassuring to patients who are beginning or currently 
on active surveillance. They are more assured that 
aggressive cancer will be caught in time.

a MultIdIscIPlInary aPProach 
As an integral part of the MRI program, urologists, 
oncologists and radiologists meet weekly to interpret 
and fine-tune the reading of the images. “At our 
meetings, we might have 20 people, all there to 
discuss cases and to review pathology reports against 
the scans in order to improve future detection,” 
says Vikas Gulani, mD, PhD, Director of MRI at 
Case Comprehensive Cancer Center, and Assistant 
Professor of Radiology at Case Western Reserve 
University School of Medicine. “The urologists 
benefit from learning what we see on the scans, 
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RobeRt AbouASSALy, mD, mSc 
Division of Urologic Oncology, UH
Case Medical Center; and Assistant 
Professor of Urology, Case Western 
Reserve University School of Medicine

Prostate Cancer Treatment

and we are able to apply clinical insights to our 
interpretations. It’s truly a full circle.”

Anant madabhushi, PhD, Professor & Director, 
Center of Computational Imaging & Personalized 
Diagnostics, Case School of Engineering; and 
Member, Case Comprehensive Cancer Center, 
Case Western Reserve University, is using MRI 
computerized feature analysis and pattern 
recognition to identify aggressive prostate cancer. 
His work leverages the computer’s ability to detect 
lesions that are not readily apparent to the eye.

“Working with urologists and radiologists is critical 
for developing the computerized feature analysis 
and pattern recognition technologies,” says Dr. 
Madabhushi. “Without the close collaboration 
between urologists and radiologists, the algorithms 
that we build will not incorporate the necessary 
quantitative measurements and clinical expertise.” 

By collaborating in this way, all of the members of the 
group are able to understand subtleties and see how 
their work is improving patient care. “We are leading 
the way in perfecting the technology and are proud of 
our unique degree of collaboration,” says Dr. Ponsky. 

To request a patient referral, contact the 
urology Institute at 216-844-3009 or email 
UroInnovations@UHhospitals.org.

guIdIng care vIa 
MrI-ultrasound IMage fusIon
when a patient has a high Psa reading or irregularity on 
digital rectal exam (dre), the next step is often a biopsy of 
the prostate. typically, this has been done with ultrasound 
guidance but without any true knowledge of where a 
cancer lesion might be within the prostate. “the prostate 
remains the only part of the body that is blindly biopsied 
for cancer without a specifi c target,” says dr. Ponsky. 

to address this issue, uh urologists perform an MrI 
before prostate biopsy to better identify which part of 
the prostate holds a potential cancer lesion. 

By performing the MrI prior to the biopsy, the urologist 
fi nds the exact region of the prostate to target. fusing 
MrI images with live ultrasound images (us) improves 
biopsy accuracy even further. 

“we are excited about the new fusion technology that 
drastically improves what we do,” says dr. Ponsky. “we 
are able to pinpoint and precisely target the lesion that 
we are interested in, even when it is only millimeters 
in size. we are fi nding that this approach is making a 
difference in patient outcomes.”

Statistical 3-D prostate imaging atlas derived from multi-
parametric MRI showing cancer distribution in vivo

Comparisons of cancer maps (three different patient 
studies) derived from pre-operative MRIs (top row, 
cancer ground-truth in red) and Discriminatively 
Weighted Local Binary Patterns (DWLBP) showing 
suspected probability of cancer (second row)
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Renal hilum seen before and after Firefly Fluorescence activation.©2014 Intuitive Surgical, Inc.

Robotic SuRgeRy expanding at uH
New tools and techniques are taking robot-assisted 
minimally invasive surgery to the next level

Robot-assisted minimally invasive 
surgery (MIS) has been shown to 
reduce recovery time and pain after 
surgery. Although not all open 
surgeries can be performed in this 
way, the opportunities are growing. 
“We are currently conducting 
many robotically assisted surgeries, 
including prostatectomies, partial 
nephrectomies, cystectomies and 
ureteral reimplantations,” says Robert 
Abouassaly, mD, mSc, a urologic 
oncologist at UH Case Medical Center.

For the past several years, Dr. 
Abouassaly has been building a 
strong robotics surgery program at 
UH. “The advantage of robotically 
assisted surgery over laparoscopic 
surgery is that the robot provides a 
greater degree of freedom, facilitating 
surgeries that require a lot of 
suturing,” says Dr. Abouassaly. “The 
dexterity of the robot allows us to 
convert a wider range of surgeries from 
open to minimally invasive.”

welcoMIng the latest 
technology
Last fall, UH welcomed the daVinci® Xi, 
the newest model in robotic surgical 

systems. “We are very excited about 
the new system,” says Dr. Abouassaly. 
“It includes several new tools and 
advancements that will expand our 
range of surgical offerings.”

The new system has improved optic 
resolution to help visualize structures 
during surgery. It also includes novel 
components, such as a stapler that will 
allow bowel work and a vessel sealer 
for prostatectomies and cystectomies. 
“A nice feature called ‘firefly’ allows 
us to see blood vessels at the flip of a 
switch,” he says. “This is particularly 
useful to check perfusion during bowel 
surgeries and partial nephrectomies.”

exPandIng use 
across servIces
The robotically assisted MIS program 
at UH is led by a steering committee 
responsible for driving the systemwide 
shift to support robotics. In the past 
year, Dr. Abouassaly has seen a greater 
interest by thoracic and general 
surgeons in using the system. To 
further develop the program, UH has 
recruited both a colorectal surgeon and 
a general surgeon who specialize in 
robotically assisted MIS. 

Robotically assisted MIS is clearly a good 
match for urology. Several surgeons 
within the UH Urology Institute use 
the robotic system, including Lee 
Ponsky, mD, Director of the Division of 
Urologic Oncology, and Leo & Charlotte 
Goldberg Chair in Advanced Surgical 
Therapies at UH Case Medical Center.

Also using the robotic system are 
Lynn Woo, mD, a pediatric urologist 
with the UH Urology institute and UH 
Rainbow Babies & Children’s Hospital; 
and Assistant Professor of Urology 
at Case Western Reserve University 
School of Medicine, and Simon Kim, 
mD, mPH, a urologic oncologist with 
UH Case Medical Center. “Given 
the new tools and interest among 
my colleagues, I am excited about 
innovating in this field and converting 
more diverse surgeries to a minimally 
invasive approach, such as a radical 
nephrectomy for large renal tumors,” 
says Dr. Abouassaly.

To learn if minimally invasive  
surgery might be right for your  
patient or to request a referral, 
call 216-844-3009 or email 
uroinnovations@uHhospitals.org.

Dr. Robert Abouassaly with the daVinci Xi
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a challengIng case of urethral dIvertIculuM
Urethral diverticula, outpouching or cystic structures 
arising from glands around the urethra, may be 
associated with a range of lower urinary tract 
symptoms, such as dyspareunia, post-void dribbling 
and recurrent cystitis or urinary tract infections 
(UTIs). The mass may cause pain when compressed 
or displaced, and the cyst may act as a source of 
infection. When quality of life is affected, excision 
by a surgeon with expertise in diverticula may be the 
only appropriate option.

Typically the stalks of the diverticula originate 
ventrally along the distal one-third of the urethra. 
“So if one imagines looking down the urethra and 
it appears like a circle, diverticula usually originate 
from 5 to 7 o’clock on the ventral aspect,” explains 
Adonis Hijaz, mD, Director of the Female Pelvic 
Medicine & Surgery Center at University Hospitals 
Urology Institute. In these cases, the diverticula 
reside between the vagina and the urethra. “As they 
develop, they can grow anteriorly around the urethra 
to ‘saddle’ it with arms that extend around the 
urethra,” he says. “We call these saddle diverticula.”

PresentatIon and IMagIng fIndIngs
A 55-year-old active woman presented with recurrent 
UTIs over the previous several months. The patient 
reported no dyspareunia or post-void dribbling of 
urine. On exam, there was no palpable cystic mass 
over the anterior vaginal wall; however, on cystoscopy, 
an opening corresponding to a 7-o’clock position was 
seen in the distal urethra. This suggested a urethral 
diverticulum. MRI confirmed a two-centimeter right 
anterior diverticulum with a neck originating similar to 
that seen with cystoscopy (Figure 1).

Given the severity of the symptoms and size of 
the diverticulum, the patient was counseled and 
opted for surgery. 

tyPIcal surgIcal Procedure
Usually, the urethral diverticula are accessed via 
incisions in the anterior wall of the vagina. Once the 
diverticulum is dissected and removed, the opening 
where the stalk, or ostium, was communicating 
with the urethra is sutured closed, and the surgeon 
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yperforms a multilayered closure to restore the tissue 

layers. When the stalk extends anteriorly around the 
urethra, the surgeon begins by locating the stalk 
connection with the urethra and then tracks the stalk 
anteriorly to dissect and remove the diverticulum.

“In this case, despite multiple maneuvers, including 
looking in the bladder and attempting to cannulate it 
from its urethral origin, we were unable to locate the 
stalk, discovering later that the stalk was collapsed 
and not apparent,” Dr. Hijaz says. During surgery, an 
ultrasound confirmed the presence of the anterior 
diverticulum.

adaPtIng the aPProach
Exhausting the transvaginal procedure, Dr. Hijaz 
performed a suprameatal approach anterior to 
the urethra. “By going in above or anterior to 
the urethra, we needed to be particularly careful 
because it requires disrupting the pubourethral 
ligaments that help to stabilize the urethra,” 
says Dr. Hijaz. “These then must be meticulously 
reconnected as we finish and close.”

In this approach, the ligaments were only disrupted 
on the side corresponding to the diverticulum sac. 
Once the sac was excised, the ligaments were 
reattached successfully.

The patient had a normal recovery. On follow-up, she 
had no incontinence or problems with recurrent UTIs 
and was happy with her outcome.

For more information about urethral 
diverticulum or other urogynecological concerns 
or to refer a patient, call the uH Female Pelvic 
medicine & Surgery Center at 216-844-3009 or 
email uroinnovations@uHhospitals.org.
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Figure 1

Robotically assisted MIS is clearly a good 
match for urology. Several surgeons 
within the UH Urology Institute use 
the robotic system, including Lee 
Ponsky, mD, Director of the Division of 
Urologic Oncology, and Leo & Charlotte 
Goldberg Chair in Advanced Surgical 
Therapies at UH Case Medical Center.

Also using the robotic system are 
Lynn Woo, mD, a pediatric urologist 
with the UH Urology institute and UH 
Rainbow Babies & Children’s Hospital; 
and Assistant Professor of Urology 
at Case Western Reserve University 
School of Medicine, and Simon Kim, 
mD, mPH, a urologic oncologist with 
UH Case Medical Center. “Given 
the new tools and interest among 
my colleagues, I am excited about 
innovating in this field and converting 
more diverse surgeries to a minimally 
invasive approach, such as a radical 
nephrectomy for large renal tumors,” 
says Dr. Abouassaly.

To learn if minimally invasive  
surgery might be right for your  
patient or to request a referral, 
call 216-844-3009 or email 
uroinnovations@uHhospitals.org.

Dr. Robert Abouassaly with the daVinci Xi
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neW Study SHoWS pSa ScReeningS HaVe SteadiLy decLined
wIll the recoMMendatIon agaInst routIne screenIng lead 
to delays In dIagnosIng advanced dIsease?

Innovations in Urology Winter 2015, Volume 7
Contributors: Edward Cherullo, MD; Simon Kim, MD, MPH;
Lee Ponsky, MD; Robert Abouassaly, MD, MSc; Adonis Hijaz, 
MD; Publication Coordinator: Phyllis Marino
Email: UroInnovations@UHhospitals.org

Innovations in Urology is published annually by University 
Hospitals for physicians and should be relied upon for 
medical education purposes only. It does not provide a 
complete overview of the topics covered and should not 
replace the independent judgment of a physician about the 
appropriateness or risks of a procedure for a given patient. 

UHhospitals.org. © 2015 University Hospitals in Cleveland, 
Ohio. All rights reserved. Contents of this publication may 
not be reproduced without the express written consent of 
University Hospitals.

University Hospitals Case Medical 
Center and Case Western 
Reserve University School of 
Medicine are consistently 
recognized as two of the premier 
institutions in the nation, 
according to U.S. News & World 
Report’s annual rankings.

In the Winter 2013 issue of Innovations 
in Urology, we reported on the health 
services research program being initiated 
at University Hospitals Urology Institute. 
In one of the projects, researchers 
planned to use population-level data 
to determine the impact of the U.S. 
Preventive Services Task Force (USPSTF) 
recommendations against performing 
routine prostate cancer screening. 

The results of this work are now 
published in the Journal of Urology. 
They suggest that the USPSTF 
recommendations are having a 
signifi cant impact on screening. 

In their study, Afshin Aslani, mD, mPH, 
a Postdoctoral Fellow at Case Western 
Reserve University School of Medicine, 
and colleagues evaluated orders for serum 
PSA testing within the UH health care 
system laboratory, comparing the number 
of PSA tests ordered before the guidelines 

were published with those ordered 
subsequently. They found that the number 
of PSA tests increased until March 2009, 
when the USPSTF recommendations 
were published, and then decreased 
signifi cantly, continuing to decline until 
the end of the study period.

“We are seeing a defi nite effect on the 
primary care and urology clinical practice,” 
says Robert Abouassaly, mD, mSc, a 
urologic oncologist at UH, and Assistant 
Professor of Urology at Case Western 
Reserve University School of Medicine. 
He was the principal investigator of the 
research. “We are concerned because 
patients who are benefi ting from 
screening may not be detected until 
later, when they are likely to present with 
disease that is much more advanced.”

The study did not investigate how 
reduced PSA testing may affect 
diagnosis, treatment or prognosis. That 

is an important goal of future research, 
Dr. Abouassaly says.

The USPSTF recommendations 
are controversial. A key trial that 
infl uenced the task force’s decision 
has been criticized because patients 
assigned to the unscreened/control 
group had, in fact, been screened 
around 50 percent of the time. 
Another pivotal trial, without this 
limitation, found that PSA testing 
reduced prostate cancer mortality by 
between 21 and 29 percent. 

“The fundamental question is, ‘How 
many patients need to be diagnosed and 
treated in order to cure one patient?’” 
says Dr. Abouassaly. “If there is a decline 
in the number of patients diagnosed 
with prostate cancer, is that acceptable? 
Is a rise in prostate cancer mortality 
rates acceptable after we’ve seen a 
decline in recent years?”
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