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When thinking about the future of the urology there are
organisational, educational and clinical aspects to consider.

To speak on the organisational issues is beyond the
scope of this presentation and I leave this to those who rep-
resent us in various professional establishments. I would
rather concentrate on the issues of postgraduate education
and clinical practice and their changing role in the future of
urology.

Our medical education does not end once training is
completed. Although attendance at and preparation for
weekly seminars are no longer required, we are constantly
challenged to keep abreast of the latest urological discover-
ies.

Our patients' health and wellbeing depend on our
knowledge and competence. Hence, responsible urologists
dutifully fulfill continuing medical education requirements
and try to decipher their share of the 20 000 - 25 000
biomedical journals currently being published.

Using only these traditional methods, will our practices
reflect the advances in urology as the years pass? In my
view, there are serious limitations to the traditional meth-
ods urologists presently use to keep abreast of the latest
medical findings and the only way forward is the incorpora-
tion of evidence-based urology (EBU) into everyday prac-
tice.

The challenge to stay current on new medical findings
involves all fields of medicine, especially urology, where
new discoveries are constantly being made.

For example, the discovery of prostate specific antigen
(PSA) in 1971 subsequently revolutionised the diagnosis of
prostate cancer. Since the advent of endourology in the
1970s, the management of stone disease has significantly
improved and is less morbid. Updates and recommenda-
tions for changes are constantly being published based on
one study or another.

How are we to know what is best for our patients?
Critical thinking
I believe that the best approach is that of EBU. The funda-
mental concept of EBU is that a medical practice should be

based on the critical review of the best available evidence
from clinical research.™?

Many obstacles have kept EBU from more widespread
use.

These obstacles — including our negative attitudes, the
enticement of new technology, our old habits and the fear
of bad results — need to be explored to overcome the barri-
ers to full implementation of EBU.

Starting with the first day of medical school, we are over-
whelmed with information. As students, we absorb every-
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thing our professors tell us, and there is no impetus to
question their authority.

The prestige that society has given to medicine over the
years inhibits us from questioning our ‘elders’ in the field of
urology.

In the history of scientific and technological endeavour,
there are few if any cases in which the end was exactly what
was intended at the beginning. In the mid-19th century,
William Perkin sought a way to make artificial quinine out
of coal tar and ended up with the first aniline dye.

Imagine the London summer of 1928: an open window
in a hospital lab lets in a spore that settles on a Staphylococ-
cus culture dish left unwashed. A mould grows and contam-
inates the Staphylococcus. The lab user returns. Because he is
bacteriologist Alexander Flemming, and because his lab has
not been cleaned, penicillin is discovered. Accident plus
luck have made a significant contribution to many a scien-
tist’s reputation.

The reluctance to question authority is sustained as we
mature from students to clinicians. Hence, there will always
be experts who encounter minimal arguments regarding the
scientific merit of their work.

In turn, their work will be perpetuated in algorithms for
diagnosis and treatment.

For example, how many times have we changed our
technique on radical prostatectomy after listening to a
world expert at a congress, and ended up with bad results?

‘Any surgeon who would attempt an operation of the
heart should lose the respect of his colleagues,” declared the
great German surgeon T Billroth in 1893 — and for good
reason, as any attempt would necessarily kill the patient.
Consequently, the heart remained out of bounds for sur-
geons for another fifty years.

In the 1960s, Lyon and Tango® suggested that a ring of
fibrous tissue just inside the external meatus obstructs urine
outflow leading to urinary tract infections in young girls.
Dividing or dilating the distal urethral stenosis supposedly
cured such infections. Many studies reported on this phe-
nomenon and its therapy, but it was not until randomised,
controlled trials refuted the efficacy of urethrotomy in
women.*

Another obstacle to the implementation of EBU is the
glamour of new inventions. Urologists are all too eager to
incorporate the latest medical findings that promise to
increase the size of their armamentarium. The lure of such
technology often overshadows the flawed background stud-
ies on which the efficacy and safety of an instrument is
based.

We find comfort and security in the habits we learned
during the years of our formal training, where we borrowed



guidelines from others and observed first-hand the outcome
of the treatments. We eventually developed diagnostic and
treatment algorithms and passively applied them to our
own patients based on their presentation.

Once widely practiced patterns become established, they
are extremely hard to change.

Nevertheless, we need to question the things we do.

We are creatures of habit, and it is this inertia that prop-
agates dogmas.

Why do we perform a digital rectal exam (DRE) on
patients who have undergone a radical prostatectomy when
we use PSA to follow recurrences? Maybe the DRE is left
over from the pre-PSA era when it was considered the 'gold
standard'.

Many studies have shown that PSA detects recurrent
adenocarcinoma of the prostate 3 - 5 years before any clini-
cal recurrence can be detected by the DRE, yet we continue
to subject our patients to this probably unnecessary follow-
up procedure.’

Another example is the evaluation of sub-fertile males
using the full endocrine panel of FSH, LH, testosterone, and
prolactin.

Sigman and Farow® have strongly advocated a limited
endocrine screening since 1997. They reported that only
1.8% of men undergoing infertility evaluation will have a
clinically significant endocrinopathy that would impact dis-
ease. Of those detected, all were identified with only FSH
and testosterone.

Most of us tend to base our urological practice on the
last disastrous result we encountered or heard about.

Treatments should not be influenced by the last compli-
cation or by anecdotal experience. When seeking the opin-
jons of colleagues, remember that their advice will probably
be tainted by their personal experiences.

Antibiotic therapy after cystoscopy may have been justi-
fied in the past, but closer examination shows that the
older studies on which this practice is based do not reflect
the updated instrumentation and techniques in use today.
Nevertheless, antibiotics are still prescribed after urethral
instrumentation for fear of complications.

We frequently find ourselves referring to the sources we
used in our formal training, whether this means consulting
academic Jeaders or seeking traditional review articles and
textbooks. Textbooks and review articles are clearly not the
best source of answers to difficult problems. While they
present useful information on disease presentation and
characteristics, textbooks can be as many as 10 years out of
date regarding treatment options. Traditional review arti-
cles may be more current than textbooks, but both are often
derived from observations or case reports, making them
nonreproducible and of low scientific value.

A better way to keep abreast of new findings in the 21st
century is EBU. EBU is defined as the process of systemati-
cally finding, appraising and using contemporary research
material as the basis for clinical decisions (Table I).

Identifying relevant studies is sometimes a problem. This
is readily remedied by access to the Internet. This tool puts
the ability to obtain information quickly and efficiently
within the reach of most doctors.”

At present, Internet connectivity is growing rapidly in
developing world countries, including Africa. Public access
to Internet services is now available in the capital cities of 42
of the 54 African nations.
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Table I. Steps to evidence-based urology

DEFINE THE CLINICAL QUESTION
IDENTIFY RELEVANT STUDIES
CRITICALLY APPRAISE THE

VALIDITY OF THE STUDIES
APPLY THE FINDINGS

There is already a large volume of urology-related infor-
mation available in digital format. This includes abstracts
of journal articles, full contents of textbooks, clinical trial
repositories, critical incident reports, libraries of medical
images, medical audio libraries and video clips of medical
procedures (such as endoscopy and laparoscopy).

Most of these references fulfill the strict criteria as being
evidence based and thereby omit the poor studies. Based on
these studies, many popular recommendations have been
found to be useless. Unless we engage in rigorous continu-
ous medical education (CME), our clinical competence will
decline with time.

While there is an established mechanism of CME in
South Africa aimed at keeping urologists up to date, its cur-
rent strategies such as workshops organised by pharmaceu-
tical companies and traditional conferences do little to
change urological management.

Why not change these courses so that they discuss criti-
cal thinking and undertake a systematic review of the evi-
dence currently found in the literature? This will not only
help evaluate the currently published information, but will
also improve the critical thinking skills of all involved urol-
ogists.

Urologists are increasingly relying on meta-analyses to
support their clinical strategies.

Caution must be exercised when considering the results
of this summary information from various studies because
pooled results incorporate biases of the individual studies
and introduce new sources of bias.

Learning how to learn, rather than passively accepting
the experiences and biases of others, should be a lifelong
pursuit.

The future challenge

In the remaining time I would like to concentrate on the
clinical aspects, particularly on how things might change in
urology and how well we are adapting to that change.

There is considerable evidence that the incidence of
stone disease is increasing, involving all population groups
in South Africa.

It appears to me that the demand for investigation and
treatment, at least in the private sector, is probably being
met.

On the other hand, the percentage success rate with our




various forms of treatment seems to be getting less. The
recurrence rate with modern extra-corporeal shockwave
lithotripsy (ESWL) is higher than with the first generation
of ESWL machines, which in turn is higher than with per-
cutaneous nephro-lithotomy (PCNL), which in turn is
higher than with open surgery.

In short, with demand being met in the private sector,
the challenges are to reduce recurrence rate and increase the
participation of patients in public hospitals.

There is a big role for medical treatment as well, but very
few units are actively pursuing this.

Again, with regard to cancer, the demand for treatment
of clinically overt disease is probably being met.

Pressure from the Health Authorities for screening for
early disease is mounting.

A review of the mortality would suggest, in fact, that the
challenge is to reduce the mortality of metastatic disease
and bring the effectiveness of the treatment of the other
tumours in line with the treatment of testis cancer.

Research activity concentrates on gene therapy, rather
than traditional therapies for cancer.

Research in gene therapy has the merit of being genuine
science, which will keep many molecular biologists happy
for decades working out the infinite complexity of the genes
and the proteins for which they code. This is interesting
enough for those who are interested in that sort of thing.
The danger of genetics, as is now widely perceived, is that it
threatens to sideline medical research down the blind alley
of reductionist explanations, where all biological questions
are reduced to the most fundamental level of the gene,
when it should be looking upwards and outwards and side-
ways, probing the mysteries of biology to find the causes of
diseases.

The benefit of blowing away this smoke screen of false
illusions and millenarian promises would be to liberate
medicine to concentrate on its legitimate task of, in William
Blake's memorable phrase, ‘Doing good in minute particu-
lars.

The success of chemotherapy in the treatment of testis
cancer and the demonstration that this sensitivity is due to
identifiable targets for novel chemotherapy suggests that in
the foreseeable future more progress might be made by the
combination of surgery and such novel chemotherapy than
with gene therapy.

In benign conditions, such as incontinence, sexual dys-
function and lower urinary symptoms, are many problems
that are not yet being seen and therefore there is a huge
unmet demand.

With regard to incontinence alone it has been estimated
that less than 2% of sufferers in South Africa actually
undergo investigations and treatment; the rest treat them-
selves with pads and other absorbents or simply succumb to
their destiny.

Our population demands higher and higher standards
from us.

Laparoscopy is a particular case in point, as here we
really have fallen behind. Sooner or later, it seems to me, it
will no longer be good practice to do open nephrectomy,
just as, about 10 years ago, it suddenly became no longer
good practice to do open stone surgery.

Urology in South Africa is lagging a long way behind
gynaecology and surgery in training registrars to do laparo-

scopic surgery, and we stand to lose credibility with the
patients when general surgeons can offer nephrectomy to
patients and urologists cannot.

HIV/AIDS - epidemic numbers still growing

As people are living longer with HIV and AIDS, urologists
will undoubtedly come into contact with increasing num-
bers of HIV-infected patients.

The HIV/AIDS epidemic in South Africa is still growing
and has not yet reached its plateau. The accepted estimate
of pregnant women infected with HIV in KwaZulu-Natal
(KZN) is 36%.

Management of HIV/AIDS patients by South African
urologists is a certainty due to the high incidence of the dis-
ease in the country. Despite thorough research, there still
exists a paucity of data concerning the urological manifesta-
tions worldwide.

Studies within the Durban Academic Hospitals have
revealed that HIV/AIDS is associated with multiple oppor-
tunistic infections, unusual malignancies, voiding dysfunc-
tion as well as metabolic disturbances.’

The natural history of the disease process is frequently
influenced by the patient’s underlying immune status.
Therefore, management of these conditions must take into
consideration the patient’s underlying HIV and immune
status.

Proper recognition and treatment of the numerous
abnormalities, as well as the proper handling of public
health issues, are critical to the prevention of morbidity and
mortality associated with HIV.

The Joint United Nations Programme on HIV/AIDS
(UNAIDS) and the World Health Organisation (WHO) has
estimated that at the end of 1999 there were 33.4 million
people infected with the virus.

Approximately 96% of people with HIV/AIDS live in the
developing world; 70% live in sub-Saharan Africa. (Figs 1
and 2).

Urinary tract infections and HIV/AIDS

The prevalence of bacterial urinary tract infections (UTIs)
in HIV-infected patients appears to be directly related to the
stage of immunosuppression. Several studies have shown
an increased incidence of bacteruria in patients who have
CD#4 cell counts less than 200/l or other AIDS-defining cri-
teria when compared with HIV-positive patients who do
not have AIDS.
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Fig. 1. Growth impact of HIV 1990 - 1997 (80 developing countries).
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