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.' MUSIC’s Purpose flusic

A community that partners to improve
patients’ lives by inspiring high-quality
care through data-driven best
practices, education, and innovation




[l Agenda

Welcome & General Updates .
Reports Redesign

Prostate — Active Surveillance:
State of the State

ROCKS — Exploring Practice
Patterns for Pre-operative Urine
Testing and Antibiotic Use for
USR in Michigan: Can We Impact
Infectious Hospitalizations?

ﬁfllSIG

Michigan Uro\ofgica\ Surgery
improvement Collaborative

KIDNEY — Proposed Clinical Trial
of Renal Mass Biopsy before
Surgery for 3-7cm Masses

Lunch

BPH — Droppin’ the BASS: Kicking
Off the Future of BPH Treatments




B Welcome Members and Guests!

New Members .
e University of Florida

New MUSIC Staff
* Lily Zamora

BCBSM Partners
e Faris Ahmad, MD

Patient Advocates

* Doug Adams

* Craig Bloch

* David and Kay Bueby
* Walter Krell

* Michael Little

* Chip Ostermeyer

* Dennis Sitek



l MUSIC Webinar: Thank You CARES Team!

o MUSIG Presents: fliusic | canes

A nor%'rofn corporation and ima&nmem licensee a with AtveRse Event§
of the Blue Cross and Blue Shield Association

Tools and Techniques for Managing Adverse Events

0

MADDY GREVILLE-HARRIS, PHD GITA PENSA, MD PHILLIP PIERORAZIO, MD

Clinical Psychologist Adjunct Associate Professor Chief of Urology
Senior Lecturer in Psychology Department of Emergency Medicine Penn Preshyterian Medical Center
Bournemouth University Warren Alpert School of Medicine, University of Pennsylvania

Brown University

BETSY GALL JAMES PEABODY, MD DIANE YOUNG, MD KARLA WITZKE, DO
Author MUSIC Urologist MUSIC Urologist MU'SI.C.Uroiogsst
The Illusion of the Perfect Profession Henry Ford Health Munson Healthcare MyMichigan Health
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. Making an IMPACT: One Weekend in April

T

ﬁfllSIG

Michigan Urological Surgery
improvement Collaborative

Michigan provider data offers
direction for kidney cancer
surveillance

Beyond AUA, NCCN and EAU guidelines, Michigan urologist data
provides consensus for optimizing renal cancer surveillance.

o]x]olo]e

SOUL Trial reveals clear patient
preference: Skip the stent after
ureteroscopy

Stent omission reduces pain and health care utilization post-
surgery.

olxjolo]=

Research

JAMA Oncology | Original Investigation
Trends in Surgical Overtreatment of Prostate Cancer

Steven M. Manda, MD, MSCI; Timothy Demus, MD; Salvador laime-Casas, MD; Sabir Meah, MS;
Arnav Srivastava, MD, MPH: Richard Sarle. MD: Corinne Labardee, MPH: Khurshid R Ghani, MD;
Kevin M. Ginsburg, MD; Todd M. Morgan, MD; Tudor Borza, MD, MS

IMPORTANCE Overtreatment of prostate cancer is a public health concern that undermines
prostate cancer screening efforts.

OBJECTIVE T¢ in pathologic
as a surrogate for overtreatment.

ing the past 2 decades

DESIGN, SETTING, AND PARTICIPANTS This retrospective cohort study examined the grade of
prostate cancer on final pathology reports among patients undergoing prostatectomy
between January 1, 2010, and September 1, 2024, in 2 parallel cohorts: Surveillance,
Epidemiology, and End Results (SEER), a nationwide cancer registry, and Michigan Urological

Lrgery ive (MUSIC), ide clini istry. of
higher-risk: i d 1 prostatectomy during this
period was also assessed,

EXPOSURES The primary exposure of interest was year of radical prostatectomy.

MAIN OUTCOMES AND MEASURES The primary outcome was the proportion of all
prostatectomies that were pathologic grade group 1(pGG1) on final pathology reports. The
secondary outcame was the proportion of pGGI prostatectomies with a higher-risk
preoperative feature, assessed s a binary variable and including at least 1 of the following:
more than 50% of biopsy cores positive, prostate-specific antigen of 10 ng/mL or higher, or
grade group 2 on biopsy.

RESULTS A total of 162 558 male patients in SEER (median [IQR] age, 63 [57-67] years) and
23370in MUSIC (median [IQR] age, 64 [59-63] years) underwent prostatectomy. The
proportion of radical prostatectomi ing i final pathology reports decreased
from 32.4% (5852 of 18 071) to 7.8% (978 of 12500) between 2010 and 2020 in SEER and
from 20.7% (83 of 401) to 2.7% (32 of 1192) between 2012 and 2024 in MUSIC. A more
recent prostatectomy was associated with a lower likelihood of a pGGI prostatectomy while
controlling for age and race within SEER (odds ratio [OR] per 5 years, 0.41; 85% Cl,
0.40-042; P < .001) and MUSIC (OR per 5 years, 0.39; 95% Cl, 0.36-043; P < .001). Withina
is of th i ‘were final pGG1, amore recent prostatectomy

iated with the pr e of a higher-risk preoperative feature, i i than
50% of biopsy cores positive, prostate-specific antigen of 10 ng/mL or higher, and grade
group 2 on prior biopsy within SEER (OR per 5 years, 160; 95% Cl, 1.54-1.67; P < .001) and
MUSIC (OR per 5 years, 1.60; 95% Cl, 1.34-1.90; P <.00T)

CONCLUSIONS AND RELEVANCE This cohort study found that since 2010, the frequency of

Supplemental content

PGGI prostatectomies markedly decreased, and those few that were perfarmed
likelly to have a higher-risk feature. This reduction in the proportion of prostatectomies that
are pGGT likely reflec i ic pathways, adherence to active surveillance

of
Urology. University of Michigan. Ann
Arbor {Manda, Meah, Srivastava,
Labardee. Ghani. Morgan, Borza):

prptocols for low-risk cases, anq ongoing eﬂgns at‘bmh the state anq na(\lnna\ \evlels t© Department of Urclogy, Sparrau
minimize unnecessary surgical interventions in pati gr linically insigni Lansing. Michigan
prostate cancer. (Demus, Sarle); Department of

Medical Oncology, City of Hope
Comprehensive Cancer Center,
Duarte, Calfornia (Jime- Casas),
Department of Urology. Wayne State
University, Detroit, Michigan
(Ginsburg)
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Research

JAMA Oncology | Original Investigation
Trends in Surgical Overtreatment of Prostate Cancer

Steven M. Monda, MD, MSCI; Timothy Demus, MD; Salvador Jaime-Casas, MD; Sabir Meah, MS;
Arnav Srivastava, MD, MPH; Richard Sarle, MD; Corinne Labardee, MPH; Khurshid R. Ghani, MD;
Kevin M. Ginsburg, MD; Todd M. Morgan, MD; Tudor Borza, MD, MS

Supplemental content
IMPORTANCE Overtreatment of prostate cancer is a public health concern that undermines
prostate cancer screening efforts.

OBJECTIVE To assess trends in pathologic grade on prostatectomy during the past 2 decades
as a surrogate for overtreatment.

DESIGN, SETTING, AND PARTICIPANTS This retrospective cohort study examined the grade of
prostate cancer on final pathology reports among patients undergoing prostatectomy
between January 1, 2010, and September 1, 2024, in 2 parallel cohorts: Surveillance,
Epidemiology, and End Results (SEER), a nationwide cancer registry, and Michigan Urological
Surgery Improvement Collaborative (MUSIC), a statewide clinical registry. The presence of
higher-risk features among patients who underwent grade group 1 prostatectomy during this
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Value Based Reimbursement
(VBR)

Blue Cross
— Blue Shield
VY Blue Care Network
® ®

of Michigan

Nonprofit corporations and independent licensees
of the Blue Cross and Blue Shield Association



. 2026 (payout) VBR
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Mishigan Urological Surgery
Trmroyement Galkoiive

Performance Measure Measurement Baseline Target
Level Performance Performance

Prostate: Active Surveillance Follow-Up

ROCKS: Post-URS Ureteral Stent Duration >5 days Collaborative-wide

KIDNEY: Active Surveillance Follow-Up

Prostate: Post-RP PSA

ROCKS: PRO Enrollment PRACTICE
KIDNEY: Opioid-limited Partial and Radical
Nephrectomy

Smoking Cessation: Counseling
Collaborative-wide

Smoking Cessation: Quitting

87%

85%
28%

MUSIC
89%
MUSIC

54%

MUSIC

52%
82%
36%

> 89%
> 87%
> 34%

> 92%

> 75%
> 43%

> 85%

> 40%

Blue Cross
Blue Shield
VAV Blue Care Network
® of Michigan

of the BI e C oss a d BI e Sh eld Assoc ato
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[l 2026 (payout) VBR Pusc

Performance Measure Measurement Baseline Target
Level Performance Performance

Prostate s

ROCKS: | Collaborative must meet 2 of 3

KIDNEY: Active Survelllance Follow-Up

Prostate: Post-RP PSA 200/ > 92%

ROCKS: PRACTICES must meet 1 of 3

KIDNEY: \Srere

_ W
Nephrectomy 52% = 43%

Collaborative must meet 2 of 2

Blue Cross
Blue Shield
VAV Blue Care Network
® of Michigan

p C
Hh BI C dBI Sh IdA iation
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Jll 2027 (payout) VBR flusic

Performance Measure Measurement Baseline Target

Level Performance Performance

Prostate: Post-RP Annual PSA Follow Up 74% >77%
Collaborative-wide
ROCKS: Post-URS Infectious Hospitalization 2.5% <2.3%
MUSIC : o
Prostate: Active Surveillance Follow Up 91% Practice-specific
PRACTICE
ROCKS: Post-URS Stent Duration 87% Practice-specific
Smoking Cessation: Counseling 74% > 85%
Collaborative-wide
Smoking Cessation: Quitting 33% > 40%

Blue Cross
Blue Shield

VAQ Blue Care Network
of Michigan

dependent licensees
of the BI eC ossa dBI eSh eld Assocato
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) 2027 (payout) VBR flusc

Performance Measure Measurement Baseline Target
Level Performance Performance

Collaborative must meet 1 of 2

PRACTICES must meet 1 of 2

Collaborative must meet 1 of 2

Blue Cross
o P Blue Shield
VoY Blue Care Network
s Sik

® of Michigan

Nonprofit corporations and independent licensees
of the Blue Cross and Blue Shield Association
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. 2026 & 2027 VBR Participation: Physician-Level ——  flusic

To earn VBR rewards, each PHYSICIAN must
* Do at least 1 of the following for the 2026 VBR (from 7/1/24-6/30/25)
* Do at least 2 of the following for the 2027 VBR (from 7/1/25-6/30/26)

1) Attend a collaborative-wide meeting
2) Attend a skills workshop
3) Attend your MUSIC site visit

4) View your reports in the registry

Blue Cross
Blue Shield
VAV Blue Care Network
of Michigan
dent licensees
ssociation



. Leadership Updates — NEW CO-DIRECTORS

Tudor Borza Casey Dauw
MUSIC Co-Director MUSIC Co-Director
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. Leadership Updates — BPH PHYSICIAN LEADERS ——  flusic

Wilson Sui
BPH Director
University of Michigan

Sabry Mansour
BPH Co-Director
Urology Specialists of Michigan

John DiBianco
BPH Co-Director
University of Florida

Jay Lonsway

BPH Physician Lead
Western Michigan
Urological Associates
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. THANK YOU MUSIC Coordinating Center TEAM | ——  fiiusic

Susan Linsell Anna Johnson  Corinne Labardee Jerison Ross Mahin Mirza Rabia artin

o

Becki Avedisian ~ Amiya Alexander Lily Zamora Elaina Shoemaker ~ Sabrina Clark Erik Sucher

J A
Rod Dunn Stephanie Sabir Meah Caitlin Seibel Dr. Golena
Daignault-Newton Fernandez
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A community that partners to improve
patients’ lives by inspiring high-quality
care through data-driven best
practices, education, and innovation
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Reports Redesign

Rod Dunn, MS
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The State of the State:

Active Surveillance for Prostate Cancer

Tudor Borza, MD, MS



Bl Prostate Agenda

*—'
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==Y Current surveillance patterns in MUSIC

O—=

Surveillance and oncological outcomes of current
patterns

D
8”8 Discussion



l Why It’s Important

Appropriately staged cancer behaves ¥ men avoid treatment
in predictable fashion %5 significantly delay treatment

Improved quality of life Low risk for missed cure

1. Loeb, et al. Eur Urol 2015;67:233-38 2. Klotz, et al. J Clin Oncol 2015;33:272-77 3. Newcomb, et al. J Urol 2015;195:313-320
4.Welty, et al. J Urol 2015; 193-807-811 5. Hamdy, et al. NEJM 2023, 388:17



. Next Steps for Active Surveillance

p
MUSIC’s Active MUSIC to use data to

Surveillance Roadmap inform a Flight Plan on
paved the way what AS should look like




Jll Creation of Actionable “Roadmap”

Roadmap for Management of

Men With Favorable-
Risk Prostate Cancer

ﬁ w
Michigan Urological Surgery
Improvermnent Collaborative
Making Michigan #1 in Prostate Cancer Care
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"Who Should Go on Active Surveillance fusic

Imprevament Callaborative

Low Volume Gleason & 1-2 cores Intermediate Volume Gleason 6
M cores =508 1-2 cores 3-5 cores
Any core =509 OR ¢ 2 cores with >50%
Roadmap for Management of
Man African American African American MNon African American African American
Lite Men With Favorable-
Expe 10-20 Years =20 ¥Years | 10-20 Years | =20 Years =20 Years 5k Prostate Cancor
PSAD
=015
1
PSAD
z0.15
High Volume Gleason 6 Low Volume Gleason 3+4 P ——
3-5 cores op [ e No core >50% G7
3 or more with =508 Ay %
Mon African American african American Mon African American African American
Ex u:;ﬂ 10-20 ¥Years | >20 Years | 10-20 Years =20 Years 10-20 Years | =20 Years | 10-20 Years | =20 Years
I+ E#
PSAD I+ Ex
<015 [ 5
- EE
[_
I+ E#
PSAD o PSAD
z0.15 : :: = 0.15 : :: Uncertain
Uncertain
E- E-
KEY: [N oo srvomace | vnowsn [ comsaer e |
I+: Sexual activity is important to me I-: Sexual activity is not important to me
E+: | do have good erections E+/-: My erections are not very good E-: | cannot get an erections

2



.' 90% of Low-Risk Patients on AS

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023




A Third of Men with Grade Group 2 on AS

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023




Il One Quarter of Patients Treated by 5 Years

40% -

Definitive Treatment Cumulative Incidence

30% -

20% -

10% -

0% -

At Risk
Events

1year
9.3%

3 year
16%

J year
28%
\

12

9475
1064

24

36

Months on AS
6884 4931
1672 1958

48

3387
2121

60

2158
2188
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.' 5-Year Treatment Rates Higher in Grade Group 2 Patients - ﬁusnc

40% ~

39% GG2

30%

~20% GG1

10% A 4

Definitive Treatment Cumulative Incidence
N
(@]
N

0% -

0 12 24 36 48 60
Months on AS

== VLR == LR == FIRGG1 = FIR GG2



High-Intensity Surveillance Plan

Diagnosis

Confirmatory Test

Il How Should Active Surveillance Be Done?

Surveillance Phase

PSA Obtain every 6 months
DRE Obtain every 6 months
Tumor Burden Obtain test(s) Obtain every 12 months
Reassessment*+ within 6 months of

(Biopsy or MRI) Diagnosis

Continue until
deterioration

in health or age

or change in
patient preferences

Roadmap for Management of

Men With Favorable-
Risk Prostate Cancer

Making Michigan #1 in Prostate Cancer Care

Low-Intensity Surveillance Plan

Diagnosis

PSA

Confirmatory Test

Surveillance Phase

Obtain every 12 months

DRE

Obtain every 12 months

Tumor Burden
Reassessment®
(Biopsy or MRI)

Obtain test(s)
within 6 months of
Diagnosis

Obtain at least once every
3 years

Continue until
deterioration

in health or age

or change in
patient preferences
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Who is getting a biopsy every
vear on most of their patients?

Show of hands!



‘ ‘mlc
Mishigan Urological Surger:
Imprinament Co abaraite.

PSA Biopsy

How often are we doing these compared to what the
MUSIC Roadmap recommended?




[ ] [ ] v-
- Frequency of PSAs for Low and Intermediate Risk Patients  flusc

FIR GG1 FIR GG2
BYearl MW Year?2 M Year3

100

75

50

25




) ° ° *“
m Frequency of PSAs for Low and Intermediate Risk Patients  flusc

100

15-25% of patients are not getting annual

PSA tests no matter their risk level

VLR LR FIR GG1 FIR GG2
M Yearl Year 2 M Year 3



. Frequency of Biopsy or MRI Testing
(Tumor Burden Reassessment)

100%

90%
FIR GG1 FIR GG2

80%
70%
B Yearl lYearlorZ M Yearl, 2,0r3

60%
50%
40%
30%
20%
10%

0%




. Frequency of Biopsy or MRI Testing

(Tumor Burden Reassessment)

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

30-40% of patients are NOT GETTING ANY
tumor burden reassessment in the

VLR

B Yearl

LR FIR GG1
Yearlor2 MYearl, 2,or3

FIR GG2
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. Variation in Tumor Burden Reassessment at 3 Years - f’uusu:

100% A

AS Patients Receiving Any TBA in 3 Years

0% A

75% A

950% 1

25% -

Total Eligible
AS Patients

25
100
500

°
®
@
. 1000

2000

MUSIC Mean = 68.2%

1

2 3 4 5 6 7 8 9

Practice

10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
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We’ve Deviated from the MUSIC
Roadmap

What are the implications?



T
.' What Are the Implications of How We’re Doing —— ﬁusnc
Surveillance Currently?

Can we rely on PSA?

When do we NEED a surveillance biopsy?




l What Do You Miss When You Skip a Biopsy? ﬁusu:
The Prostate

Upgrading on Per Protocol versus For Cause surveillance
prostate biopsies: An opportunity to decreasing the burden of
active surveillance

For Cause —(—0 Per Protocol
* PIRADS 4/5 lesion g g g g * Not meeting any of these
* Rise in PSA >3 ng DO D@ criteria

* PSA velocity >0.75
* Change in DRE



Bl Occult Cancer Occurs

50

40

30

20

10

45%

26%

> GG2
n=1,054

12%

=l
-

> GG3
n=719




Il Occult Cancer Occurs

50

40

30

20

10

Per Protocol {

Some cadence of

biopsy is warranted.

For cause biopsies can catch disease progression.

> GG2
n=1,054

> GG3
n=719



ﬂ\-u

m MRIs Are Great
40 No Surveillance or Reassuring Reassuring
Confirmatory MRI Confirmatory MRI Surveillance MRI
31%
30
20 17%  17%
10 7.4%
. 2.9% 1.8%
0 Y s

2 GG2 2 GG3



l We Need Surveillance Biopsies

What is the right cadence?

Patients should have a biopsy in the
of surveillance
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.' Metastasis and Death are Rare Events ﬁusm

Metastasis and death are too rare in MUSIC

Biochemical Recurrence (BCR) and
Persistently Positive (PP)
cases will help tell the story




Bl 5-Year BCR Incidence Post-RP

40% -

w
S
X

BCR Cumulative Incidence
N
(@»]
2

0%

—

N

X
1

Delayed RP Immediate RP

16%

_.—-’-"'_'_Fﬂ_'-

12%

1 2 3
Years Since RP



. 5-Year Persistently Positive PSA Post-RP ﬂusuc

Delayed RP Immediate RP
4.9% 3.3%
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Active Surveillance is safe

How we do Active Surveillance in 2025 is different
than what we intended in 2015

We still need to improve the quality of Active Surveillance

Extreme variation exists We can’t skip biopsies

Our data has taught us we need a new AS roadmap




J Let’s Discuss!

Who should be on How should we follow
active surveillance? low and high-risk active
surveillance patients?

What other information
are you wanting about
active surveillance?

Who should be low
and high-risk?
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Exploring Practice Patterns for Pre-operative
Urine Testing and Antibiotic Use for URS in
Michigan: Can We Impact Infectious

Complications?
Casey Dauw, MD
Suprita Krishna, MD



Bl Questions to Answer Today

What is the burden of infection-related complications after
ureteroscopy?

1z o | |
I=7 Are current guidelines meeting the needs of everyday practice?

A What are the risk factors for sepsis after ureteroscopy?

'Sz; D How do we employ pre-operative urine testing and antibiotic use
in Michigan?

®99® \Vhat are next steps to address infectious hospitalizations?
L ()



T
lThe Potential Impact of Hospitalizations in USA —— ﬁusm

An estimated 750,000 —

« p—
&,

) 1,000,000 ureteroscopies
are performed each year

5% of these patients are
re-admitted

R 6% for infectious /
2.5}

b
¥x¥ complication

Q.
1
1
1
1
1
1
1
1
1
1
1
1

------- |nfection-related hospitalizations impact thousands each year

Bhojani, et al. “Sepsis Prevalence and Associated Hospital Admission and Mortality after Ureteroscopy in Employed Adults.” BJU International,2023



: v
l MVC Claims Data: Post-op 30-Day Hospitalization Rate — ﬁusu;

Readmission Rates

10%
0% | e
8% | N/ ’
7% M{ghig&{;iu;
Collaborative
6%
5% _— T~
A% \
3%
2%
1%
0%
2018 2019 2020 2021 2022 2023
Year

I Any IP Hospitalizations

Sepsis related Hospitalizations

In-patient
hospitalization rate:

Infection-related
hospitalization rate:

1.7%



.' Hospitalizations < 30 Days After Ureteroscopy ﬁuusnc

MUSIC Data

Infection-related
Hospitalizations hospitalizations

58% occur within
the first 7 days
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Where do we go from here?




.' Patient Scenario: What Would You Do?

Patient characteristics

% 3 mm kidney stone

é\ Paraplegic

i Neurogenic bladder

T Asymptomatic bacteriuria
on urine culture

7%
e




b
Lyl ]
AN

|

i

American — Syrgical Management of Stones:
Urological

Association AUA/Endourology Society Guideline (2016)

Antimicrobial prophylaxis should be guided by...

Urologic Procedures
and Antimicrobial
Prophylaxis

Prior urine culture Local resistance patterns Current best practice guidelines

What do the antimicrobial best practice guidelines say?

Assimos, Dean, et al. “Surgical Management of Stones: American Urological Association/Endourological Society Guideline, PART I.” The Journal of Urology



. Best Practice Guidelines: Statement 16 ﬁusu:
%?5?5;?21 Urologic Procedures and Antimicrobial
Association Prophylaxis (2019)

Host risks Procedure risks

Positive urine culture No symptoms Weigh the risks

“The significance of colonization is variable”

Lightner DJ, Wymer K, Sanchez J et al: Best practice statement on urologic procedures and antimicrobial prophylaxis. J Urol 2020; 203: 351.



‘ ‘mlc
Mishigan Urological Surgery
Trmroyement Galkoiive




.~ Infectious Diseases Society of America (IDSA) Guidelines — ﬁusnc

1DSA

Infectious Diseases Society of America

S In patients with asymptomatic bacteriuria who will undergo a

\l\\\/l/ urologic procedure, we suggest a short course (1 or 2 doses).

IDSA asymptomatic bacteriuria guidelines do not account for the unique sepsis

risks of ureteroscopy. Only 10 ureteroscopy cases were included in cited studies.

1. ChongJT, Klausner AP, Petrossian A, Byrne MD, Moore JR, Goetz LL, Gater DR, Grob BM. Pre-procedural antibiotics for endoscopic urological procedures: Initial experience in individuals with spinal cord injury and asymptomatic
bacteriuria. J Spinal Cord Med

2. Selda Sayin Kutlu ZA, Koray Tekin, Demet Okke, Serife Akalin, Serkan Altintas MD. Is short course of antimicrobial therapy for asymptomatic bacteriuria before

urologic surgical procedures sufficient? J Infect Dev Ctries. 2012.



Current literature

MUSIC Registry

Y-

flusic

Michigan Urological Surgery
Improvement ollaboratlve

MUSIC urologist practice
pattern survey

Michigan Value Collaborative (MVC)
Claims data
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Who Is At Risk For Sepsis?



ﬁfllSIG

Michigan Uro\ofgica\ Surgery
improvement Collaborative

. 'Risk Factors for Infection After Ureteroscopy

Current literature MUSIC registry

Increasing age Stone Location (Kidney)

4’;
Diabetes Diabetes ﬁ

Michigan Value
Collaborative

Ischemic heart disease Female Gender
2 R o 1 4 (y
( Pre-stented Pre-stented \I 0
: _ Recurrent UTI | Of patients
Procedure Time | have a sepsis event
| Post-Op Stent |  within 6 months prior to
: | ureteroscopy
. Positive Pre-Op Urine Positive Pre-Op |
ournaLor 2 IR Culture Urine Testing /I
EIGNE] S g

Bhojani N, et al., ] Endourol. 2021
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What Can We Influence?

1. Pre-operative Urine Testing

2. Appropriate Use of Antibiotics




T
m Pre-op Urine Testing: What Do the Guidelines Say? - ﬁuusnc

& | American
2®.| | Urological
=%, | Association

Urinalysis (UA) only Urine culture (UC)
(most patients) (if signs of infection)



T
.'The Use of Pre-op Urinalysis Only is Highly Variable ﬁuuslc

100

7 MUSIC practice variability: 2%-71%

80

70
60
50

40

30

20
g
1l

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
Practice

Urinalysis Only (%)



Y
.' How Many Patients Receive Pre-op UA, UC or Both? flusc

MUSIC Data ("10% of patients do not have )
1 5, 5 2 8 | pre-operative urine testing |
Ureteroscopies \ N=1,553 y

oL

5,084 8072 819
(33%) (52%) (5%)

Urinalysis (UA) only both UA + UC Urine Culture (UC) only

Raskolnikov, Dima, et al. “PD10-10 PRE-OPERATIVE URINE TESTING STRATEGY AND INFECTION AFTER URETEROSCOPY: RESULTS FROM A QUALITY IMPROVEMENT COLLABORATIVE.” The Journal of Urology



T
- Infection Related Hospital Presentation Based on—  flusic

13,975
Ureteroscopies

Testing Modality

UA only Both UA + UC

T 5@




.' Pre-op Urine Testing Patterns in MUSIC
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Case Scenario: Patient with an asymptomatic kidney stone undergoing
elective ureteroscopy

Urine Dipstick with
No Further Testing if
Negative
16%

Urine Microscopy
AND Urine Culture
24%

None

Urine Culture Only

26%

Urine Microscopy

with Reflex Urine

Culture if Microscopy
is Positive

33%

N=70



. Summary: Pre-operative Urine Testing

xl# AUA Guidelines indicate that urinalysis only is acceptable for
IRS” most patients.

II I There is wide variability across MUSIC regarding urinalysis only as the
pre-op test of choice.

‘ In MUSIC, UTI rates do not significantly differ based on the type of
. preoperative testing used
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Antibiotic Treatment

Suprita Krishna, MD



T
. MVC Claims Data: Antibiotic Prescription Fill Rates — f’uusu:

1008 i e as
00% T — Post-op antibiotics
® o (up to 14 days post procedure)
@ Pre-op antibiotics
. 1060 (up to 30 days before procedure)
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.Antlblotlc Use in Common Clinical Scenarios lusic

Mishigan Urological Surgery
I ement gn\\ahnm%ve

mprav

- Pre-operative Antibiotics

Post-operative Antibiotics

35% 33%
30%
24%
0,
25% 21%
20%
20%
15% 13% 13%
10% 8%
6%
0%
Asymptomatic kidney stone, Kidney stone in a patient Stent placed for colic from a Recent sepsis event from
negative urine testing requiring catheterization for ureteral stone with negative urine obstructing stone requiring stent
bladder management, with testing placement
N=67 negative urine testing Neea N=63

N=64



T
.' Prescribing Patterns for Asymptomatic Bacteriuria — flusc

Case: Patient with a renal stone and Asymptomatic Bacteriuria (ASB) 4 weeks before
surgery. All prior urine tests are negative.

80% - 76%
70%
60%
50%
40%
30%
20%
10%

0% -

N=66

|

|

|

|

|

|

|

0%

Pre-Operative Peri-Operative Post-Operative Antibiotics now No Antibiotics
Antibiotics Antibiotics Antibiotics

(Leadingup to  (Day of Procedure) (After the
Procedure) Procedure)



- Y
lAnthIOtIC Duration for ASB ﬁllSlG

Case: Patient with a renal stone and Asymptomatic Bacteriuria (ASB) 4 weeks before
surgery. All prior urine tests are negative.

80% Pre-Operative Antibiotics 80% Lo Post-Operative Antibiotics
71%
70% 70% N=G6
60% 60%
50% 50%
40% 339 40%
30% 30%
20%  17% o  17% 20%
14% 0 12%
10% 59 o 0 8%
2% A, % . 10% . 2% . 6%
0% 0% e
Odays 1day 2days 3days 4days 5days 7days 0 days 1 day 2days 3days Sdays 7days
4 0 . . : . . )
14% would treat with antibiotics immediately after ASB diagnosis » Mean: 6 days

\5% would treat with antibiotics immediately after ASB diagnosis AND pre-operatively/'—> Mean: 4 days




T
. Clinical Factors that Influence Antibiotic Decisions — flusc

“In a patient with negative pre-operative urine culture, which OTHER clinical
features influence your decision to prescribe pre or post-operative antibiotics?”

Ischemic Heart Disease [

Gender 7%

Other 10%
Plan for Staged Ureteroscopy 15% “Previous sepsis post
Age T procedure”
Pareplegia/Quadriplegia S f “If cuILu re is negative, | )
History of Asymptomatic Bacteriuria 40% don't treat pre-operatively"
Pre-operative dwell time of stent or nephrostomy tube 50% - | d
~
Uncontrolled Diabetes 52% “ "

Immunocompromised/immunosuppressed 60% S All of the above )

History of Struvite Stone 63%

History of UTI 72%

0% 10% 20% 30% 40% 50% 60% 70% 80%



Jll Intraoperative Factors that Influence Antibiotic Decisions

“In patients with negative pre-operative urine testing, what intra-operative findings or
features influence your decision to prescribe post-operative antibiotics?”

Ureteral access sheath use
Stone volume

Post operative stent placement
Other

Stent left on string

Plan for staged ureteroscopy
Stone burden

Impacted Stone

Mucosal trauma

Procedure duration
Encrustation on the stent or nephrostomy tube

Debris or cloudy appearance to urine behind stone

“If concern for perforation”

“Routinely/always prescribe
antibiotics”

~

J

0%

10%

20%

30%

40%

50%

60%

70% 80% 90% 100%



[l summary: Antibiotic Use Patterns

RN

&

AN

Antibiotics were prescribed in 32% of cases pre-operatively and
41% post-operatively, with substantial variation observed in
post-operative prescribing patterns.

Survey responses highlight variation in both pre- and post-operative

antibiotic decision making and treatment duration among MUSIC
urologists.

Even with negative pre-operative urine culture, clinicians report

relying on additional patient and intra-operative factors to guide
antibiotic prescribing.
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Targeted Approach to Reduce
Infectious Complications Ep

’E

Delphi Panel

“Expert based consensus used as a substitute for
empirical evidence when it does not exist”




T
.What is a Delphi Panel? flusic

Round 1

Based on initial opinions

Panel of experts

Experts invited to anonymously Round 3
share their opinions

Round 2

&

Based on revisions from first round Final responses gathered



l Antibiotic Stewardship

Each year, an estimated 7-7 million deaths
are associated with bacterial infections

4-95m
are associated

with antimicrobial
resistance (AMR)

7-7m
annual
deaths

1-27/m
of which are caused

by bacterial pathogens
resistant to the
antibiotics available
to treat them

Antimicrobial resistance: an agenda for all
The Lancet, 2024



. 36 Delphi Panelists — Thank You!




T
.' Future State of Infection After URS in Michigan —— ﬁusm

5% - ‘

~_— 3

4% -

w
X
1

Readmission Rate
N
39‘

1% -

0% -

2018 2019 2020 2021 2022 2023
URS Year
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Proposed Trial: Biopsy Before Surgery
in 3-7cm Renal Masses

Craig Rogers, MD
Kristian Stensland, MD, MPH



[ ] [ ] [ ] [ ] v‘
- MUSIC’s Efforts: Optimizing Renal Mass Biopsy ——  flusic




Y-
Jl utilization of Renal Mass Biopsy by PN and RN ——  fhuse

RMB Rate (%)

50% -

40% -

30% -

20% —

10% —

0% -

2017

2018

2019

2020
Year

2021

2022

2023

Partial
Nephrectomy

Radical
Nephrectomy



T
.'Wlde Practice Level Variation in Renal Mass Biopsy - ﬁusnc

50 Size eT1a eT1b

40
30
20

10

% of Cases RMB Performed

0 2 4 G o 10 12 14
Practice



>
J Renal Biopsy for Masses <7cm Can Impact Rx Choice  flusc

100% a8l
90%

Kidney Cancer

Utilization of Renal Mass Biopsy for T1 Renal Lesions across
Michigan: Results from MUSIC-KIDNEY, A Statewide Quality
Improvement Collaborative

75%

0, Amit K. Patel®", Brian R. Lane "<, Prateek Chintalapati®, Lina Fouad %, Mohit Butaney®,
70 A) Jeffrey Budzyn“, Anna Johnson®, Ji Qi¢, Edward Schervish’, Craig G. Rogers*

56%

50%

24% 27%

25%

17%

8% 6%

2%
_ o
Benigh RMB Indeterminate RMB Malignant RMB

0%

B AS m Nephron Sparing Intervention HBRN



Total Nephrectomy

Tib
50% 47%

31%

25% 22%

0%
No RMB

‘Biopsy for 4-7cm Masses Show Less “Posc

UROLOGY
PRACTICE

www.auajournals.org/journal furpr

Renal Mass Biopsy Is Associated With Fewer Radical Nephrectomies for
Benign or Indolent Disease, Particularly for T1b Renal Masses

Dennis N. Buy nton,! Mahin MJrza Monica Van Tll Muht Butaney Sabrina L. Noyes,”*
ian Sei id R. ni.> Cr A e d Brian R. g !4

RMB

M Active Surveillance  m Nephron Sparing Intervention B Radical Nephrectomy



T
. Renal Biopsy: ~“20% Benign, Low-Risk Procedure —  flusic

0 s

Histopathologic findings RMB complications
18% (n=147) Benign 3% (n=25) ED visit rate
4.8% (n=38) Indeterminate ~1% (n=7) Hospital admissions

“Oncocytic neoplasm not
otherwise specified”



l Dr. Kristian Stensland

* Urologist at UM and Ann Arbor VA with a research
interest in implementation science and clinical trials.



Bl s There a Benefit to Renal Mass Biopsy?

il Only retrospective data available

.= Unclear which patients are best suited for renal mass biopsy

" Limited “real world” pathology and outcomes data
Patient perspective unknown

==L Barriers to renal mass biopsy poorly defined



Rose Ramey

Peggy Zuckerman




.' Patient Perspective on Renal Mass Biopsy

 Small renal mass concerning for RCC potentially clear cell type on CT
and MRI

* Biopsy confirmed chromophobe RCC
* Elected surgery; robotic PN




Would you be willing to include patients on a study that
randomizes patients to renal mass biopsy vs. no biopsy for a 3-7
cm mass?

@ The Slido app must be installed on every computer you’re presenting from SlidO



https://www.slido.com/powerpoint-polling?utm_source=powerpoint&utm_medium=placeholder-slide
https://www.slido.com/support/ppi/how-to-change-the-design

[l Clinical Trial Proposal to PCORI

Aim 1 Aim 2 Aim 3
Compare the Perform a real-world Understand
effectiveness of RMB assessment of decisions and
VS. omission prior to outcomes in non- preferences around
surgery for 3-7 cm randomized patients RMB using a
renal masses (RCT). undergoing RMB vs concurrent mixed

omission. methods approach.



Study Population

3-7cm T1RM
patients considering |
surgery with Exclusion criteria: Plan for active
possibility of RN surveillance, TA/SBRT, RN not a

possibility, <3cm RM

Primary outcome: Avoidance of Radical Nephrectomy (RN)
Secondary outcome: QoL outcomes, avoidance of CKD, healthcare utilization




T
. Potential Impact of Renal Mass Biopsy Clinical Trial ﬁusm

Vs

Provide Evidence
on Renal Mass
Biopsy

Understand the role of
renal mass biopsy

Practice Changing

Influencing future
clinical guidelines based
on trial results

Patient-Centric
Approach

Care aligned with
patient preferences

¢d

Long-Term Patient
Benefits

Reducing potentially
unnecessary surgeries
and related comorbidity
(CKD, CAD)



.' Next Steps

* Are you interested participating?
 Contact the MUSIC KIDNEY team for more information.

May 13, 2025 September 39, 2025 ~March 2026 End of 2026

Letter of Intent Application Decision Begin
submission submission announced enrollment



Discussion



Bl Concerns about RMB

* Do you think this study is of value?

* Would you enroll patients?

* What concerns do you have about RMB at your site?
* Obtaining RMB:
Access, reliability of I.R., reliability of path
* Surgery / management after RMB
Delay patient’s care?
PN more difficult afterwards?



T
USIC

Michigan Urological Surgery
improvement Collaborative

LUNCH



Droppin’ the BASS: Kicking Off the
Future of BPH Treatment

Wilson Sui, MD
Sabry Mansour, MD
John Michael DiBianco, MD

Jay Lonsway, DO

‘ ‘lBIc
Mishigan Urological Surgery
LA e el



. m““’
BASS: BPH Advances in Surgical Services

Dr. Wilson Sui Dr. Sabry Mansour Dr. John Michael DiBianco Dr. Jay Lonsway



. ‘Thank You To Our Advocates!

Prof. Walter Krell Mr. David Bueby Mr. Chip Ostermeyer



an Urological Surger
ment Collahorative




Bl Goals for the Session

Understand your
experience with BPH
care

Qe
|\

—

Discuss short-term and
long-term goals of the
program

Elicit feedback



‘ ‘mlc
Mishigan Urological Surgery
Trmroyement Galkoiive

Part 1. A Common Problem



T
. >600k Men Over 65 Every Year Diagnosed with BPH ﬁusnc

4,000,000 ~ Uralogic
.,Am;“!:%HSES

E_SD{},DGU N 4/4-"‘;\/—_ C E

3,000,000 1 =

2,500,000 ~

2,000,000 H

1,500,000 - >80’ 000 B P H
procedures a year

500,000 -

Beneficiaries w/ BPH/LUTS

D_

I I I I I I I I | I
2012 2013 2014 2015 2016 2017 2018 2019 2020 2021
Years



. We All Deal With the Same Postop Issues

Treatment options

Patient
presentation

/c’ Objective:

Comorbidities
Medications
Prostate size
Uroflow/PVR

Subjective:
Frequency
Urgency
Nocturia

bl i -

—:

I
/

oo

i

o

/

)§

/ > |

\

< \

P e
RS

AN

KEjacuIatory Dysfxn /

i
[

[

/A

AW

-

.

Emergency

Department

~

Outcomes

)

\_

/Patient Satisfaction

Quality of Life
PVR, Qmax
Reoperation

REJ
Incontinence




l Prof. Walter Krell

Presentation

Primary concerns:
* Weak stream, frequency,

e ~60 yoM with medication
refractory, progressive

bothersome LUTS urgency

iecti * No ED concerns
Objective -

* 110g on CT .SN S

 Cysto/Urocuff: none ot obtaine

* PVR: 20cc

Operative course: smooth HoLEP and discharged
POD1 after passing 3 trial of voids

* All seemed to be going well...







. ED Visits Post-BPH Procedures are Common ﬁusu:

Rates of ED Visits in the 30 Days Following BPH Procedures
25%

ll Michigan Value Collaborative

20%

ED Visit Rate
x
XX

—
S
S5

- Thoughts?

0%
2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024



.. ED Visits and Readmission are High Regardless of 5
BPH Procedure

i'l_ Michigan Value Collaborative

30-day ED visit and readmission rates after BPH procedure

. m ED visit

18%
< 16%
2 14%
o
= 12%
S
0
= 10%
S 8%
S 6%
o
a 4%
2%
0% o
Aquablation HoLEP Photo-selective Prostatic Simple Transurethral TURP Water Vapor
n=578 n=3,671 Vaporization of  Urethral Lift n=532 Mircrowave n=27,624 Therapy
the Prostate n=9,596 Thermotherapy n=1,712

n=8,112 n=1,928



J Real-world Patient Experience

PUL

Table 4. Overview of adjudicated adverse events

PUL Group 0-3 Mos

No. Events No. Subjects (%)
Serious AEs 9 7 (5.0)
Related seriasAE 1 1 (0.7)
All AEs 268 122 (87.1)
o 203 112 (80 7)
| Dysuria 48 (34.3)
Hematuria 36 (25.7)

relvic pain/discomfort

Urgency 10 (7j1]
Bladder spasm 5 (3.6)
Urge incontinence 5 (3.6)

Urinary tract infection 4 (29
I EEtEmmn 1 (0.7

Erectile dysfunction 0 i[}]
Retrograde ejaculation 0 (0

Rezum

Table 5. Summary of adjudicat

Thermal Treatment

Group
0-3 Mos
No.
No.  Subjects
Events (%)
Serious AEs 8 7 (5.1)
Related serious 3 2 (1.5
AEs
All nonserious AEs 164 59 (43.4)
H .

23 (16.9)

16 (11.8)

ematospermia 1L 1 {7.4)

Urinary 8 8 (59)
frequency
Urinary urgency 8 8 (5.9)
Decrease in 4 4 (29)
ejaculatory
Urinary 5 5 (3.7)
suspecte .
Anejaculation 4 4 (29)
Epididymitis 4 4 (29)
UTI, culture 4 4 (29)
proven
Pain/discomfort, 4 4 (2.9)
pelvic

Aqua

Table 2. Events at month 3 categorized by Clavien-Dindo
grades by group as possibly, probably or definitely related to

procedure and/or device

No. Adverse Events/No.
Pts (%)

p Value
Clavien-Dindo Aquablation TURP (Fisher test)
Grade 1 63/39 (336)  41/27 (41.5) 0.3350
1/3 11 1.0000
I Bleeding 121 I 7 0.7995
i 1 5/5 0.7912
ain 33 1.0000
Retrograde ejaculation 8/8 16/16 0.0012
1/1 n 1.0000
Urinary retention 11/9 4/4 0.7730
0/0 0.5371
Urinary urgency, frequency, 4/4 mn 1.0000
difficulty, leakage
Other 5/5 313 1.0000
Grade 2: 20/19 (16.4)  15/11 (16.9) 1.0000
Bladder spasm 4/4 2/2 1.0000
Bleeding 11 0/0 1.0000
Dysuria 0/0 1/1 0.3591
Pain 1/1 2/2 0.2932
Urinary tract infection 9/9 5/5 1.0000
Urinary urgency, frequency, 2/2 3/2 06191
difficulty, leakage
Other 3/3 2/2 1.0000
Grade 3a: 4/4 (3.4) 2/2(3.1) 1.0000
Bleeding mn mn 1.0000
Urethral stricture or adhesions 3/3 mn 1.0000
Grade 3b: 3/3(26) 3/3 (4.6) 0.6684
Bleeding 2/2 2/2 0.6191
Urethral stricture or adhesions 0/0 mn 0.3591
Urinary retention N 0/0 1.0000
Grade 4: 1/110.9) 0/0 1.0000
Arrhythmia 1N 0/0 1.0000

Y=
ﬁfllSIG

Michigan Urological Surgery
improvement Collaborative

ITIND

Table 3. Overview of adjudicated adverse events

iTind Group 0-30 days
Events (n) Subjects (n) Subjects (%)
Serious AEs 16 10 7.8
Related serious 5 3 2.3
All AEs 109 45 38.1
g 21 20 23 1
I Dysuria 27 22.9
Hematuria 16 13.6
Micturition urgency 6 5.1
Pollakiuria 8 6.8
| 0N

Urinary tract infection 2 1.7
Sepsis 1 0.8
Pain 1 0.8

What did this look like for the patient experience? Long waits in the ED?

Urgent phone calls?



T
.The Foley Fugue fhusic

What brought you back to the ED after the first time?






) 30-Day ED Visits following BPH Procedures

Hematuria

UTI

« BPH related

Non-urologic

Urinary retention
Catheter-related



. Urology-specific Reasons for ED Visits

Catheter-related Hematuria

UTI

Urinary retention

BPH related



l Initial Focus of Pilot Project

Current State:

Intervention:

. . R
ED Visits: ~13% Identify reasons for ED visits

Determine which are
“modifiable”

Goal:

Reduce
modifiable ED
visits
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Open Discussion
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Part 2: Variation in Technique,
Consistent Data



l Real World Opinion Versus X Perception

Aquab[a‘ticn

Aquablat'ion

- =
” .

# .
! PR |
i '

A J

., -

wWhat peoPle do BPH proce.alures on X



l National Data — Resective BPH Procedures

50,000

40,000

30,000

20,000

10,000

et — =

2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

e Transurethral resection of the prostate (TURP) — seelless | 3ser prostatectomy  ===#= = Laser enucleation



L
. MVC Data Reflects the Trend in Resective Procedures f’uusu:

RESECTIVE BPH TRENDS i'l Michigan Value Collaborative

4,500
TURP
4,000
3,500
3,000

2,500

2.000 PVP
1,500
1,000 \\ HoLEP

500 ‘:\l ——— ﬁ-:

2015 2016 2017 2018 2019 2020 2021 2022 2023

—-—TURP —=-Photo-selective Vaporization of the Prostate ——HOLEP -+-Simple



.' Increased Use of Minimally Invasive Surgical Therapies — ﬁ“uslc

25,000

20,000

15,000

10,000

5,000

_ , . Am‘“ ases
Prostatic ureteral lift
A -4
" o
- - -
P &
"4
s,
'y
I
N
s
X
/
>
T —.—
i —
& ®
2012 2013 2014 2015 2016 2017 2018 2019 2020 2021
= we Prostatic urethral lift e+ + Water vapor thermal therapy
=s=s¥psr= Prostate Artery Embolization = = == Robotic waterjet treatment
m—pw== Transurethral microwave therapy (TUMT) === Transurethral incision of the prostate (TUIP)

g Transurethral needle ablation (TUNA)



I MVC Data Reflects the Trend in MiST
MISTS BPH TRENDS i’ Michigan Value Collaborative

1,800 PUL
1,600 \
1,400
1,200
1,000
800
600
400 ’ -AAqua
200 :
0 —— T | —
2015 2016 2017 2018 2019 2020 2021 2022 2023

—=—Prostatic Urethral Lift -+-Aquablation
——\Water Vapor Therapy —s—Transurethral Microwave Thermotherapy



.' Unique Opportunity with MUSIC

Evaluate physician
practice patterns
without bias




Collect What
We Need,

Need What
We Collect




. Regardless of Procedure: How Can We
Evaluate Patients Objectively and Systematically?

Patient
presentation

28O
P > &

2000

Objective: N ' RENan!n
Comorbidities [ = :
Medications A &
Prostate size Nirise d
Uroflow/PVR

1

P e
RS

Subjective:
Frequency
Urgency
Nocturia
Ejaculatory Dysfxn




Collect What We Need,
Need What We Collect

Data Variables

Voiding diary

Periop Abx

TXA

Anesthesia Type

Catheter size

Catheter duration
Outpatient vs Observation
Postoperative medications
Size assessment

Shape

Prior procedures
Comorbidities
Medications

Routine PVR

Routine UA

Routine UCx

Routine UDS

Routine Uroflow

Cross sectional imaging

Routine Cystoscopy



Are you getting a routine

® The Slido app must be installed on every computer you’re presenting from



https://www.slido.com/powerpoint-polling?utm_source=powerpoint&utm_medium=placeholder-slide
https://www.slido.com/support/ppi/how-to-change-the-design

Rank these modalities in order you use
most often

@ The Slido app must be installed on every computer you’re presenting from SlidO



https://www.slido.com/powerpoint-polling?utm_source=powerpoint&utm_medium=placeholder-slide
https://www.slido.com/support/ppi/how-to-change-the-design

Do you routinely do a cystoscopy prior
to surgery?

@ The Slido app must be installed on every computer you’re presenting from SlidO



https://www.slido.com/powerpoint-polling?utm_source=powerpoint&utm_medium=placeholder-slide
https://www.slido.com/support/ppi/how-to-change-the-design

.' Unique Opportunity with MUSIC

Systematic
collection of
patient reported

outcomes
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Part 3: Where We Hope to Go



. Urologist Perspective: What is Important?

Rate of Reoperation within 180 Days Following Original BPH Surgery

2%
i'l ..Michigan Value Collaborative
4%
3.5%
3% 2.7%
1.9%
2% 1.7% 1.6% 1.7% 1.8%
0
) I i I I
Aquablation HoLEP Laser Multiple Prostatic Simple Transurethral TURP Water Vapor
Urethral Lift Mircowave Therapy

Thermotherapy
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Are these the right metrics though?
What do patient’s care about?
Is there a mismatch?




ﬁIUSIG

Michigan Uro\orgica\ Surgery
improvement Collaborative

B Mr. David Bueby

Presentation Primary concerns:

e ~60 yoM progressive LUTS who  Weak stream, hesitancy and
failed medical therapy start/stop

Objective * No ED concerns

* 56gon TRUS PROs

e Cysto: bilobar hyperplasia e AUA-SI: 24

* UROCUFF:

* Total Voided Volume: 412.4 (ml)
 Max Flow: 16 (ml/s)

* PVR: 168

Operative course: uncomplicated office PUL







.. Regardless of the Procedure: Patient Reported
Outcomes Take Center Stage; How Can We Evaluate This?

N i~/ 2 g
\\':::::;.. e ) - 22
PN i ~ Outcomes
e Patient Satisfaction
Quality of Life

PVR, Qmax
Reoperation
REJ
Incontinence




ll Plethora of PROs

LURN SYMPTOM INDEX-10 (LURN SI-10)

Instruction: This questionnaire asks you about different urinary symptc
question carefully, and then circle the response that best describes you

IS
< T <
1. In the past 7 days, how often did you feel a sudden need
to urinate? 0 1
2. In the past 7 days, how often did you leak urine or wet a
pad after feeling a sudden need to urinate? 0 1
3. In the past 7 days, how often did you leak urine or wet a 0 1

pad while laughing, sneezing, or coughing?

4. In the past 7 days, how often did you leak urine or wet a
pad when doing physical activities, such as exercising or 0 1

Subject number Subject initial

IC1Q-UI Short Form (US English)

CONFIDENTIAL

SEXUAL HEALTH INVENTORY FOR MEN (SHIM)

PATIENT NAME:

PATIENT INSTRUCTIONS

TODAY’S DATE:

You will see that some questions ask how often you have a symptom:

Occasionally = less than one third of the time

Sometimes

Please put a tick in one box for each question 1=

Please answer each question, thinking about the symptoms you have experienced in the last month.

etween one and two thirds of the time
Most of the time = more than two thirds of the time

T

" USIC

Michigan Urological Surgery

Imprevament Callaborative

Sexual health is an important part of an individual's overall physical and emotional well-being. Erectile dysfunction,
also known as impotence, is one type of very common medical condition affecting sexual health. Fortunately, there
are many different treatment options for erectile dysfunction. This questionnaire is designed to help you and your

doctor identify if you may be experiencing erectile dysfunction.

options with your doctor.

Each question has several possible responses.

OVER THE PAST 6 MONTHS:

If you are, you may choose to discuss treatment

Circle the number of the response that best describes your own
situation. Please be sure that you select one and only one response for each question.

Less  About

V1 Is there a delay before you can start to urinate?
never LI 0
oceasionally &1 1
sometimes E 2
most of the time = 3
all of the time [] 4
V2 Do you have to strain to continue urinating?
never 1 0
[T] [T e B0
’ sometimes (1 2
DD MMM YooY most of the time [J 3
Tadav'e ¢ | all of the time [ 4
E P,
1ato V3 Would you say that the strength of your urinary stream is. . .
normal [ 0
occasionally reduced [J 1
sometimes reduced [ 2
Mam reduced most of the time [ 3
— reduced all of the time [ 4
mine v4 Do you stop and start more than once while you urinate?
never CJ 0
occasionally [ 1
sometimes [ 2
most of the time [J 3
all of the time ] 4
ﬂ.' V5 How often do you feel that your bladder has not emptied prop-
r e erly after you have urinafed?
never CJ 0
occasionally [ 1
sometimes [ 2
most of the time [ 3
all of the time ] 4

than half

the time time

ICSmaleVS: sum scores V1-V5

half the than half

wers and add up your scores at the bottom.

i Almost

the time always

e ot n Do you have to rush to the toilet to urinate?
|Iﬂlng 2 hEEVY UbIECtV n - 1. How do you rate your VERY Low Low MoDERATE HicH VERY HicH [I) -ng‘ﬁ" % o
5. In the past 7 days, how often did you have pain or 0 1 confidence that you occasionally [} ;
discomfort in your bladder while it was filling? Coud get and keep an ; z 3 p” . most of the time (3 3
? all of the time 4
6. In the past 7 days, how often did you have a delay before 0 A lot
you started to urinate? 1 2. When you had AFEW TIMES T MosT TIMES e 12 Does urine leak before you can get to the toilet?
= erections with sexual No Sexuar ALmosT NEVER | (MUCH LESS P (MucH MORE ACTNEER o E 0
7. Inthe past 7 days, how often was your urine flow slow or 0 4 ctimulation. how often [ OR NEVER O TS £HE R THAN, HALF THE | ALWAYS oecasionally ] ;
weak? were your erections hard TIME) TIME) ) most of the time [ 3 3
- - — enough for penetration mudg all of the time [ 4
8. In the past 7 days, how often did you dribble urine just (entering your partner)?
P . 0 1 : 0 1 2 3 4 5 bl i
after zipping your pants or pulling up your underwear? o 13 Does urine leak when you cough or sneeze? o
never 0
3. During sexual AFEW TIMES MosT TIMES occasionally 1
Circle number here -—> 0 1 intercou?se, how often :'I:r:::r ALMOST NEVER | (MUCH LESS (s;'zi:':i; (MUCH MORE :t::‘s{; or sometimes [ 2
- - were you able to [ e SRR [ORINEVER THANHALFTHE | 1 1e Time) THAN, HALFTHE | | wavs " Tnu mosﬁ °§ ?l:e ;me % :Z 3
. . . -7 ti intai i TIME) TIME a7 of the time
9. In the past 7 days, during waking hours, how many times "::s';e::’;) (437 dlan;‘n)es ’a“ffe"r“;;'l‘] {1‘;‘;':;23:;’;& " ) )
i i i I4 D leak f bvi d without feeling that
did you typically urinate? (entered) your partner? o P 2 3 4 5 ause ;o{‘m‘:’::trwezo? for no obvious reason and without feeling tha never g R
1L 1
Circle number here -—-> 0 1 bon occasionslly 1
. - - — - — - —- --—-—- 4, During sexual D Not J— most of the time [J 3
10. In the past 7 days, during a typical night, how many . torcoLes. how difficult | ATTEMPT DXREMELY | VY DiFFiGULT plcHTLY NoT DIFFicuLT T o the time 3 4 Both
times did you wake up and urinate? (none) (1time) was it to maintain your INTERCOURSE S oLhers
erection to ion of I5 Do you leak urine when you are asleep?
intercourse? 0 1 2 3 4 5 peer Tl 1€ me a lot
sometimes [ 2
. AFEW TIMES MosT TiMES has most of the time [ 3 3
In the past 7 days, how bothered were you by urinary Not atall | Somewhat Dio Not SOMETIMES ALmosT all of the time [ 4
5. When you attempted [ — ALMOST NEVER | (MUCH LESS (ABOUT HALF (MucH MORE P
symptoms? bothered bothered sexual intercourse, how OR NEVER THAN HALF THE THAN, HALF THE he p
o " satisact INTERCOURSE TInE) THE TIME) TiME) ALWAYS (3 How often have you had a slight wetting of your pants a few min-
;’ore;‘om“' satistactory utes after you had finished urinating and had dressed yourself? ecaser % (N Most of All of
0 1 2 3 4 5 sometimes E 2 h . h
most of the time [ 3
all of the time [ 4 le t e tlme t e
- . . . ) .
Office Use: (note: last question is an unscored global rating) Add the numbers corresponding to questions 1-5. TOTAL: ICSmalelS: sum scores 11-16 ] time
. . The Sexual Health Inventory for Men further classifies ED severity with the following breakpoints: By How often d ine during the day?
Office Scoring: Questions 1-10: Sum of all responses x 10 / number of ques i ty 9 P PTIIL reavency Howollen doyou pass urine uring fe hourly T3 3 4
_ 17 Severe ED 8-11 Moderate ED 12416 Mild to Moderate ED 1721 Mild ED it you orens 2hours =%
x10 / = every 4 hours or more [0
Q 110 Sum #questions answered  LURN S the kinds ol things you Would WST ™ i e sow mans e oo e gt op o e
. . 5
© Copyright 2019 Version 1.1 on average! none L0
| two % 2
. 3
Thank you very much for answering these four or more [ 4
QoL Overall, how much do your urinary symptoms interfere with
your life? not at all o
Reprnted from Angalalmaditi M, Seifert RF, Hayes RP, OL eary MP, Vikn| snmne'];;‘:a]ai g é This ig an Open Access article distributed under the temms of the
Creative Comrmons Attribution License (hitps: foreativec ommons, orgflicen) alot (313 [orkisproperdy cited,

1CSmale, ICSmaleSF questionnaire, ICSmaleVs and 1CSmalelS copyright © 2000 ICS/BPH study oroup.



What PROs are you using now?

® The Slido app must be installed on every computer you’re presenting from



https://www.slido.com/powerpoint-polling?utm_source=powerpoint&utm_medium=placeholder-slide
https://www.slido.com/support/ppi/how-to-change-the-design

Why are you using them?

® The Slido app must be installed on every computer you’re presenting from



https://www.slido.com/powerpoint-polling?utm_source=powerpoint&utm_medium=placeholder-slide
https://www.slido.com/support/ppi/how-to-change-the-design

B A Work in Progress

Timing — preop, postop, annual

Modality — email, text, app




.' Unique Opportunity with MUSIC

Develop
appropriateness
pathways







T
. Making Sense of a Shifting Tide flusic

ALL BPH PROCEDURES

7,000
6,000
5,000 mTUMT
m WVTT
4,000 m PUL
m Aqua
3,000
H Simple
2,000 H HoOLEP
m PVP
1,000 m TURP
0

2015 2016 2017 2018 2019 2020 2021 2022 2023



T
m Putting This All Together fhusic

Pre-Op Consi%erations Outcomes

N

BPH Treatments 4 N

Patient Satisfaction
Quality of Life

Durability
Surgeon Level Data
/ Objective: K /
Comorbidities N
4 & > \\
Medications ARy
Presentation ‘ 7
% 4
o \
Evaluation >
Subjective: $
\_ PROs 2
g




Il Guidelines Oversimplify Treatment?

SURGICAL THERAPY

v

Assessment of Prostate Size
via imaging or cystoscopy

* Simple Prostatectomy

Large Prostate (>80-150cc) or
} (Open, Laparoscopic,

Very Large Prostate (>150cc)

Robotic)
¢ HolEP
Average | | oiari « TIPD® ¢ ThulEP
ng&ic} * HoLEP * TURP
* PVP * TUVP
—’ & P2 * WVTT? R R EREPEPEEE .
¢ ThulLEP + Patients concerned with preservation of erectile and ejaculatory function may be offered PULor
= WVTT as data indicate that both therapies provide a greater likelihood of preservation of sexual
- function.
T U S
. . 4
Prostate HoLEP TuIP MEDICALLY COMPLICATED PATIENTS
(<30cc) * PVP * TURP U
’ « ThuLEP « TUVP . In patients who are at higher risk of bleeding, such as those on anticoagulation
- . drugs, therapies with a lower need for blood transfusion, such as HoLEP, PVP,
« TIPD +and ThulEP, should be considered. For additional information on the use of
' anticoagulation and antiplatelet therapy in surgical patients, refer to the ICUD/ !

. AUA review on Anticoagulation and Antiplatelet Therapy in Urologic Practice.

-
llllllllllllllllllllllllllllllllllllllllllllllllllllllllllll



J Patients Present in Different Ways

Objective
Refractory urinary retention
Gross hematuria
Renal insufficiency
Recurrent urinary tract infections

Recurrent bladder stones

Subjective

Preservation of antegrade ejaculation

Medication use

Primary LUTS:
Nocturia
Mixed LUTS
Incontinence




Il Chip’s Clinical Description

Presentation

* ~60yoM in urinary retention
requiring clear intermittent
catheterization

Objective
e 65g prostate based on CT

* Prior to initiating CIC had
hydroureteronephrosis with AKI

Primary concerns

* Retrograde ejaculation
e Catheter-free
* Preservation of renal function

PROs
* Not recorded




‘ ‘mlc
Mishigan Urological Surgery
Trmroyement Galkoiive

Discussion:
How would you treat Chip?

Operative course: uncomplicated HoLEP




Generally



B Treatment Decision Making is Nuanced

Objective and Subjective Measures

Primary LUTS:
Nocturia
Mixed LUTS
Incontinence

Medications
Preservation of antegrade ejaculation

Refractory urinary retention
Gross hematuria
Renal insufficiency
Recurrent urinary tract infections

Recurrent bladder stones

Post-Op Considerations

Incontinence

Postoperative complication risk

Need for future treatment

Catheter duration

Return to work




Y
l Follow the MUSIC Playbook fhusic

Michigan Urological Surgery
improvement Collaborative

Ureteral Stent: What

to Expect and How to e | o [T | P o R
B e Pain-control Pain-control Renal Mass Chest Pain-control
Optimization after Optimization after Imaging Optimization
URS Placard SWL Placard Recommendations Pathway after
Kidney Surgery
. ; Placard
Ureteral Stent: What Managing Pain and
to Expect and How to Urinary Symptoms
Manage Leaflet Following
Ureteroscopy Leaflet

The Best Kidney Stone
Procedure for Me

Prostate Surgery Resources

PHYSICAL ACTIVITY m

Regaining Urinary Safely Managing Pain o o

Control after Prostate after Kidney Surgery i e——— -
Cancer Surgery Brochure

Brochure

Roadmap for Patients

Radical Prostatectomy Patient Educational Video

with T1 Renal Masses




T

ﬁIUSIG

Michigan Uro\orgica\ Surgery
improvement Collaborative

l BASS Proposed Interventions

MUSIC Playbook Data =) |nformation =————p Action =———p Qutcomes

Post-op educational videos
Foley catheter care brochure

f

A

Patient treatment decision-aids

Physician-level reports

Hematuria expectations leaflet

Patient Reported Outcomes

Managing postoperative pain leaflet (PROs)




Conclusions



T
J Key Takeaways fhusc

* BPHis common
 Wide variation in procedures used to treat BPH

* Michigan data shows consistently high ED visit rates,
regardless of procedure type

 Our goal: Reduce modifiable ED visits related to BPH
procedures

4 Patient Education

Physician-Level Data Reporting

. Patient-Reported Outcomes




l Pilot Sites- Join us!

1.Michigan Medicine
2.Urology Specialist

of Michigan

3.Western Michigan

Urological
Associates

4.Corewell Health

Corewell
L Health

*
Western Michigan /,/ *

Urological Associates
A Holland Hospital Phy sician O ffice

MICHIGAN
MEDICINE




Jl BPH Timeline

Optimization of
Identification of patient perioperative outcomes

advocates . . .
Initial perioperative Implementation of pre/post-

outcomes analysis operative Ql initiatives

2027 2028

2025 | 2026

Database development

] o Optimization of preoperative
Implementation of initial Qf evaluation and postoperative

Initiatives outcomes
Site expansion

Official launch of BASS
Pilot sites on-boarding



‘ ‘lBIc
Mishigan Urological Surgery
Imprevement Gollahorativa

MUSIC

~ Coordinating Center

Patient educational materials Your energy and enthusiasm

Best practices from high Insight into your best
performers practices/ practice data

Individualized data e [E

Participating Practices/ Urologists




Jl Bass or Bass?

©




‘ ‘mlc
Mishigan Urological Surgery
Trmroyement Galkoiive

Closing Remarks

Casey Dauw, MD



. Prostate Key Takeaways fhusic

Use of Active Surveillance for GG1 and GG2 disease
has dramatically increased since development of the i e~

RO a d m a p Risk Prostate Cancer

BUT many AS patients are not getting sufficient
follow up

Time to upgrade from Roadmap to Flight Plan



ﬁIUSIG

Michigan Uro\orgica\ Surgery
improvement Collaborative

. ROCKS Key Takeaways

 ~2% of URS patients experience an infection-related hospitalization

e Lots of variability in pre-op urine testing and post-op antibiotic use in
MUSIC

* Delphi panel planned to develop targeted approach to preventing
infectious complications



B KIDNEY Key Takeaways

e MUSIC data suggests Renal Mass Biopsy (RMB) is safe, effective, and
beneficial (for some patients)

e BUT there are still a lot of unknowns
 Patient perspectives and selection
e “Real world data and barriers

e C(linical trial planned to better understand role of RMB



.' BASS Key Takeaways

BPH is common - >80,000 procedures per year nationally

Lots of treatment options with varying efficacy and complication rates

Big opportunity to impact patient care 23

BPH: Advances in Surgical Services (BASS) launching soon
* GOAL — Reduce procedure-related ED visits



A TR VRV sy

THANK YOU!
USIC Urologists, APPs, Abstractors,
dministrators, Patient Advocates,




G
ll save the Dates fhusic
MUSIC 2025 Collaborative-wide Meetings

FEBRU OCTOBER

3

IN-PERSON

IRTUAL -PERSON




. Claim CME by May 16

Scan the QR code or visit
https://umich.cloud-cme.com/default.aspx

Sign in using your email address and
password

Click the My CME or My CE button

Click Claim Credit and enter
Activity Code: 80862

Finish the credit claiming process by
completing the evaluation form
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