
An official publication of  the Society for Pediatric Urology
Richard M. Ehrlich, M.D., Founding Editor / William J. Miller, Founding Publisher

Dialogues in

Pediatric Urology

FROM THE EDITOR

Volume 35, Number 4
June, 2014

FROM THE GUEST EDITORS

Society for Pediatric Urology
500 Cummings Center, Suite 4550, Beverly, Massachusetts  01915 USA

Tel:  (978) 927-8330 / Fax:  (978) 524-8890  / www.spuonline.org

Editor:   Elizabeth B. Yerkes, MD
Associate Editor:  Martin A. Koyle, MD
Editorial Board:

Jeffrey Campbell, MD
Marc Cendron, MD

Yutaro Hayashi, MD
Antonio Macedo, Jr., MD

Lane S. Palmer, MD
John Park, MD

Serdar Tekgul, MD

Managing Editor: Lorraine M. O’Grady

Elizabeth B. Yerkes, MD

Perspectives on Pediatric Urology
Fellowship Education and Mentorship

The topic of this edition of Dialogues is pediatric urology fellow education. The two of us
have represented our colleagues as the fellow representatives to the Society for Pediatric Urol-
ogy, and as part of this role, we were asked to serve as guest editors for this edition. We decided
to focus on a variety of salient topics faced by pediatric urology trainees and pediatric urolo-
gists who are serving as our teachers and mentors.

Many of our fellowship colleagues helped us reflect on our experiences as trainees by
providing candid answers to a query regarding timing of their research experience during fel-
lowship. We also asked 2013 and 2014 fellowship graduates to describe the highlight of their
fellowship experience. The answers we received reflected optimism and excitement in the cur-
rent generation of young pediatric urologists.

We also received contributions from pediatric urology faculty at four academic institu-
tions. Their pieces cover a breadth of topics related to fellow education. In considering these
pieces in aggregate, an important common theme emerged among several of them: balance. Dr.
Dennis Liu discusses strategies for balancing resident and fellow education in a program com-
mitted to the education of both levels of trainees. Dr. John Park provides his thoughts on how to
achieve the perfect number of fellowship spots domestically. Finally, Dr. Bartley Cilento pre-
sents us with the variety of factors that must be balanced (e.g. balancing duty hour restrictions
with adequate case volume for training) when designing a training program.

Being guest editors for Dialogues has allowed us to reflect on our fellowship experience in
a unique and meaningful way. We truly appreciate the time and energy our colleagues and
mentors have put in to making this edition reflect many of the current issues related to pediatric
urology fellowships.

Emilie K. Johnson, MD, MPH, Lurie Children’s Hospital, Chicago
Israel Nosnik, MD, Urology Clinics of North Texas, Dallas

Reflecting on Pediatric Urology
Fellowship: A Survey of Recent
Pediatric Urology Fellows

Emilie K. Johnson, MD, MPH
Israel Nosnik, MD

Mentorship in Pediatric
Urology Fellowships

Ming-Hsien Wang, MD

Current Challenges in Pediatric
Urology Fellow and Resident Education:
One Program Director’s Perspective

Bartley G. Cilento, MD, MPH

Is it Possible to Have a Successful
Fellowship Without Compromising
Resident Education?

Dennis B. Liu, MD, FAAP, FACS

Pediatric Urology Fellowship
Positions: Too Many or Too Few?

John M. Park, MD

Volunteerism: Opportunities
for Becoming a Better Pediatric Urologist

Amy Steele, Stacey L. Cole, Elizabeth
DeBroux Jones, Hiep T. Nguyen, MD

Every year the fellows elect one of their colleagues to represent them on the Pediatric
Urology Coordinating Council.  This is a two year leadership position, so there is a junior and
senior fellow representative at all times.  As Emilie Johnson and Izzy Nosnik were wrapping up
their terms as fellow representatives, I invited them to guest edit DPU, highlighting a topic of
interest and importance to current trainees and to former trainees of all ages (the rest of us).

They have put together an excellent Edition—nobody knows the state of fellowship educa-
tion and mentorship better than the fellows!  I believe that we all recognize the opportunity to
shape the future of our field when recruiting young talent and training that talent.  We also have
the privilege to continue as mentors until we are no longer needed.  There is a little something
here for everyone.

Congratulations to each of you for what you have given and received! We still have some
work to do but it is well worth it!



2

Dialogues in Pediatric Urology June, 2014

Reflecting on Pediatric Urology Fellowship:
A Survey of  Recent Pediatric Urology Fellows

As part of our exploration of pediatric urology fellowship train-
ing, we conducted an informal survey of fellows completing their pro-
grams and those that graduated within the past year.  We received 14
responses.  Respondents were assured that their comments would re-
main anonymous and presented collectively.  We asked two open ended
questions:

1. Was there an advantage to doing your clinical or research
year first and why?

2. What was the highlight of your fellowship experience?

The responses we received were candid, with fellows seeming to
speak freely about their experiences.  In discussing the ordering of
their research and clinical years, it appeared that most were happy with
their curriculum going into fellowship or at least
found a way to appreciate the positive aspects
of the curriculum order their matched program
offered.  Although this was a small, informal
survey, there were clear themes identified in the
responses.

Clinical year versus research year first
stemmed two different schools of thought with
respect to preparedness for independent prac-
tice.   Those who started with a clinical year
first and ended with research unanimously
praised the opportunity to have an independent
practice opportunity typically one day per week
during the research year as they already had
their clinical year under their belt.  They re-
ported that it gave them the ability to care for
patients independently in a controlled environ-
ment with the available support of their men-
tors and faculty.  Many of the same group of fellows also appreciated
transitioning from the surgical complexity of their chief resident year
directly into the complex and technically challenging nature of clinical
fellowship.  Lastly, by spending a year at the institution prior to start-
ing their research year, they had forged relationships with potential
mentors both within and beyond the department of pediatric urology.
As one respondent said, “I was able to avoid being thrown into Dr.
NIH’s lab to do XYZ project I wasn’t interest in.”

Starting with research first and ending with the clinical year was
also praised for a number of reasons.   First, fellows felt that the re-

Emilie K. Johnson, MD, MPH, Lurie Children’s Hospital, Chicago
Israel Nosnik, MD, Urology Clinics of North Texas, Dallas

search year provided a welcomed reprieve from their densely clinical
and hectic chief resident experience.  The research year afforded time
for reading and preparation as well as completion of the written boards
exam without detracting from clinical time.  Also, by starting with a
research year, projects that were not completed during that year could
be wrapped up during in the clinical year.  As one respondent put it,
“Good research takes time.”  Finally, the fellows noted that completing
fellowship with the rigorous clinical year facilitated the immediate tran-
sition to serving as the attending by minimizing the latency time dur-
ing which surgical skills fade.

In responding to the second question, fellows nearly universally
mentioned that their mentors and the clinical experience were the high-
lights of their fellowship.  One fellow mentioned that her clinical year
was filled with diverse cases with varying levels of complexity and

that she was “busy every day, but not over-
whelmed.”  The clinical year offered the opportu-
nity to learn multiple was to care for a patient or a
problem and multiple approaches to the same pro-
cedure.  Another fellow found that fellowship was
his first experience truly independently caring for a
patient and led to “seeing a patient’s life change
from the care [he] provided.”

Fellows noted that they were trained by “the
best in the field” and by “mentors who truly cared
about [their] development as a pediatric urologist.”
Other mentioned that the enthusiasm of the faculty
was “infectious” and that they had solidified life-
long relationships with mentors that they could con-
tact at any time in the future to consult or discuss
cases.  One fellow found that the highlight of his
fellowship was the opportunity to mentor the resi-
dents whom he worked with.

The responses elicited in our small, non-scientific sample exem-
plify exactly what we hoped for as guest editors of this education-
themed issue of Dialogues.  We found that anecdotally, pediatric urol-
ogy fellows latched on to the opportunity they were given and found
the positive aspects of the organization of their fellowship.   Most im-
portantly, however, the recurring theme of mentorship as a highlight of
training suggests that the effort and true passion for surgical education
found in the pediatric urology faculty at programs across the country is
paying off.  And for that reason, we as fellows thank you for the time
you dedicate to training us.

...the recurring theme of
mentorship as a highlight
of training suggests that
the effort and true passion
for surgical education
found in the pediatric urol-
ogy faculty at programs
across the country is pay-
ing off.
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(continued on next page)

Mentorship in Pediatric Urology Fellowships
Ming-Hsien Wang, MD

Spiegel/Nichols Assistant Professor of Pediatric Urology, Brady Urological Institute, Johns Hopkins Medical Institutions

The past 10 years have seen significant changes in American gradu-
ate medical education, largely driven by the goal of improving the qual-
ity of training through the creation of a set of measurable standards.
This presents a great opportunity for us as a subspecialty to re-evaluate
our educational methods to ensure the effective training of the next
generation of pediatric urologists.

Our group at Johns Hopkins recently published the result of a sur-
vey that assessed recent fellowship graduates on their perception of
how well their training prepared them for their practice.  What we found
was that newly minted pediatric urologists highly value the “appren-
ticeship model” of training and emphasized the importance of faculty
supervision and face-to-face communication.  We also noted that fel-
lows’ learning patterns are in concordance with those of other adult
learners, i.e., they tend to be goal-oriented and motivated to learn that
which is necessary to accomplish a task or solve a problem.

Since our study, we have adapted an individualized learning plan
at Johns Hopkins based upon each entering fellow’s prior experience
and talents. We meet early on to define learning goals and objectives,
identify areas for improvement and assess throughout the year to fine
tune their training. The ACGME has provided metrics which, while
admittedly cumbersome at times, do in fact assist us in quantifying this
progress.

Academic pediatric urologists also have the responsibility of iden-
tifying urology residents who might have an interest in subspecializing

in our field. Those with interests in reconstructive surgery tend to gravi-
tate towards our specialty. Early exposures to pediatrics both in and
outside of the operating room are critical. Active involvement in pro-
cedures such as hypospadias appeals greatly to residents who enjoy
the challenges of reconstruction.

There is also a great deal of discovery to be made in the field of
pediatric urology. Early mentorship and involvement in research is im-
portant, forging relationships that ben-
efit both mentor and mentee. Faculty
members tap into the energy and novel
ideas of their trainees, increasing their
own academic productivity. Residents
establish the seriousness of their com-
mitment to pediatric urology by
strengthening their CVs. By having
the opportunity to attend and present
at national meetings, prospective fel-
lowship applicants can begin to net-
work and exchange ideas with the ex-
perts in the field away from their home
institutions.  I can still remember one
of the most exciting AAP meetings
that I attended as a resident, featuring a panel discussion on posterior
urethral valves. I found it fascinating that a tiny flap of tissue can gen-
erate so much destruction (and discussion)!

Undoubtedly, there will be new clinical challenges and diversity
of complex surgical cases even after a formal training. Continual sup-
port and advice from mentors are invaluable.  Ultimately, it’s our de-
sire as physicians to do the best for our patients/families that drives us
for perfection.

Reference
Wang MH, Chen B, Kern D, Gearhart S. Pediatric urology fellowship training: are we
teaching what they need to learn? J Pediatr Urol. 2013 Jun;9(3):318-21.

What we found was that newly minted pediatric
urologists highly value the “apprenticeship
model” of training and emphasized the impor-
tance of faculty supervision and face-to-face
communication.

Faculty members
tap into the energy
and novel ideas of
their trainees, in-
creasing their own
academic produc-
tivity.

Current Challenges in Pediatric Urology Fellow and Resident
Education: One Program Director’s Perspective

Bartley G. Cilento, MD, MPH
Assistant Professor of Surgery (Urology), Harvard Medical School

Program Director, Boston Children’s Hospital Department of Urology

Drs. Elizabeth Yerkes, Emilie Johnson and Izzy Nosnik have se-
lected the current state of resident and fellow education and surgical
training as the topic for this edition of Pediatric Dialogues. In this es-
say, I will discuss challenges facing both general and pediatric urology
training from the perspective of a pediatric training site intimately in-
volved in the regulatory issues for four Boston-area residency pro-
grams. In essence, the current paradigm requires the integration of regu-
latory requirements including duty hour restrictions (DHR), and per-
sonal time off (vacation, maternity leave) and mandatory training (in-
dex cases, professionalism, fatigue recognition, etc.), with clinical and
surgical coverage in the setting of a competitive marketplace.

Regulatory Issues
At Boston Children’s Hospital, we have a separate Graduate Medi-

cal Education (GME) office to facilitate compliance with all regula-
tory requirements, including monthly duty hour reports and periodic
internal program reviews.  The office currently has 2.5 full time em-
ployees.  There are monthly meetings attended by training directors
from participating programs that provide a forum for sharing resources
and a platform for meeting ongoing regulatory requirements.  Due to
increasing oversight, regulation, auditing, and documentation required
to maintain accreditation, most training institutions have seen an in-
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Current Challenges in Pediatric Urology Fellow and Resident Education   (continued from previous page)

creased need to expand their GME staffing. Larger and better funded
institutions have the resources to expand staffing of GME offices to
negotiate the ever-changing oversight of the ACGME to ensure com-
pliance whereas smaller and less funded institutions may be under-
staffed.

Training Requirements and Surgical Volume
What about surgical training at the individual level?  On the whole,

trainees have experienced diminished surgical volume; however, this
varies by region, by specialty, and by institution.  Regarding dimin-
ished surgical exposure, there are many factors to consider but surgical
volume and DHR remain most important.  In a study published in the
Journal of the American College of Surgeons, 41% of respondents be-
lieve the DHR to be a barrier to their education and 44% felt that 80-
100 hours would be the ideal work week.1 This study was published
prior to the increased regulations imposed by the ACGME in July 2011.
A subsequent JAMA article in 2013 showed that a majority of surgical
residents disapprove of the 2011 ACGME requirements, again citing
impediment to their surgical training.2  Female surgical residents may
have additional challenges related to pregnancy and subsequent time
away from surgical training.3  Programs must embrace these issues in
order to recruit and retain talented surgeons.

As previously mentioned, surgical volume is another factor af-
fecting training.  Across the US, free-standing surgery centers are in-
creasing both in number and volume to maximize surgical productiv-
ity and efficiency.  These high volume facilities draw surgical cases
away from training programs as many are not staffed with residents or
affiliated with teaching programs.4  The overall effect of these issues
impacts training programs to varying degrees.

The asymmetric effect of these issues is further transmitted be-
tween urology resident training and fellowship training.  In general,
pediatric urology fellowships currently have little difficulty with pro-
viding adequate surgical volumes needed to train proficient pediatric
subspecialists, save such rarities as exstrophy.   However, this is not a
static issue and needs monitoring, especially with the continued growth
in the number of accredited fellowship training programs.  Currently,
there are a total of 29 pediatric urology fellowship positions – the most
ever.

In contrast, there is much more variation in the case volume and
variety between general surgery residency programs as compared to
pediatric urology fellowships. Some general urology programs have
excess surgical volumes whereas others may not.   Review of the resi-
dents’ completed and submitted surgical logs will demonstrate the na-

tional percentile ranking.
Trends in a program’s per-
centile rankings for each
procedure should be moni-
tored closely by the pro-
gram director in order to
assure a complete training
experience for the house
staff.    Of note, the Ameri-
can Board of Urology has
decreased the required
minimums of certain index
cases.

Strategies for Improvement
The challenges of our current educational environment necessar-

ily create an atmosphere of urgency and innovation.  Academic health
centers (AHC) are particularly affected given the higher cost of care
and the “margin meltdown” under the Affordable Care Act.  AHC must
change or risk extinction.  We must change the way we view the edu-
cational process and look to opportunities to maximize our ‘teaching
moments”.  In essence creating a culture of teaching “urgency” regard-
ing each surgical case is one frontline approach.   This requires preop-
erative preparation, intraoperative discourse and postoperative discus-
sion between the trainee and mentor.  Roberts et al recently published
their model for this approach.5  This is not a new concept but practiced
with little regularity due to numerous reasons.  In the surgical disci-
plines, most residents become proficient by repetitive exposure to real
surgical procedures.  There is evidence to suggest that simulation is
helpful to a point but certainly no substitute for real surgical exposure.
Additionally, DHR should be reevaluated for the surgical specialties.
Other strategies include he use of midlevel practitioners (MLP) which
includes NPs and PAs.  The MLP can assist in inpatient care and con-
sultations allowing residents greater participation in other educational
opportunities such as the operat-
ing room and teaching confer-
ences.

Conclusions
There are many forces caus-

ing tremendous shifts in health
care delivery.  AHC seem particu-
larly affected and will need to
adapt in order to maintain their
standing as centers of excellence,
education and innovation.  Currently, pediatric urology training pro-
grams appear to meet the challenges in providing a robust educational
experience.  However, one thing is certain – change is inevitable and
we will need to adapt our educational framework in response.

References
1. Moalem J et al: Should all duty hours be the same? Results of a national survey of surgical
trainees.  J ACS Volume 209, Issue 1, p47-54, July 2009.
2. Drolet BC et al: Surgical residents’ perceptions of 2011 Accreditation Council for Graduate
Medical Education duty hour regulations. JAMA Surg Volume 148, Issue 5, p427-33, May
2013.
3. Smith C et al: The surgical residency baby boom: changing patterns of childbearing
during residency over a 30-year span.  J GME, p625-9, Dec 2013
4. Dunning K et al: Outpatient surgery centers draw cases away from hospitals, impact
resident training volume. J Surg Educ. 2008 Nov-Dec;65(6):460-4
5. Roberts NK et al: The briefing, intraoperative teaching, debriefing model for teaching in
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AHC must change or risk
extinction.  We must
change the way we view
the educational process
and look to opportunities
to maximize our “teach-
ing moments.”

....and will need to
adapt in order to
maintain their stand-
ing as centers of ex-
cellence, education
and innovation.
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Is it Possible to Have a Successful Fellowship Without
Compromising Resident Education?

Dennis B. Liu, MD, FAAP, FACS
Attending Physician, Division of Urology, Lurie Children’s Hospital

Instructor in Urology, Northwestern University Feinberg School of Medicine, Chicago, IL

Since the American Board of Urology established a subspecialty
certificate in pediatric urology, the number of pediatric urology fel-
lowship positions has grown from 22 in 2008 to the current comple-
ment of 29.  As most, if not all, fellowship programs are housed within
an academic institution with established urology residency programs,
it is important not to allow fellowships to adversely affect resident edu-
cation.   A core requirement of the ACGME mandates that programs
must “meet the needs of the pediatric urology fellow without compro-
mising the quality of resident education.”1   While many involved in
pediatric urology fellowship programs believe that the educational needs
of both fellows and residents are being met satisfactorily, the true im-
pact of fellowship programs on resident education is far less clear.

Does a fellowship have a positive or negative impact on resident
education?

There is unfortunately a paucity of literature on the impact of fel-
lowships on resident education, and even fewer examining the impact
in urologic training.  On one hand, the presence of a fellow may posi-
tively impact resident education by contributing to resident teaching
and conferences, attracting an increased number of complex cases, and
serving as an impetus for departmental growth.  On the other hand, the
presence of a fellow may take away from the operative and leadership
opportunities for residents.  The true impact of fellowships on surgical
education was recently examined in a meta-analysis of 23 published
studies across a variety of surgical disciplines.1  Results of this meta-
analysis found only one study showing a clear positive impact, 9 dem-
onstrating a clearly negative impact, and 13 with mixed or minimal
impact.2

In urology, only two studies have been published examining the
impact of fellowships on resident education.  In the first, Grober et. al.
surveyed the faculty, fellows, and residents at the University of Toronto
and found  vastly disparate views between residents and faculty.  Resi-
dents strongly believed that fellows “stole” surgical cases and felt op-
erating with fellows was inferior to operating with an attending. Fac-
ulty and fellows believed that certain complex cases should be desig-
nated as “fellow” cases and thus did not adversely affect resident sur-
gical cases.  Overall, however, both groups believed that fellowships
did add to the overall educational experience of residents.3

In the second study, specifically in pediatric urology, Duffy et. al.
found a negative impact.  The authors examined the residents’ case
logs and in-service scores at Vanderbilt University before and after the

establishment of their fellowship.  Although the total number of index
cases and in-service scores remained unchanged and residents contin-
ued to be above the 50th percentile nationally in index cases, residents
did perform fewer numbers of major index cases such as hypospadias
repairs, pyeloplasties, ureteroneocystostomies, renal surgeries, and uri-
nary/bowel diversions after the establishment of a fellowship.4

Strategies for successful relationship
So how can programs with fellowships maintain excellence in resi-

dent education?  First and foremost, programs must ensure sufficient
clinical volume and surgical cases to satisfy the educational needs for
both fellows and residents.  This can be accomplished by continuing to
build surgical volume through the addition of new clinical faculty mem-
bers and the establishment of off-site practices.  For instance, our insti-
tution has the privilege of hosting trainees from multiple residency
programs.  While providing residents an educational experience at the
main children’s hospital, we also provide the pediatric urologic care at
these outside institutions.  By doing so, we have increased our practice’s
clinical and operative volumes and have established “protected, fel-
low-free” sites for residents at their home institutions.

Furthermore, rigorous objective monitoring of the resident’s clini-
cal experience is essential to ensuring that the educational needs of
each individual resident is met.  At our institution, the education direc-
tor reviews the case logs and clinic experiences of each resident on a
bi-weekly basis.   Close monitoring allows deficiencies and inequali-
ties in both case numbers and variety of cases to be readily uncovered
and remedied in a timely fashion.  Overall case numbers are also re-
viewed on an annual basis at the divisional level to ensure sufficient
clinical volume for the program’s current resident and fellow comple-
ment.

Another strategy to promote a positive impact of fellowships on
resident education is to actively engage the fellow in resident educa-
tion.  In this role, fellows would be expected to help design and imple-
ment the didactic teaching curriculum for the residents. Benefits from
this would include building a team identity, the development of the
fellow’s teaching skills, and improved didactic teaching for residents
that often suffer if left to rely on the time-constrained clinical faculty.
Implementation of such a program has been successfully described in
pediatric training to improve the educational experiences for both fel-
lows and residents.5

Lastly, it is important to ensure that residents perceive that their
education is as important to the program as the fellows’.  One way to
accomplish this would be to appoint separate education directors for
fellows and residents.  The resident education director would serve as
the faculty advocate for resident educational needs and issues, as well
as serving as the “go-to” person for resident concerns or conflicts.  By
working closely but independently from the fellowship education di-
rector, the needs and interests of both parties can be preserved.

The successful incorporation of a fellowship program within a resi-

While many involved in pediatric urology fel-
lowship programs believe that the educational
needs of both fellows and residents are being
met satisfactorily, the true impact of fellowship
programs on resident education is far less clear.



6

Dialogues in Pediatric Urology June, 2014

Successful Fellowship (continued from previous page)

(continued on next page)

dency training programs often faces a number of significant challenges.
As educators, it is imperative that we continue to devise and imple-
ment strategies to create a symbiotic relationship.  And while a subspe-
cialty certification in pediatric urology has been established, board cer-
tification in urology continues to require competency in all aspects of
adult and pediatric urology.  Therefore, even as we are tasked to train-
ing future pediatric urologists through fellowships, we continue to be
responsible for ensuring that urology residents receive the education
that they need to incorporate pediatrics into their future practices.
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Pediatric Urology Fellowship Positions: Too Many or Too Few?
John M. Park, MD

Cheng-Yang Chang Professor of Pediatric Urology, Director of Pediatric Urology
C.S. Mott Children’s Hospital, University of Michigan Medical School and Health System, Ann Arbor, Michigan

When I entered the pediatric urology fellowship match back in
1996, there were about dozen programs for which 30-plus highly quali-
fied urology residents aspiring for a career in pediatric urology com-
peted. In 2014, according to the Society for Pediatric Urology website,
there are currently 29 ACGME-accredited programs available. Some
programs accommodate more than one fellow per year, bringing the
total possible fellowship positions to about 30 each year. All programs
are associated with an academic institution with a dedicated children’s
hospital, and they all seem to offer an excellent overall clinical train-
ing. Each program’s academic focus is different, reflecting its unique
resources and faculty expertise.

My personal feelings about the ‘correct’ number of fellowship
positions in pediatric urology are mixed. There are many reasons why
the current number of fellowships may be appropriate. With the steady
rise in the number of tertiary care children’s hospitals throughout the
country, public expectation for high quality pediatric subspecialty care
such as pediatric urology has risen as well. The explosive growth of
pediatric urology subspecialty has a short but well-chronicled history.
Until this century, pediatric urology topics received very little to no
attention. The Campbell’s Pediatric Urology Textbook published in 1937
was the first systematic knowledge base for our field. A landmark event
in pediatric urology occurred in 1948 where the Society for Pediatric
Urology formed in concept during a cab conversation between Frank
Bicknell and Harry Spence (the first SPU meeting took place in Chi-
cago in 1951). The Committee on Urology was formed in the Ameri-
can Academy of Pediatrics in 1960 (later became a Section in 1971).
What followed was an explosive growth in the practice, scope, and
knowledge base of pediatric urology over the ensuing two decades.
The first ACGME accredited pediatric urology fellowship began in
1988. The American Board of Urology issued its first Pediatric urol-
ogy subspecialty certification twenty years later in 2008.

With these changes, there has been a gradual but definite shift of
pediatric cases (even the routine ones) from general urology practice
to pediatric subspecialty certified practitioners, as access to providers
(in collaboration with children’s hospitals) has continued to expand.
There has also been a noticeable shift in the general urology residency
training focus on pediatric urology. Most of the graduating residents
heading toward general urology practice no longer feel motivated to

incorporate pediatric care as part of their practice, and the senior resi-
dents honing their clinical skills with a final touch up are becoming a
rarity in pediatric urology rotations, especially those programs with
clinical fellows.

Given these changes in the overall landscape of pediatric urology,
for a while (it is difficult to say for how long), there may be a legiti-
mate need for producing 30-plus fellowship trained pediatric urolo-
gists annually to keep up with the market demand. Over the long run,
however, this pattern may not be sustainable.

In my opinion, there are too many pediatric urology fellowships
for the long run because of the following factors:

1. Changing demographics
The birth rate has been on a steady decline since the WWII. In

Michigan, for example, the number of babies born in 2012 was the
lowest it has been since 1940. Many of the “Index” pediatric urology
cases’ incidence is well established, including hypospadias and cryp-
torchidism. Although there have been some speculations that the over-
all incidence of genital anomalies may be on the rise, it is likely that
the total number of index cases are on a decline due to fewer children
being born.

2. Changing Case Mix
There will be fewer cases that require life long reconstructions

and follow-up. Some of the complex congenital anomalies that require
many reconstructive interventions and follow-up are declining, such
as bladder exstrophy. This trend is not only affected by the declining
birth rate but also by elective termination of pregnancy when these
conditions are suspected prenatally.

3. Changing Practice Paradigms
The indications for surgical intervention continue to decrease. For

example, guidelines continue to evolve regarding evaluation for reflux
(i.e., the AAP UTI guidelines) and the management of reflux (i.e., the
AUA reflux guideline). Formerly black-and-white indications for sur-
gical evaluation and intervention are no longer advocated and are con-
sidered either optional or recommended. Finally, there are more and
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Too Many or Too Few? (continued from previous page)

more non-surgical care paradigms that may be provided by physician
extenders and mid-level providers. For example, many patients who
are referred to pediatric urology clinics as ‘UTI,’ the first (and some-
times the most effective) mode of treatment is management of bladder
and bowel dysfunction. Does the execution of such non-surgical para-
digms require fellowship-trained pediatric urologists?

We need a broader view of our future. What we need in fellow-
ships is not simply the number that provides the short-term workforce
needed to fill the job opportunities created by un-
predictable changes in certification processes and
the rise of children’s hospitals (which too may not
be sustainable with the forces that will drive for
larger, consolidated health care organizations).
Rather, we need to focus on developing a cadre of
young and energized colleagues who will drive
innovation and expansion of our field’s bound-
aries. We need to better define the outcome of our
field’s work that can establish a more effective
utilization of declining resources.

The current practice paradigms must be ex-
amined and challenged. For example, the trend to-

What we need is not
more clinical fellow-
ships, but rather
unique academic pro-
grams with eyes to the
future.

ward a non-operative management of reflux and hydronephrosis must
be assessed in the context of its potential impact when the children
become adults. Finally, we need a leading voice in the management of
transitional care for pediatric urology patients who are becoming adults.
We also need to engage the world at large outside the United States
where the need for expert surgical care still remains very high. We
need talented and passionate leaders who will be equipped to drive
innovation for new diagnostic and treatment paradigms.

In conclusion, the current number of pedi-
atric urology fellowships may be justified for the
short term, but I remain concerned that with the
changing landscape of declining pediatric demo-
graphics and evolving practice pattern toward non-
surgical management, we will soon end up with too
many fellowship trained pediatric urologists whose
surgical work will be divided up into smaller and
smaller pieces. In the long run, there will not be
enough positions to justify clinically competent but
undifferentiated pediatric urologists. What we need
is not more clinical fellowships, but rather unique
academic programs with eyes to the future.

Volunteerism: Opportunities for Becoming a Better Pediatric Urologist
Amy Steele, IVUmed Program Director

Stacey L. Cole, 2013-2014 IVUmed Research Fellow
Elizabeth DeBroux Jones, IVUmed  Communication Coordinator

Hiep T. Nguyen, MD, Chair, IVUmed Board of Directors

For most individuals pursuing pediatric urology fellowship, the
goal is to acquire an extensive clinical and surgical experience which
in turn will establish a strong and broad knowledge base. Traditionally,
this education has been limited to learning at a national medical insti-
tution, proctored by established practicing pediatric urologist(s). More
recently, alternative methods of fellowship education, such participa-
tion in volunteer organizations that provide international surgical work-
shops, have been recognized as effective adjuncts to the traditional
learning method.

IVUmed, a nonprofit orga-
nization, is dedicated to build-
ing urology capacity in re-
source-limited areas of the
world. Since 1999, 175 train-
ees have traveled with
IVUmed to collaborate with
international partners on surgi-
cal service and education in
over 30 countries in parts of
Africa, Asia, Central America,
and South America. Under the
guidance of board-certified
urologists, trainees witness
firsthand the level of need in
the countries in which they
serve and the importance of

continued international medical volunteerism and training.
Working with IVUmed provides pediatric urology fellows with

several unique opportunities not commonly found during their fellow-
ship. First, it provides the trainees with the chance to encounter uro-
logical conditions such as disorders of sexual differentiation and cer-
tain infectious diseases affecting the urinary tract that are uncommon
in the North America. Limitation of resources, geographic, genetic, or
societal differences make some regions “hotspots” for higher preva-
lence of particular urologic conditions or other co-morbidities that may
need to be considered when treating patients. As an example, hypospa-
dias occurs in 1 in 125-250 boys and is prevalent worldwide. In the
US, the majority of boys will present early, have distal hypospadias,
and undergo repair typically within the first couple years of life. Abroad,
trainees are more likely to encounter cases of proximal hypospadias
requiring much more extensive repairs. Working abroad in areas en-
demic with these conditions offers large case loads and helps trainees
gain experience with rare conditions that they may not frequently en-
counter at their training institutions.

Second, participating in international surgical workshops provides
the trainees with opportunities to service populations with far fewer
resources. Across the world, 1 billion people live in abject poverty,
with 46.2 million being in the U.S. Working abroad, the trainees learn
to be resourceful when there is a lack of money, supplies, equipment,
post-operative supportive care, and medications. They learn to be in-
ventive, modifying surgical technique and care in order to adapt to the

Under the guidance of
board-certified urolo-
gists, trainees witness
firsthand the level of
need in the countries in
which they serve and the
importance of continued
international medical
volunteerism and train-
ing.
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available resources.  Trainees are often unaware of the cost of the sup-
plies used during their surgery; they are creatures of habit when it comes
to doing surgery with specific sutures and catheters. Working abroad
allows the trainees to work within the limits of their environment to
determine what they truly need, and to eliminate costly “bells and
whistles.”  The trainees return to their home institutions with experi-
ence that can be used to take care of our own impoverished patients
and with a fresh perspective in thinking of innovative ways to provide
high quality services that are cost-effective.

Third, working abroad provides the trainees with the opportunity
to teach and be a mentor. In low and middle-income countries,
subspecializing in surgical specialties is often unavailable and very
uncommon due to lack of resources. For example, there are 30 urolo-
gists for over 40 million people in Kenya.  There are a small few, if
any, who specifically practice pediatric urology care. The trainees help
to teach their international counterparts about procedures they perform
more frequently in the U.S., but may be new or novel to the surgeons
they are working with abroad. The success of this training is palpable
and long-lasting. For example, there were no pediatric urology spe-
cialists in Viet Nam prior to 1994. Between 1994 and 2005, IVUmed
teams and Vietnamese surgeons jointly performed over five hundred
operations.  As a result of this training, the local doctors have since
independently operated on more than 7,000 pediatric patients, increas-
ing their surgical output by ten-fold. With the mentorship provided by
the IVUmed teams, the local experts now train 10-15 in-country physi-
cians every year, a significant achievement in this vitally important
surgical field once virtually absent in Viet Nam. The trainees have the
opportunity to meaningfully address the global need for high quality
pediatric urological care, while honing their skills to become better
teachers and mentors.

IVUmed provides a means for trainees to make a meaningful im-
pact on patients and healthcare capacity worldwide. As quantified in a
recent survey, 63% of trainees indicated that participating in a surgical

workshop with IVUmed was their first time performing medical work
overseas. Approximately 90% of trainees surveyed stated that they re-
turned from their experiences with a changed perspective on global
healthcare. Most indicated that their experiences abroad provide an-
other dimension to their training, creating a far greater depth to their
overall understanding of urology. In addition, this international expe-
rience allowed the trainees to better understand cultural differences
and the diverse needs that they may encounter at home. 79% of train-
ees surveyed expressed their desire to continue international medical
service throughout their career.

Affording time off for international training during Pediatric Urol-
ogy Fellowships allows trainees to be exposed to unique and challeng-
ing health care systems around the world. International training chal-
lenges fellows to adapt their patient care approach according to the
resources on hand in foreign clinical environments, and often offers a
wider variety of surgical issues than they would not have otherwise
had access to in the United States. International training often instills
in fellows a greater appreciation for the valuable role of volunteerism
in global patient care and
medical training. As stated
by one of the trainees who
recently worked with
IVUmed, “during a selfish
time of intense training tem-
pered by chronic fatigue,
IVUmed offered me a re-
prieve, a chance to rekindle
some of my passion for
medicine.”

For more information
Please contact Amy Steele at amy.steele@ivumed.org

Working abroad allows the
trainees to work within the
limits of their environment
to determine what they
truly need, and to elimi-
nate costly “bells and
whistles.”


