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This article is a literature review of mental health concerns in non-oncologic urology 
patients. Pathologies represented in this review include Peyronie’s Disease (PD), erectile 
dysfunction (ED), urinary incontinence and urinary tract infections (UTI), infertility, 
benign prostatic hyperplasia (BPH), kidney stones, and urinary retention. While there has 
been great interventional focus as of late for urogenitary malignancies (i.e. prostate 
cancer awareness with the Movember campaign), literature studies and intervention 
focused on non-oncologic urology patients has been limited. As such, we conducted a 
review on urology patients with non-oncologic pathologies as an effort to increase 
clinician awareness of mental health concerns among such patients, increase the comfort 
level for clinician communication on socially sensitive topics surrounding pathologies, 
and review ongoing interventions conducted within these pathologies. We outlined 
different ongoing Mental Health Illness (MHI) needs and treatments for various 
pathologies. Patients with non-cancerous urologic pathologies had lower quality of life 
and higher incidence of MHI than the general population. As such, in line with the 
American Urological Association recommendations, psychological and social support 
from peers, therapists, and healthcare providers further prove to be crucial for some 
subpopulations. The review also yielded pathology specific interventions such as group 
therapy for ED patients. Given the higher incidence of MHI in the patient population 
after the Covid-19 pandemic, MHI awareness in the sphere of non-oncologic urology 
treatment continues to be crucial when creating a collaborative treatment platform for 
patients. 

INTRODUCTION 

Over the past several years, efforts have been made to ad
dress mental health concerns in healthcare. Numerous 
studies have found a strong correlation of mental health 
illness (MHI) being directly correlated with the onset of 
debilitating or restricting conditions that affect one’s way 
of living. Initiatives such as Bell Let’s Talk in January in 
Canada, National Suicide Prevention Week in September in 

the US, Mental Health Awareness Week in May in the UK 
have been effective at raising awareness on a topic that is 
often rejected due to negative stigma (i.e. mental health). 
More specific to urology, the Movember campaign has made 
the public cognizant of prostate and testicular cancer since 
2003.1 Now with the COVID-19 pandemic, these initiatives 
are crucial to address the mental health epidemic.2 A recent 
meta-analysis found that one in four adults are experience 
significant distress due to the pandemic.3 
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Conservative measures (i.e. self-reported surveys) sug
gest that the lifetime prevalence of major depressive dis
order (MDD) is 17% and of generalized anxiety disorder is 
6%.1 A recent study in late 2021 found global point preva
lence of MDD between 2001-2020 to be as high as 35% 
(95% Cl: 0.30-0.38).4 There is limited literature focusing 
on MHI related to urological conditions. Previous work on 
MHI and urology conditions has been centered around uro
logical malignancies. This analysis aims to address MHI in 
non-oncological urology patients in an attempt to increase 
awareness amongst clinicians, improve comfort levels when 
discussing MHI with patients and educating urologists to 
make referrals for psychiatric evaluation for patients at risk. 

PEYRONIE’S DISEASE 

Peyronie’s disease (PD) is a condition that affects 0.5% of 
men.5 Although, a population-based study concluded that 
there is a significant difference between the definitive and 
probable cases of PD, indicating that the true prevalence of 
PD is underestimated. This may be due to patients being 
hesitant to share such information with their physician to 
avoid shame and embarrassment.6 PD occurs when a fi
brous plaque on the tunica albuginea results in an alter
ation of the penis anatomy and causes curvature, pain, and 
sexual dysfunction.6 The physical effects are undoubtedly 
debilitating; however, psychological consequences associ
ated with this condition must also be considered. The psy
chological impact of PD is an understudied effort, but scant 
literature on the topic recognizes one main point that de
pression and relationship distress is prevalent in this co
hort.7 Using self-reported measures, a study conducted by 
Gelbard, et al. found that 77% of men experienced psycho
logical effects due to PD.8 Despite improvement in PD and 
post treatment, 48% of those still declared that they ru
minate about their condition frequently.8 Another study, 
Smith, et al. focused on the prevalence of emotional and 
relationship difficulties and found that 81% of men in the 
study had emotional manifestations and 54% reported that 
their relationship issues were due to PD.9 The psychological 
and social impact of PD is becoming increasingly prevalent. 
PD is often viewed as a rare, stable disease with no signif
icant effect on health, however, it becomes a larger soci
etal issue if we take into consideration the depressive and 
emotional impact of PD.7 The Journal of Sexual Medicine 
demonstrated in their study that 48% of men with PD have 
clinical depression requiring medical intervention and this 
depression stayed consistent even years after this diagno
sis.10 This alludes to the difficulty in coping with their con
dition and the necessity of mental health screening in those 
afflicted. Aside from just depression, a Swedish study with 
a 3.5 million cohort found that men with PD had increased 
risk of substance use disorders, anxiety disorders, self-inju
rious behaviors, and other psychiatric illnesses.11 

Current treatment options for PD include medical man
agement with fibrosis reducing agents such as pentoxi
fylline or collagenase clostridium histolyticum injections or 
surgical management.6 However, surgical outcomes seem 
to be a more definitive treatment and aid in rebuilding a 

man’s psychosocial health.12 Nonetheless, there are many 
men that are not satisfied even after surgical correction. 
This was due to resultant shortening of the penis, negative 
self-perception about their bodies, and changes in attitude 
about sexuality.13 Currently, there is limited to no medical 
treatments targeting the psychological impact associated 
with PD. 

ERECTILE DYSFUNCTION 

Erectile dysfunction (ED), also known as impotence, is de
fined by the inability to achieve or maintain an erection 
when desired. ED is increasingly prevalence with age which 
aligns with the frequency of sexual activity decreases with 
age. According to the Massachusetts Male Aging Study, ap
proximately 40% affected by the age of 40 and 70% of men 
are affected by the age of 70. High prevalence with older 
ages has been supported by many studies.14‑18 Decreased 
libido is also associated amongst the older population and 
men may have a loss of libido secondary to ED. However, 
most men who complain of ED don’t complain of a loss of 
sexual desire.19 

The pathophysiology of ED has not been fully eluci
dated, but it is thought to be multifactorial with a possible 
involvement of vasogenic, neurologic, hormonal, cav
ernous, veno-occlusive, psychogenic and/or pharmacogenic 
factors.20‑22 

Normal erectile physiology requires blood flow from the 
hypogastric arterial system into the corpus spongiosum. 
This leads to an increase in pressure, preventing a venous 
outflow from the emissary veins, leading to an achievement 
and maintenance of a penile erection. Nitric oxide func
tions by promoting the generation of cyclic guanosine 
monophosphate which in turn facilitates the relaxation of 
the intracavernosal trabeculae and acts as a vasodilator.19,
23 This mechanism is thought to play a role in the patho
genesis of ED as phosphodiesterase-5 inhibitors such as 
sildenafil are effective at improving erectile response to 
sexual stimulus. Other regulatory mechanism implicated 
include cyclic adenosine monophosphate, gap junctions 
and ionic channels which lead to a disturbance of the 
smooth muscle contraction and relaxation.24 

As ED is multifactorial with a large vasogenic involve
ment, there are many known risk factors. Current knowl
edge has shown a strong association between ED and car
diovascular disease and risk factor. This link is particularly 
strong among men above 50 years of age. There is still a 
large cohort of younger patients with a long duration of 
ED but do not seem to have cardiac abnormalities.25 There 
is a need for more research to be conducted on the link 
between cardiovascular disease amongst younger ED pa
tients. Other risk factors associated with ED include hy
pertension, diabetes mellitus, tobacco use, hyperlipidemia, 
hypogonadism, lower urinary tract symptoms, metabolic 
syndrome, and depression.26,27 

Besides quality of life and physical health, sexual dys
function is associated with psychological health as well. 
With an inability to perform or achieve/maintain an erec
tion, there is a myriad of mental health concerns that affect 
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men with ED. After adjusting for age, comorbidity, use of 
erectile aids, and a lack of a positive prostate cancer screen
ing, a large cohort study by Korfage et al., consisting of 
3800 patients, found that men with ED have a significantly 
lower MH rates on a 36-item short form than men without 
ED.28This study also found that MHI related to ED is asso
ciated with a potential mediator “satisfaction with sex life”, 
but not with mediator “importance attached to sex life”.28 

Depression is often seen in men with ED. In a Malaysian 
study, significantly higher proportion of men with ED had 
depression compared to men without ED.29 Another study 
in Japan showed that odds ratio of the association of ED and 
depression was 2.02.30 Prior studies have shown a strong 
link of depression and ED amongst older patients and the 
link between depression and younger patients had not been 
studied until 2021. Calzo, et al. found that after adjusting 
for a prior history of depression, antidepressant use was as
sociated with a greater than three times the odds of mod
erate to severe ED in young, sexually active men.31 This 
risk is highest amongst those taking selective serotonin up
take inhibitors (SSRIs).31 Anxiety and tranquilizer use was 
also associated with greater odds of moderate to severe ED 
as well.31 The American Urological Association now recom
mends that all men who present with ED undergo an eval
uation for potential psychological factors, such as anxiety 
and depression.32 

Currently, the pharmaceutical and behavioral therapies 
are understudied for the mental health concerns related to 
erectile dysfunction. As ED is a common symptom of de
pression, psychotherapy and anti-depressive use should be 
considered. Of note, the most effective antidepressants of 
the SSRI class promote erectile dysfunction and decreased 
libido.33 A metanalysis in 2007 found that group therapy 
might be beneficial.34 There is sparse literature regarding 
therapies to treat the MHI associated with ED but there 
are some experimental methods in development and one 
plant-based pharmaceutical therapy, Yohimbine, with lim
ited data, efficacy, and availability.35 

INCONTINENCE/URINARY TRACT INFECTION 

Urinary incontinence is the involuntary leakage of urine in 
both males and females. Urinary incontinence can occur at 
any point in life, but it is greatly associated with increased 
age. Although it is more prevalent with increasing patients 
age, it is not part of the normal aging process. Instead, it 
is attributed to several different etiologies, all with an un
characterized pathophysiology with known ranges in sever
ity. Urinary incontinence can be categorized as urge urinary 
incontinence, stress urinary incontinence, and mixed uri
nary incontinence. Men have a higher prevalence of urge 
urinary incontinence, and females have a higher prevalence 
of stress urinary incontinence.36 Urinary incontinence is 
more prevalent with increasing age, with a reported range 
from 9%-50% in patients age 50 and above.37 However, 
there is considerable underreporting due to a lack of knowl
edge that the disease is not part of the normal aging 
process, embarrassment of the condition, and anxiety from 
the condition. Also, the emotional toll is an added factor 

that patients who suffer from urinary incontinence must 
be acknowledged when seeking care. Women also have an 
increased prevalence of urinary incontinence with greater 
prevalence at an increased age. It is estimated that world
wide there are 2.3 billion individuals affected by one of the 
types of urinary incontinence, and this is believed to in
crease as our world’s aging population increases.38 

There is no clear pathophysiology to explain all forms 
of urinary incontinence, but it is associated with a weaken
ing pelvic floor and overall frailty. It is hypothesized that a 
plausible cause of urinary incontinence is based on abnor
malities in serotonin levels, which gives some insight into 
the associations between urinary incontinence and depres
sion.39 Urinary incontinence can sometimes be confused 
with overactive bladder, but both diagnoses are separate 
and can coexist within a patient and worsen the associated 
morbidities of the conditions. While there are contribut
ing factors to the onset and progression of urinary incon
tinence, such as BMI, anxiety, diabetes mellites, and other 
medical conditions, age is the most noteworthy factor as
sociated with the condition and its progression.39,40 While 
not part of the ordinary aging course, the condition does 
tend to get worse and more prevalent as patients age.41 

Diagnosis of urinary incontinence is often not consid
ered with how it affects the patient’s mental health and 
overall well-being. With causes of urinary incontinence of
ten being benign, it is vital for clinicians not to overlook the 
impact the condition has on patients. Studies have found 
associations between urinary incontinence and higher odds 
of depressive symptoms.38,41 The condition becomes 
harder for the patient’s emotion if it is combined with an 
overactive bladder which may worsen the deleterious im
pact of urinary incontinence. It was found that in patients 
who have overactive bladders, there is a higher association 
with increased anxiety, depression, loneliness, sexual dys
function, and sleep disturbances relative to controls.37,42 

These findings were amplified in patients who also suffered 
from incontinence. 

Disease burden greatly impacts a patient’s mental well-
being. The overall mental wellbeing of patients suffering 
from incontinence can progressively worsens if psycholog
ical factors are not addressed appropriately as the patient 
ages or condition worsens. Depression is a highly associ
ated condition with urinary incontinence. The manifesta
tion of depression in patients is known to be multifactorial, 
but prior studies have shown clear associations with dis
ease progression and worsening mental health outcomes.37,
39 Urinary incontinence, especially in men, has been found 
to be an embarrassing and taboo condition that is often 
underdiagnosed and underreported due to a multitude of 
factors associated with both patients and clinicians. Ini
tially, the condition can be embarrassing to a patient, which 
can lead to insecure feelings about their physical health 
and leaving them prone to underreporting due to embar
rassment or increased anxiety about their physical health. 
As the condition worsens, patients suffer in many facets 
of their life. Sleep quality has been shown to worsen due 
to the worsening severity of urinary incontinence.39 Uri
nary tract infections may become more prevalent in pa
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tients with severe urinary incontinence.39 Self-esteem and 
relationships may become harder to maintain due to the 
burden of the condition and difficulty finding appropriate 
accommodations for the patient in social settings.39‑41 This 
then leads to changes in behavior and potentially self-iso
lation to accommodate the condition.43 This multitude of 
differences and difficulty in daily tasks is believed to con
tribute to worsening symptoms of depression and anxiety 
for patients. There are also associations with sexual dys
function in patients with incontinence for both men and 
women, thus potentially worsening the social isolation and 
difficulty in relationships that patients may experience.42 

Both men and women were found to have increased dif
ficulty reaching orgasms with worsening urinary inconti
nence, higher rates of erectile dysfunction in men, and de
creased sexual satisfaction in women.42 One study did find 
an adaptation for some patients in which those who re
ported urinary incontinence for less than 4 years were as
sociated with poorer sexual health than those who had the 
condition for greater than 4 years.42 This showed some 
ability to adapt to the illness in some patients, which has 
given some insight into sustainable and low side effect 
therapies addressing the mental health aspect of urinary 
incontinence. 

There are many therapies available for urinary inconti
nence, but few notable therapies that encompass the men
tal health and impact on the patient’s social life. One well 
studied first-line treatment for incontinence and its effect 
on mental health is cognitive behavioral therapy and pelvic 
floor muscle exercises with lifestyle modification.44 Cogni
tive behavioral treatment allows patients to become aware 
of their condition and analyze their known beliefs and fears 
about their condition. This allows them to directly address 
inappropriate behaviors that are associated with their void
ing.44 The goal is to increase a patient’s independence in 
performing emotional control and coping strategies to help 
control their bladder and create an outline of adherence. To 
help urinary incontinence, other comorbidities may need to 
be addressed in conjunction with cognitive behavior ther
apy, such as weight loss, diet changes, smoking cessation, 
and physical therapy.44 Unfortunately, while there are some 
pharmacological treatments to treat certain aspects of in
continence there fails to be a pharmacological treatment 
that helps patients address the social and mental health 
impacts that incontinence has on a patients’ wellbeing. 

INFERTILITY 

Infertility is the inability to conceive after 12 months of 
frequent unprotected intercourse.45 This can be due to fe
male or male concerns. The male to female distribution of 
causes is not well-defined.45 However, men make up a sig
nificant percent of the infertile population. This appears 
to be an overlooked concern when considering the impact 
this can have on men sexually and psychosocially. Univer
sally, masculinity is often tied to fertility. For many men, 
especially in certain cultures, being able to produce chil
dren is a direct indication of one’s manhood and virility.46 

Evidently, when that ability is stripped away, it can have 

a profound impact. In a series of interviews, it was found 
that men tended to struggle with expressing their feelings 
about their infertility. Because they were unable to fulfill 
their roles sexually, they felt failure. Many often use denial 
as a coping mechanism and therefore did not seek medical 
treatment.47 This loop can be problematic and encourages 
the need to recognize psychosocial impact urological con
ditions may have on men. Smith, et al. conducted a study 
that found that infertility due to a male factor is linked to a 
lower quality of life.47,48 When men believed that they were 
solely responsible for the infertility, they had less sexual 
enjoyment and more feelings of failure.47,48 A study from 
Taiwan with 13,317 infertile patients highlighted the to
tal prevalence of mental disorders of 12.41%.49 The average 
time from diagnosis of infertility to the onset of mental ill
ness was 1.67 years, indicating a strong argument for a di
rect correlation.49 Many factors played a role in the onset 
of mental illness, for example, income, occupation, treat
ment methods, hospital level.49 While the diagnosis of in
fertility itself is heartbreaking, the journey through fertil
ity treatment can be a grueling process as well. Two studies 
examined in the Human Fertility journal displayed signifi
cant distress in couples undergoing treatment for fertility. 
This was based on multiple factors as well, such as relation
ship dynamics, self-esteem, mental health, and attitude to
wards masculinity.50 It is no surprise that mental illness is 
very prevalent with the diagnosis of infertility, and request
ing support is particularly challenging for men. There are 
many in-person and online support groups for those going 
through similar struggles, but since asking for help is tradi
tionally seen as a feminine trait, men are often neglected in 
these settings.51 Many men even report that they feel that 
these groups are geared towards women.51 A population-
based analysis of urology male infertility specialists, con
ducted by Nangia, et al., demonstrated the following that 
male fertility specialists are very scarce, men do not par
ticipate in support networks as much, and mental health 
providers who specialize in infertility are practically non-
existent.47,52 These statistics prompt the need for more re
sources and better counseling availability for men battling 
with such issues. It is important to recognize that there are 
differences in generally how men and women cope and re
act to health concerns. This emphasizes the importance of 
health and fertility counselor, whose primary focus should 
be identifying those disparities to guide both parties to 
limit distress within the individual as well as in the rela
tionship.53 

BENIGN PROSTATIC HYPERPLASIA 

Benign prostatic hyperplasia (BPH) is a condition that is 
characterized by a proliferation of stromal and glandular 
cells in the prostate gland, hence only affecting men. A 
majority of men as they age eventually acquire this condi
tion. Based on medical records, 80% of men over 70 years 
old get BPH.54 This can be an asymptomatic condition, or 
it can cause lower urinary tract issues.54 While the symp
toms of this condition may not be particularly severe, it 
can lead to lower quality of life and overall well-being. A 
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survey study published in the Journal of Clinical Nursing 
highlights the significantly lower quality of life and psy
chological well-being in patients with BPH.55 The symp
toms caused by the conditions as well the consequent anx
iety and depression played the largest role in determining 
quality of life.55 In fact, a retrospective study conducted in 
South Korea correlated increased rates of suicide amongst 
men with BPH.56 The suicide rate of people with BPH was 
97.3 per 100,000, compared in 61.6 in non-BPH patient.56 

This is a 1.58 times higher risk in patients with BPH.56 

There are treatments available for BPH and while some can 
help alleviate some of the emotional burden by treating 
the symptoms, treatments can also be associated with their 
own set of emotional consequences. For example, a meta-
analysis published in the Journal of Clinical Psychopharma
cology illustrates that finasteride, a well-known treatment 
for BPH, may be associated with causing mental health is
sues, such as depression, anxiety, and even increased sui
cidal ideation.57 To investigate this further, a study done 
on rats found that repeated and long-term administration 
of finasteride increased immobility and lack of motivation, 
implying depression-like behavior. It also decreased overall 
cognitive function.58 The exact neural mechanism is not 
well-defined; however, it is important to note that a treat
ment that is meant to help a condition can end up causing 
harm in other ways. 

BPH is an emotionally draining condition and some 
treatment modalities can substantially improve overall 
well-being. Prostatic surgery is one such treatment option. 
A survey showed a significant improvement in quality of life 
three months after undergoing prostate surgery. It revealed 
that men felt like they had better physical and social func
tion and a lot less limitations than they had previously due 
to emotional issues, pain, and health perceptions caused by 
the condition.59 When considering treatment for BPH, it is 
important to weigh the risk and benefits as an aftereffect of 
the surgery in terms of mental health, as well as physical 
health. 

KIDNEY STONES 

Kidney stones are a prevalent disease with a higher inci
dence with increasing age in males and females. The dis
ease can present as an acute emergency that can develop 
into an infection and lead to other medical complications or 
an asymptomatic condition than can later manifest. Symp
toms of kidney stones include flank pain, nausea, urinary 
urgency, difficulty urinating, and penile or testicular 
pain.60 The stones originate from calcium stone formations 
in the kidney medullary interstitium. To confirm the di
agnosis, patients undergo imaging to assess the location 
and cause of the obstruction, which can be done through 
a CT of the abdomen.60 Treatment can usually be passive 
or surgical. However, the uncertainty of the condition has 
been shown to affect patients’ mental health and lead to 
increased anxiety about the unknowns of the formation of 
other stones. 

In general, the health-related quality of life in patients 
suffering from kidney stones was found to be worse when 

compared to the general population and patients with kid
ney stones were more likely to suffer from depression rel
ative to the general population.61 Treatment for kidney 
stones is often a complex, multifaceted approach that re
quires multiple hospital visits from the patients.62 These 
treatment modalities can worsen the patients’ health-re
lated quality of life. Given the complexity of the treatment, 
the American Urological Association has put in their guide
lines that treatment decisions should incorporate the pa
tients’ preferences.62 Effects of kidney stones are different 
within each patient in terms of variability with aggressivity, 
acuity, and symptomology.63 No current metric allows clin
icians to use this variability to best tailor treatment to a 
specific method. The relationship between kidney stones 
and worsened mental health and quality of life is strength
ened by studies that have shown promise in using the Wis
consin Stone Quality of Life questionnaire in capturing var
ious symptoms and challenges associated with kidney 
stones.63 This metric is useful in relating the disease to the 
patients’ health-related quality of life and may help clini
cians make treatment decisions that help improve the qual
ity of life of patients suffering from kidney stones. The in
terventions used to treat kidney stones tend to significantly 
impact the patients’ quality of life and can negatively im
pact their mental health and social security. A significant 
stressor for patients is that there is no clear end to their 
disease, which further exacerbates fear of the unknown.62 

Factors that significantly alter the quality of life in patients 
with kidney stones are concerns about their overall health, 
pain, anxiety about the course of the disease, sleep dis
ruption, and disruption of disease inability to socialize and 
travel.62Based on these findings it is important for clini
cians to adapt treatment approaches for kidney stones to 
involve the patient to a greater degree and if possible to in
corporate impacts on mental health and quality of life into 
treatment decisions. 

URINARY RETENTION 

Urinary retention is a condition that can stem from many 
causes and lead to potential delirium in patients.64 Urinary 
retention may arise from obstructions, prostatic hyperpla
sia in males, aging, diabetes mellitus, neurologic disorders, 
medications, distortion of ureters, and functional causes 
such as damage to the detrusor muscle. Urinary retention 
can more commonly lead to UTIs or, if severe enough, renal 
impairment due to the high pressure. If left untreated, uri
nary retention may lead to increased fear of damaging vital 
organs in patients who may be unsure of their disease. 
Treatment is typically done by catheterization. 

Delirium from urinary retention is poorly documented in 
the literature but can have deleterious effects on a patient’s 
well-being and care. The proposed mechanism of urinary 
retention delirium is increased catecholamine production 
due to increased bladder tension leading to increased sym
pathetic tones.64,65 While urinary retention is not reported 
to cause immediate mental health changes in patients, it is 
important for clinicians to immediately evaluate the poten
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tial of urinary retention causing delirium or a neurologic 
deterioration in an acute setting. 

CONCLUSION 

From the review of the diverse set of GU pathologies we also 
understand that there is great difference in MHI needs de
pending on the pathology. For Peyronie’s Disease, we rec
ognized that its rarity alongside the physically debilitating 
symptoms cause a higher incidence of MHI amongst this 
subpopulation and there is no available treatment noted for 
MHI associated with this disease. Given the greater number 
of erectile dysfunction cases, MHI treatment has been stud
ied for this population ranging from group therapy to plant 
based medications. It is also recognized that depression and 
anxiety symptoms are also elevated within this sub-popu
lation and the American Urological Association highly rec
ommends psychiatric referral in case. As for infertility espe
cially in men, societal pressures can be very heavy and the 

establishment of support networks of care would be higher 
priority for those patients. While it is also recognized that 
there is lower quality of life for all benign prostatic hyper
plasia, kidney stone, and urinary retention patients, a care
ful coordination on what treatment plan to move forward 
oftentimes acts as a component for the mental health of 
those patients. As such, in line with previous recommen
dations, psychological support from peers, therapists, and 
healthcare providers further prove to be crucial for those 
subpopulations. 

To provide greater psychosocial support for patients un
dergoing non-oncologic GU treatment, incorporating men
tal health metrics into patient care, careful coordination 
with psychiatrists and psychologists for psychotherapy and 
psychopharmacology, alongside MHI considerations of op
erative vs nonoperative treatment by urologists will all act 
as significant variables of care for non-oncologic GU pa
tients. 
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