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We read, with interest, the manuscript by McAlpine ez 4.
outlining their development of patient decision aids (PtDA)
to assist patients undergoing cystectomy in deciding which
type of urinary diversion to have performed. The two main
types of urinary diversion dealt with by McAlpine ez al.
are ileal conduit diversion and orthotopic neobladder
formation as these are the two most commonly performed
urinary diversions (1,2). Both techniques have significant
implications for the patient’s future quality of life and some
consequences may not be acceptable for some patients (1).
The ileal conduit is well recognised as the most simple
type of urinary diversion but may be unsatisfactory
to some patients due to the presence of an abdominal
stoma (3). Orthotopic neobladders are often felt to have
better results in terms of a patient’s body image, given it’s
closer mimicking of the position of the bladder, but have
associated issues with incontinence and potentially the
need to self-catheterise which may be unacceptable to some
patients (3,4). These very different aspects of each urinary
diversion highlight the need to thoroughly counsel patients
pre-operatively, as recommended by the World Health
Organisation Consensus Conference on Bladder Cancer (5).
Patients must weigh the advantages and disadvantages of
either option of urinary diversion in order to come to a
decision. The development of a PtDA by McAlpine et al.
is therefore an incredibly useful tool for both patients and
clinicians for use in shared decision making.

This PtDA developed by McAlpine et 4l. explains what
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is entailed in either an orthotopic neobladder, referred to
as an “internal bladder replacement” and an ileal conduit,
referred to as an “abdominal stoma”. It discusses urinary
incontinence, urinary retention, nocturnal enuresis the
possible complications of a neobladder and parastomal
hernia and stoma stenosis as possible complications of
an ileal conduit. The PtDA then attempts to determine
a patient’s preference towards each of these possible
consequences before asking the patient if they feel ready to
make a decision. The PtDA also contains a caveat that the
situation may change intra-operatively and so options for
reconstruction may be limited.

The development of this tool seems to be very robust as
the authors adhered to the International Patient Decision
Aids Standards (IPDAS) criteria which ensures the
development of quality PtDAs with minimal risk of bias (6).
The IPDAS criteria comprises of a 74-point checklist for
the development of a PtDA encompassing areas of content,
development process and effectiveness (6). This PtDA has
also been aimed at those with at least a sixth grade reading
level which means that the content of this PtDA should be
comprehensible to anyone with a reading age of 11 years
which means that this PtDA will be suitable to the vast
majority of patients undergoing cystectomy (2).

Unfortunately, there is a lack of randomised controlled
trials comparing ileal conduits and orthotopic neobladders
due to the restrictions on which patients are suitable for
either option. These restrictions predominately limit the
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formation of an orthotopic neobladder in patients with an
inadequate sphincter mechanism or in those with urethral
disease such as transitional cell carcinoma involving the
urethra, or stricture disease (7). Therefore, this decision
aid may not be applicable across all patient situations as not
all patients will be suitable for an orthotopic neobladder
as a result of disease, dexterity or anatomy. Ileal conduit
is also more often performed than orthotopic neobladder
and the option to have an orthotopic neobladder may also
not be available due to surgeon skill (8). This decision aid,
therefore, may be of use to a much smaller patient cohort
than originally intended.

Unfortunately, this publication only describes the
results of the alpha testing of this PtDA. Alpha testing was
performed with 18 stakeholders (8 academic urologists,
9 patients, 1 advanced practice nurse). The acceptability
testing from this group was very high with 94% (17 of 18)
agreeing that this would be a useful tool for patients facing
a decision on urinary diversion (2). This small group, which
we acknowledge was purely used for initial acceptability
testing carries a risk of bias given the academic urologists
wealth of knowledge on the topic and thus significant
understanding of the implications of either urinary
diversion. The group of patients selected for testing also
carry a risk of bias as they have a much greater level of
understanding of either procedure having had either ileal
conduit or orthotopic neobladder performed and therefore
cannot accurately represent the group of patients who
would require use of this tool. We look forward to reading
the results of the beta testing of this PtDA which McAlpine
et al. report will be prospectively performed.

The length of this PtDA aid is 11 pages. In alpha testing
this length is deemed appropriate by 94% (17 of 18) of
stakeholders (2). The PtDA certainly contains a great
deal of detail pertinent to a patient’s decision on their
choice of urinary diversion. It may, however, feel at little
overwhelming to have so much information presented in
this format given the life-altering nature of this decision,
a process that the authors aim to simplify. As such, the
information provided in such a decision aid could be
simplified. For example, given that the decision aid is
for use in choosing between ileal conduit and orthotopic
neobladder it may be superfluous to mention the option
of continent cutaneous diversion. There also seems to be a
slight repetition in information presented as “advantages”
and “disadvantages” of either urinary diversion.

The authors recognise their limitations in developing
such a decision aid especially given that lack of randomised
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controlled trials comparing the types of urinary diversion
and importantly the lack of patient reported outcomes in
either type (2). This is, however, a potentially invaluable
tool for urologists in a broader discussion with patients over
preferred diversion type. We eagerly await the results of the
authors prospective testing in patients preparing to undergo
radical cystectomy and urinary diversion.
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