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In the study by Setterfield et al, the authors performed a 
retrospective analysis of patients undergoing fluoroscopy-
guided endourological procedures, excluding percutane-

ous nephrolithotomy, with fluoroscopy being controlled by 
either a radiation technologist (RT) or the operating surgeon.1

They found that surgeon control of fluoroscopy did not lead 
to reduced fluoroscopy times and, in fact, was associated 
with increased fluoroscopy time during ureteroscopy (URS) 
with laser lithotripsy, although this difference was not found 
to be significant on multivariate analysis. We agree with the 
authors’ premise that reducing patient and surgeon radiation 
exposure to “as low as reasonably achievable” (ALARA) lev-
els is of paramount importance, and applaud their goals in 
designing a study to look at this potentially modifiable factor.

While there is no direct evidence demonstrating that 
patient radiation exposure during endourological procedures 
is associated with adverse effects, such as risk of second-
ary malignancy, the literature in other medical fields gives 
significant cause for alarm. In a study of patients who under-
went cardiac imaging after myocardial infarction, five-year 
risk of malignancy was found to increase by 3% for every 10 
mSv of radiation exposure.2 Ferrandino et al demonstrated a 
median radiation dose of 29.7 mSv over a one-year period 
in patients with an acute stone episode,3 and many patients 
with nephrolithiasis have multiple stone episodes.  As such, 
any and all approaches to reducing patient radiation expo-
sure should be considered.

While the authors did not show any reduction in fluoros-
copy time with surgeon control, this should be interpreted in 
light of the study’s limitations. The study was retrospective 
in design and the nature of the intervention being studied 
precludes blinding, which carries risk of observation bias. 
It is also difficult to explain why the authors found that 
RT control of fluoroscopy reduced fluoroscopy time during 
URS with laser lithotripsy, but had the opposite effect dur-

ing diagnostic URS. After adjusting for case-based factors 
that may be markers of more difficult procedures, such as 
access sheath and glidewire usage, these results were not 
significant. This suggests that the variation in fluoroscopy 
time observed during this study was based more on intraop-
erative factors than on the use of RT- or surgeon-controlled 
fluoroscopy. Additionally, during the time period in which 
surgeons controlled fluoroscopy, degree of resident control 
of fluoroscopy was unknown, which could affect fluoros-
copy times. As the authors note, a randomized, controlled 
trial of surgeon- vs. RT-controlled fluoroscopy is currently 
accruing at Boston Children’s Hospital, which may help 
address these questions.

It is important to note that while radiation exposure is an 
important consideration when deciding whether the surgeon 
or RT should control fluoroscopy, many other factors must 
be considered. Direct surgeon control can allow for more 
precise timing of fluoroscopy during delicate portions of the 
procedure, such as when attempting to pass an impacted 
stone or stricture with a wire. Another concern is that a 
single surgeon is likely to work with multiple RTs of varying 
degrees of experience and skill. While the effect of RT expe-
rience during URS has not been studied, Elkoushy et al found 
that during extracorporeal shock wave lithotripsy (ESWL), 
different RTs had highly variable fluoroscopy times and stone 
clearance rates that correlated with RT experience.4 Surgeon 
control of fluoroscopy removes RT experience as a source of 
concern. Finally, many urologists practice using operating 
tables with built-in C-arms or in settings where dedicated 
fluoroscopy RTs may not be available; becoming facile 
with surgeon-controlled fluoroscopy is an important skill. 
Conversely, the need to manipulate a fluoroscopy pedal 
could distract the surgeon’s attention from other aspects of 
the procedure, although this can be partially mitigated by 
strategically positioning the fluoroscopy pedal in a conve-
nient location at the beginning of the procedure. 

At our institution, we feel that the benefits of surgeon 
control of fluoroscopy outweigh the concerns; however, we 
acknowledge that this will depend on the comfort level of 
the individual surgeon. 
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