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PROGRAM

08:30-09:00 Registration
09:00-09:10 President’s Welcome Eﬂﬂ'ﬂih?liﬁlﬁl il?a!’ ’ﬂi‘-

09:10-09:50 Podium Session | i‘Pﬂ' H’.‘dﬁ E'E'-Iﬂﬂ %I-!-{‘J H”iﬂ-—lﬁﬂl

09:50-10:20 Speclal Lecture il%* i"éﬁ ("'HLJ':II]
L!pdate on enzalutamide 47 (HE2T)

10:20-10:40 Coffee Ereak

10:40-11:50 Symposium | : Small Renal Mass
2 YA (M=), ZMIE (OFF2IcH)
1) Kidney biopsy : Revisited 2ol (Mo
2) Active surveillance : When and How? ZE] (A=2Ich)
3) Focal therapy : Update e (dIaeich)
4) Nephrometry score: Myth or Reality? SHRIA (HMI2ITH)

11:50-13100 Lunch

13:00-13:40 Project 2013 Report / 2014 Proposal EFH‘ "“114‘* {f"!'i'—“:lﬂ
13:40-14:20 Podium Session Il i‘F.*J Dlaﬂ FE'E-ICI} "r!-i-r (’“'Er—-l'-'»ll]

14:20-15:00 Invited lecture EI%* Pa”é-'ul (Eil-ltlﬂ
West meets East: How are mCRPC patients treated at MD
Anderson?
Efstathiou E (MD Anderson Cancer Center, USA)

15:00-15:20 Coffee Break

16:00-17:10 Symposium Nl : High Risk Localized Prostate Cancer
HF | UBHE (Fiiech), 2 (-=2|0))
1) Definition of high risk prostate cancer ZME (D242ich)
2) What's new in radiation therapy for high risk prostate cancer
& (SOH2Ch)
3) Surgical cutcomes of high risk prostate cancer
F4% (71E22ch)
Panel discussion : S1E~ (S-AH2|CH), HAY (FYHE]),
A& (2q2lch), Y5 (Sor2ich),
4% (PHE=I2CH)

Vol. No 2014 .3 - 5
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Update on Enzalutamide

Sung Kyu Hong

EFMEHANEH

SEOULNATIONALUNIVERSITY BUNDANG HOSPITAL

v&‘

PSA or Radiographic progression

ol e 18.4 vs 13.6 months ™A Peeesr
Hazard ratio, 0.63 (95% C1, 0.53-0.75)
s ]
L w)
€= 704
35 o
;E st
H
g 304
20- 4
10- ]
04 it 3
HARE BT RAF AR AAF MAF M)
Months

C Radiographic Progression.free Survival
1007 Hazard ratio, 040 (95% C1,035-047)
<0001

8.3 vs 2.9 months

8.3 vs 3.0 months
Hazard i, 025 (5% €1,020-0.30)
Peoonl

37%]in the risk of death

Pooe B %R scher HI N Engl J Med 2012;367:1187-1197
| Enzalutamide ADirmterone!
(AFFIRM) (COU-AA-301, Final OS analysis) (TROPIC)
MOA ARSI CYP17A1
Efficacy vs Placebo Cabazitaxel vs Mitoxantrone

+158movs 11.2mo

Lowrisk of AE, Seizure risk 0.8%

Safoty. Fatigue, diarthea, hot flush, Livex and ackevel monkloring

0s |- 184movsi3smo(HR-06y | TR - 151 movs 127 mo(HR=0.70)
PFs |- - +28movs 1.4 mo(HR=0.74)
Time to PSA z
7 Gl 1 mo(HR=0.75)
PoAraducion> | . samvs 2% - 205% s 55% - 392%vs 17.8%
Timetofirst | . 167movs 133mo ~99movs 49mo +None
Low risk of AE, Hematological(Neutropenia, leuko

penia, anemia)
diarthea,

musculoskeletal pain, headache ok e

Peripheral edema

+ Co-med prednisone
Tolerability “

« Noprednisone
+ Nofood effect dosing

* Intravenous injection

stomach.
5 - mCRPC post-docetaxel B
Indication mCRPC post-docetaxel * Chomonaive(US, EU) MCRPC post-docstaxel
NCCN
Category 2A/Category 1 Category 1/Category 1 None/Category 1

J Med 2012367 1167-97, 2 Fiai K. et l. Lancet Oncol

6 - KUOS NEWS LETTER

Enzalutamide

Cytoplasm

Expert Opin Drug Discov 2014;9:837-845

- AFFIRM: Adverse even
R NS B AR N
pyem P e s
AmGnte  Gdess AmGnte  Grdesd
g i o
S e e
prepe
e T TR ST
e 2m 20 ua e
e A S
g
g won _ wg wen 0
Diarthea may ™ 70(18) 1<)
R am o
Mt wee a0 won 1@
Hosda o0 s 20 o
R
Cdac S
Any 49(6) kAU o9 2
Myocardal infarction 2(a) 2 2(a) 2(a)
Abnormality on Iiver-function testing} ) 3(<) @ 3@)
Seaure 5(l) (<) ° °

Scher HI. N Engl J Med 2012;367:1187-1197

32.4 vs 30.2 months

The second Phase Ill Trial, PREVAIL

Not reached vs 3.9 months
100 Hazard ratio, 0.19 (95% CI, 0.15-0.23)
e P<0001

Overall Sunvival (%)

201 Hazard ratio, 0.71 (95% C1, 0.60-0.84)
P<0.001

Radiographic Progression-ree
Survival (%)

0 3 6 5 1215 18 21 24 27 30 3

Months

| .

Beer TM. N Engl J Med 2014;371:424-433




Baseline:Visceral
disease allowed

Enrollment
0os
rPFS

Time to initiation of che
mo

Time to PSA prog
ression

PSA reduction>5
0%

1715
+ 324 mo vs 302 mo (HR=0706)

+ NYR mo vs 39 mo (HR=0.186)

+ 280 mo vs 108 mo(HR=035)

+ 112 mo vs 28 mo (HR=0.169)

« 78.0% vs 3.5% (p<0.0001)

Total AE: 969% vs. 932%
Grade23: 42.9% vs. 37.1%

* 353 mo vs 30.1 mo (HR=079)**
+165 vs. 82 mo(HR=052)

* 265 mo vs 168 mo(HR=061)

« 111 mo vs 5.6 mo (HR=050)

« 62% vs 24%(p<0.001)

Total AE: 99% vs. 97%
Grade>3: 49% vs. 4%
SAE: 35% vs. 27%

Safe SAE: 32.0% vs. 268% .
Y oo, bk pin constation,atrlga, | 1209 U rtnton,Hyperention,
hypertension, seizure H;';":,gly(agm}a 4
- +No prednisone *Must be taken on an empty
Tolerability . stomach.
*No food effect dosing +Co-med prednisone

available at www.sciencedirect.com
journal homepage: www.europeanurology.com

European Association of Urology

Platinum Priority

Prostate Cancer
Editorial by Yo

Enzalutamide in Castration-resistant Prostate Cancer Patients
Progressing After Docetaxel and Abiraterone

Andres Jan Schrader ", Martin Boegemann ™, Carsten-H. Ohlmann ', Thomas J. Schnoeller,
Laura-Maria Krabbe ", Turkan Hajili, Florian Jentzmik “, Michael Stoeckle, Mark Schrader*,
Edwin Herrmann", Marcus V. Cronauer*

“Department of Urology, Uim University Medical Center, Um. Germany; * Department of Urology. Muenster University Medical Center, Albert Schweitzer
Campus 1, Muenster, Germany: * Department of Urology. Saarland University Medical Center, Homburg/Saar, Germany

h Schrader AJ. Eur Urol 2014;65:30-36

« Post-docetaxel and post-
abiraterone

« In patients considered as
abiraterone-refractory
__ll Enzalutamide response

I|IIII"I““ 230% decline, 8/22
(36.3%)

§88¥s¥ 5888

250% decline, 3/22
(13.6%)

Viedian time to
progression:

versus 8.3 months in
AFFIRM

Bianchini D. Eur J Cancer 2014;50:78-84
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1zalutamide resistance

Nuclear ARV7 expression
in bone marrow-infiltrating
tumor cells

Resistant to -
enzalutamide

Sensitive to
enzalutamide -

Efstathiou E. Eur Urol 2014;Epub ahead of print

Table 2 - to ivation therapy
Response Patients, no. (%)
Primary ADT
Significant response (PSA decline >50%) 33(943)
Biochemical progression 2(5.7)
Abiraterone in CRPC
Any PSA decline 21(60.0)
PSA decline >30% 17 (48.6)
PSA decline >50% 16 (45.7)

54% in
AFFIRM

Enzalutamide following abiraterone
Any PSA decline
PSA decline >30%
PSA decline >50%

ADT = androg therapy: CRPC i istant prostate
cancer; PSA = prostate-specific antigen.

| -

Schrader AJ. Eur Urol 2014;65:30-36

~Conclusions

* The development of enzalutamide lend insights into
an unprecedented success in CRPC treatment.

Approved for the post-docetaxel setting in 2012,
additional approval of enzalutamide in pre-docetaxel
setting is widely anticipated: - usage in even earlier
setting may change the landscape of prostate cancer
management

However, more data are needed: (mechanism for
resistance, potential for combination, better
sequence.....)

|-

Vol. No 20143 - 7
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Small Renal Mass
Kidney biopsy: Revisited

Eu Chang Hwang M.D.,Ph.D
Chonnam National University Medical School &
Hwasun Hospital

Current Guidelines: AUA 2013

n Urologi (AUA) Gu

NEOPLASMS: AUA GUIDELINE

= Active Surveillance
— Biopsy may be considered to prior to AS

= Renal Ablation
— Patients should undergo a pretreatment diagnostic biopsy
— Repeat biopsy
« New enhancement, progressive increase in size,
» new nodularity, satellite or port side lesion

Still underutilized

Low morbidity

Good diagnostic yield and accuracy

— ldentifying malignancy: nearly 100%
Identifying subtyping: 88~100%
« cautions: sampling error, hybrid tumors

Identifying nuclear grade: moderate, need more data

Oncocytic lesions

8 + KUOS NEWS LETTER

Current Guidelines: NCCN 2014

= Biopsy of small
NCCN Guidelines Version 3.2014
kiney/Cancer lesions may be

INITIAL WORKUP STAGE  PRIMARY TREATMENT®

parttnectons considered to

- CBC, comprehensive.
metabollc panel

obtain or confirm a
stage!

7 6t - diagnosis of

Suspicious,

malignancy and

in MR, i clincally

| Warotnoal carcinoma guide surveillance,

suspected (og, central

—= Radical nephrectomy

cryosurgery, and

> SeeKID2

RFA strategies

Current Guidelines: EAU 2014

Percutaneous biopsy is always required before
ablative therapy and systemic therapy without GrA
previous pathology

Percutaneous biopsy is recommended in active
surveillance strategies in order to stratify the follow-up Gr B
according to tumor histology

When biopsy is indicated, good-quality needle cores
should be obtained with a coaxial technique in order
to increase the safety of the procedure and maximize

its diagnostic yield

GrB

Summary

Number of cores At least two cores

Needle size 18 G or larger

Sampling pattern Different tumor regions

Biopsy of cystic lesions In individual, carefully selected cases

Tumor size limit No size limit
Smaller lesions may have lower yield

Current Ix
— Indeterminate SRM on imaging
— Suspicious metastatic disease
— Potential candidates for AS, RFA, cryoablation
— Follow up of thermal ablation
Metastatic RCC (systemic therapy)
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Department of Urology
School of Medicine, Kyungpook National Uni

Hyun Tae Kim

P s 3 T
— General Recommendations of Selection Criteria for AS

Increased age

Decreased life expectancy

Suitability for surgery

» Decreased risk of metastatic disease

» There is a paucity of data supporting or defining specific objective

criteria for selection of patients for AS

@

—

The Delayed Intervention and Surveillance for Small Renal Masses (DISSRM)
Registry provide additional information regarding the selection criteria, the use and

timing of serial imaging, and i i tions in patients ing AS.

4.6 months for 2 years
QoL at 6 months, 1 year, 2years

e,
///ect comparison of AS to Intervention for SRM

< The Delayed Intervention and Surveillance for Small Renal Masses
(DISSRM) Registry

= Prospective multi-institutional clinical study

To report the of patients ing AS and i
intervention for newly diagnosed SRMs

= Non-inferiority principles to i pecifi

survival rates at 5 years for AS and immediate intervention

= Conclusions

< SRMs (< 4 cm in di ion) are bi

with 20% to 30% being
benign lesions; 70% to 80% of malignancies are low-grade; early stage lesions are
believed to behave in an indolent manner; and 20% to 30% are potentially aggressive
tumors.

< Active surveillance (AS) has emerged as a viable option for the management of

SRMs with < 2% of patients ing to ic disease in ive and

prospective studies.

Vol. No 20143 - 9
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Current guidelines:
EAU Guideline on Renal Cell Carcinoma: 2010
Focal therapy: Update

For I RCC i heneve s, penpr i A

Hwang Gyun Jeon Lparosopic Treulcel ;
Extended if il . : A

v i o v | imagi i B

Embolisation can be a beneficial palliaive. (M

Palens vil i i

Department of Urology, Samsung Medical Center,

(eg, cryotherapy and radiofrequency ablation).

Sungkyunkwan University school of Medicine

AUA Guideline on clinical T1 Renal mass: 2009 RFA

T |
m';:*mm_\ = e
= o == Cryoablation or RFA should

. be discussed as less-invasive

E treatment options which may
be advantageous in this high
surgical risk patient,

Microwave ablation - mechanism

10 - KUOS NEWS LETTER
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Summary

* RFA, Cryoablation: standard for thermal ablation
+ Long-term data: durable local control and low risk of recurrence in Tla,
better functional and perioperative outcomes
+ Indication: extend to young, healthy adults and ¢T1b
+ Candidates: informed on the risk of residual disease requiring a second
treatment
* Microwave: potential of creating localized high temperature but require

additional technological development to ensure sufficient ablation results

GF2|Al
[= I
Scoring systems for renal tumors
RENAL* Clndex®
Distance between kidney center and tumor center
Exophyti i Exophytic, i i
Nephrometry score: el P
Myth or reality? Tomor s o
Points or score assigned. 1
*Measurements used to calculate a value.
J Urol 2009:182;844
R Eur Urol 2009:56;786
Won Sik Ham, MD, Ph.D 0ol 2010:185:1708
Department of Urology
Yonsei University Health System
il
: e
Novel scores Risk of Surgical Complication (RoSCo) score
L () 5
* Diameter-axial-polar (DAP) nephrometry - e
(D)iameter Scoring (A)xial Distance Scoring: (Polar Distance Scoring: :: o o
@ < =1 >LSem =1 | S2em =1 =
@ 2ivicm=2 S1sem=2 . e SR bkl R Py ——
. >ddem =3 Overlap =3 Overlap=3
(D)iameter (A)xial (Polar  Sum Score - -
1.7em 21em 2 adlions - :
Score = 1 Score = 1 S(::)(;?:T)Z . e o AL st RENALsa P RENAL w103
Fig.1 Surgic: Fig.
o - Hihestea
J Urol 2012;188:384 ax Rcuckyar B score only. achieved predictive
Fepe iy

Vol. No 2014_3 - 11
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Conclusions

¢ Standardize the reporting of anatomical tumor
features

— Inevitable interobserver variability
— Ambiguous definition of anatomic components

« Determine surgical complexity

— Compare surgical outcomes and practice
patterns across institutions

— Correlation with clinical outcomes?
— Aid significantly in clinical decision making?

INVITED LECTURE

Adaptive Response of Androgen Signaling in CRPC
Androgen ich

Treating a man with Prostate Cancer
G —
AR Genomic Signaling

Castration — Androgen
i i Disease Progression Independent
Eleni Efstathiou MD PhD
DAle H KOCH CENTER THE UNIVERSITY OF TEXAS H
FOR APPLIED RESEARCH OF MDAnderson @ ‘
GENITOURINARY CANCERS  GameerCenter h—g

Making Cancer History" steroid biosynthesis

Persistent Androgen Signaling in Tumor Cells in the
marrow
ARESEE ] [z -

Disease Heterogeneity in the far advanced disease setting

PSA is no longer a ‘quantification’ of disease volume

Patient continued on treatment for 18 months. Survived 30 months
Logothetis et al Cancer Discovery 2013 f Efstathiou et al.J Clin Oncol

12 - KUOS NEWS LETTER
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Informative Transilial Bone Marrow Biopsy Adaptive Androgen Signaling iamCRPC Effectively
Stanford Alexander Laboratory An&rﬂammmml Andl’ O N

- - Feedback mechanisms following
A. Androgen biosynthesis inhibition

B. Androgen recwe

= = Efstathiou ot a1 0O 2012;
CT Directed Efstathiou et al Eur Urology (in press).
Efstathiou et al.  Cin Oncol 2012 MCRPC, metastatic castration-resistant

prostate cancer
J Clin Oncol 2011;

Enzalutamide
+
Enzalutamide Abiraterone Abiraterone
Acetate Acetate

Testosterone ' Testosterone l Testosterone l

Androgen
Receptor l

Androgen
Receptor I

Androgen
Receptor l

O definition of high-risk pca, at present

Source definition

D’Amico et al PSA > 20ng/mL or GS 8-10 or clinical stage > T2¢

AUA PSA > 20ng/mL or GS 8-10 or clinical stag C
n WA L by 3 = eOke \, ST SA > = 3S S G o 7
Definition of ngh Risk Prostate Cancer NCCN PSA > 20ng/mL or € 0 or clinical stage > T3 or any

two of the following: /c. GS 7. PSA 10-20ng/mL

EAU T3a
= =

- y T stage o
RTOG SA <100ng/m L and GS 8-10

Vol. No 2014_3 - 13
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What's new in radiation therapy for

high risk prostate cancer

Surgical outcomes
of high-risk prostate cancer

Sung-Hoo Ho
Department of Urology, College of Medicine,
The Catholic University of Korea

14 -+ KUOS NEWS LETTER

Summary
« External beam radiation is safe, well tolerated and effective
- Improves survival with favorable toxicity profiles in high risk, locally
advanced disease
- level | evidence supports dose escalation to improve cancer control
« Technology is abundant in EBRT and can be used creatively to
- increase total dose
- deliver higher doses per fraction
o LADT (2-3yr) + RT > STADT (4-6months) + RT in High risk patients
« Adjuvant RTx - Seminal vesicle invasion
Positive surgical margins

Extraprostatic extension

Conclusions

RP with e-PLND can achieve prolonged disease control and good cancer-
specific survival in patients with high-risk PCa.

RP provides more accurate risk assessment than clinical staging and,
therefore, can guide additional effective therapy.

In over one third of patients, the disease is confined to the resection
specimen at pathology and those patients have excellent cancer-specific
survival rates at long follow-up.

Nevertheless, it is clear that in many patients, RP alone will not control
the disease and multimodal therapy is needed to optimize cancer
control.
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15:00-15:30 Registration
15:30-15:40  Welcome Address Y (ChSte| 27| BUE S| 21F)
HEfZ (CHBIENDOUROLOGY® ] 2|2

15:40-16:50 Symposium I: Urinary diversion
HE: UYA (MR, A (A=)

- Orthotopic neobladder reconstruction in women FAS (MEQ)
- Robotic-assisted intracorporeal urinary diversion AU (YIaed)
Case Discussion :
FAE (ME), 842 (=), FEY (YFA), Z4S (T2iodi)

16:50-17:10 Coffee break

17:10-18:20 Symposium lI: Endoscopy in urothelial carcinoma
2y QIBHE (S4oTy), W2 (S4t2ldi)

- Utility, accuracy and impact of ureteroscopy B2 (HAloI)
- Principle and techniques of transurethral resection of bladder tumor M2 (2YYHE])
Case Discussion :
MEZF (SEYME]), BaY (AA]), BHE (HAloI), S (F=2ld)

18:20-18:30  Closing

Vol. No 20143 * 15
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Orthotopic Neobladder
Reconstruction in Women

Ja Hyeon Ku, M.D., PhD
Associate Professor of Urology
Department of Urology,

Seoul National University School of Medicine

Ghoneim, BJUI 2004

Radical cystectomy Incontinence (USC)

b Urin control awake Urine control asleep

Ghoneim, BJUI 2004 Bartsch, WJU 2014

16 - KUOS NEWS LETTER
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Retention (USC) Ret_entlon
N Anatomical cause?
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Catheter Dependent Patients Onset of Hypercontinence
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>65 yr : only variable associated with lower rate of CIC
Bartsch, WJU 2014 Finley, JU 2011

Retention
How to prevent?

Minimize redundancy in neobladder neck : PatienF seAIectAion critical

Omental pedicle between anterior vagina and + Contraindications

neobladder — Cancer at Bladder neck or urethra

Pouch size 40cm vs. larger « Preserve distal 2/3 of urethra and endopelvic
Suspend vaginal fornices to Cooper’s fascia o ) ] B
ligament « Increased incidence urinary retention requiring
intermittent catheterization

Summary

Suspend vaginal apex to pre-sacral fascia
* Pelvic floor relaxation — biofeedback
(Few reports)

Hautmann, U 2007

Robotic Radical cystectomy with

intracorporeal uriary diversion @ Isolation of terminal ileum loops

-
=
-
e S
- 4
" -
LA ] =

g — Byong Chang Jeong

- Department of Urology, Samsung Medical Center,
w [SAMSUNG MEDICAL CENTER Sungkyunkwan University school of Medicne

Vol. No 2014_3 - 17
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® s

. . > . .
Resection of ileal loops Q Urethrovesical anastomosis

g

Making the enteric anastomosis

® TR

Detubularization

@Construction of the posterior wall
of the reservoir

18 + KUOS NEWS LETTER
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@ Construction of the anterior @ Wallace type n
reservoir wall. (construction of the ureter plate)

@ Fixation of ureter stent on l!

neobladder wall

@ Insertion of Single-J stent

Vol. No 2014.3 - 19
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Principles and Techniques of
TUR of Bladder Tumor

Ho Kyung Seo, MD Ph,D

Center for Prostate Cancer
National Cancer Center

Surgical Technique

e TURBT is performed with the bladder about half
full.

e Each visible tumor is in general resected
completely and submitted separately for
histopathological evaluation.

¢ Separate resection specimens are taken from
the ground of resection including detrusor
muscle and additionally from the surrounding
urothelium

oF | a8y

A second TUR in recommended

¢ Diagnosis as well as treatment

¢ An examination under anesthesia (EUA) should
be performed

o complete transurethral resection of all visible
bladder tumor (TURBT) including ground of

the tumor

« apparently uninvolved areas of the bladder
mucosa

e Repeat TUR

Why we should remove the
uninvolved areas

Broad-front tentacular
invasion (60%) Invasion (25%)

Bladder
Lumen
T Tumor Wit
A B
1cm 3cm
| Mucosa |
1
Lamina C/
Propria
‘ o S

B A A B C B B C
Muscle

=/

J urol 1960;83:383-9. FugnE g

SUMMARY AND

* After incomplete initial ¢ Can detect residual tumor
TUR in 33-53% of T1 tumors
o It there was no muscle in ¢ Can correct the staging
the specimen after initial error in 4-8%
resection, with exception  « Reduces the recurrence
of Ta G1 tumor and rate in T1 tumor
primary CIS « Provides an important
* Inall T1 tumor prognostic information
e In all G3 tumor, except
primary CIS
éwj ’ Should 2" TUR be perfomed in all T1 or G3 tumors?
N,

eki-kei]

20 + KUOS NEWS LETTER

RECOMMENDATIONS

e TUR is the current standard for diagnosis of
bladder cancer as well as therapy of NMIBC

¢ An examination under anesthesia (EUA) should
be performed

« All visible masses should be removed
completely including ground of the tumor

¢ Uninvolved adjacent mucosa of the tumor also
should be removed

e Repeat TUR

| ) RLLkal

o
o

@
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18:00-18:10 Opening remark LS| 7 | 52451 5| QHEHE 3|3

18:10-18:30 Introductory lecture: Guidelines &clinical evidence
F8| (sHEh)

18:30-19:00 Case discussion
Panels: Z42 (Ta{Cf), 7AS (MECH),
A8 (SHE), Fs ()

19:00 Closing remark LS| 7 | 52451 5| QHEHE 3|3
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