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PROSCAR

(finasteride, MSD)
The Power to Prevent
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*5ARI : 5-o-reductase inhibitors T BPH : Benign Prg
Study design \
a.PLESS : PLESS was a 4-year, randomized, doub) rifary o fecreased maximum urinary flow rate, and an enlarged prostate were randomly assigned to receive PROSCAR 5mg (n=1,524) or
placebo (n=1,516) daily. The primary endpoint - MTOPS was a double-blind, placebo-controlled, multicenter, randomized study with a mean follow-up of 4.5 years. A total of 3,047
patients were randomized to PROSCAR 5mg 3 PAUA symptom score 8-35, maximum flow rate(Qmax) 4-15 misec, and voided volume > 125mL. The primary outcome was overall dinical
progression. defined as the first occurrence g A Ty tract infection or urinary incontinence. Secondary outcomes included changes in AUA sympton score and maximal urinary flow rate.®

Reference 1. Proscar® HIEAZA, 512 ) X VIS Korea. 4. McConnel JD, Bruskewitz R, Walsh P, et al; Finasteride Long-Term Efficacy and Safety Study Group. The effect of finasteride on the risk of acute
urinary retension and the need for surg 63. 5 Nickel JC. Comparison of dinical trials with finasteride and dutasteride. Rev Urol. 2004;6(suppl 9):531-539 6.McConnell JD, Roehrborn CG, Bautista OM, et al. The long-term
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08:30-09:00 Registration

09:00-09:05 President’s Welcome

09:05-09:10 Congratulatory Remarks

09:10-09:50 Podium Session I: Prostate Cancer

09:50-10:20 Special Lecture
mTOR Inhibitors in Metastatic Renal Cancer - Do They Work and When Do They Work?

10:20-10:40 Coffee Break

10:40-11:50 Symposium 1 : Management of Advanced RCC

1) Integration of Molecular Diagnostics into Clinical Practice

2) The Role of Surgery in the Era of Targeted Therapy: Cytoreductive Nephrectomy and
Metastasectpmy

3) Immunotherapy in mRCC: From Cytokines to PD-1 Checkpoint nhibition

Panel Discussion: Case Based Approach

11:50-13:00  Lunch (2 33 2 AX] AR 29, o]A}3])

13:00-13:40 Project 2014 Report / 2015 Proposal

13:40-14:20 Podium Session 11: Bladder and Renal Cancer

14:20-15:00 Invited Lecture

15:00-15:20 Coffee Break

15:20-16:00 Podium Session 11I: Prostate Cancer

16:00-17:10 Symposium 11 : Management of Localized Prostate Cancer

1) Optimizing Prostate Cancer Diagnostics: Transperineal, Transrectal and MRI-US Fusion
Targeted Biopsy

2) Surveillance or Treatment: The 3Ms - Markers, Mapping, and MRI for Localized Prostate Cancer

3) Selection of Nerve Sparing Candidates - Nomograms, Imaging, or Frozen Section

4) Positive Resection Margin and/or Pathologic T3 with Undetectable Postoperative PSA after
Radical Prostatectomy: to lrradiate or Not?

17:10-17:30 2015 KUOS Annual Business Meeting

17:30-17:40 &4 A Y HI3)AL (Adjourn)
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08:30-09:00 Registration

09:00-09:05 President’s Welcome e eey HEY

09:05-09:10 Congratulatory Remarks gt | Tty £ Y

09:10-10010 Symposium (I): Current issues in diagnosis and prognosis of MIBC H2 A F @iy
1. Diffusion-weighted MR imaging for preoperative staging A5 (mzleiry 9 yelatp
2. Prognosis of histologic variants for bladder urothelial carcinoma A (22 weysap
3. Systemic inflammatory responses (SIR) as prognostic factors T2 (ge)
4, LN-dependent variables as prognosis markers HUZF (el

10:10-10030 Memorial lecture 21 HYR (usoop
The characteristics of prostate cancer in Korea men OHSEE (@tejryp

10:30-10050 Coffee break

10:50-12:10 Consensus meeting (I): Treatment of MIBC 212 ol ey (2geo)
1. Neoadjuvant chemotherapy: new standard of care MEH @y
2. Adjuvant chemotherapy HEY @y
3, Trimodality bladder-sparing approach ZMT (azjo)o)
Panel discussion 7
YA (e auest, R (q2eid e,
HEE Fague), e @yen), 24T ey

12:10-13:30 Special symposium 21 2[3t8 (y e
3-dimensional transperineal mapping biopsy and targeted focal therapy for the management
of organ confined prostate cancer David Crawford {University of Colorado)

13:30-14:30 Symposium (I): Updates of prostate cancer 21 4EY (=)
1, Prostate imaging-reporting and data systern (FIRADS) BYEHRF (g2 o) Wielatzp
2. Handling of RP specimen: emphasis on the evaluation of margin status & (plyeicy Welzh
3. Role of surgery for advanced prostate cancer E4% prEye)
4., Current status of intermittent androgen deprivation SFET (ue)

14:30-15:10 Invited Lecture 2R A @y
Androgen annihilation as a new therapeutic paradigm in advanced prostate cancer

David Crawford (University of Colorada)

151015130 Coffee break

15:30-16:50 Consensus meeting (I): Low-risk prostate cancer 242k YE4 o)
1. Comparison of active surveillance protocols SHEH (Mol
2. Novel biomarkers in the era of active surveillance YUY @aeo
3, Various treatment options for low-risk prostate cancer A (yPR)

Panel discussion
Y (gppelcy Ayseih, 2EHE (e weih,
SEH Gy, A uei, Y wangy
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45

(2%
At ‘\\\ - slightly hyperintense relative
\ to muscle on T2WI

Diffusion—weighted MR imaging
for preoperative staging of
bladder cancer

« isointense relative

Korea University, Anam Hospital, Department of Radiology: to muscle on T1WI

Deuk Jae Sung

Diffusion—weighted imaging (DWI)

~—

7t

aggregated cells and fibrotic stroma

—> inhibit the movement of water macromolecules

—> resultant restriction of diffusion and reduction of
apparent diffusion coefficient (ADC)

bladder cancers

—> high signal on raw DWI because of restricted diffusion

—> low signal on ADC maps

MRI cannot resolve the various bladder wall layers
accurately.

limiting the accuracy of T staging, particularly in
distinguishing among T1 and T2 tumors.

In one study, staging accuracy of DWI was 63.6%
in differentiating superficial from invasive tumors

/maaing Noaal Metastases

A limitation of: both CT and MR imagingis the
detection of metastasis in normal-sized lymph
nodes.

Several studies describe significantly lower ADCs
in malignant versus benign lymph nodes.

Others reported that there were no statistically:
significant differences in the ADC of metastatic
and non—metastatic nodes.

Macroscopic extravesical extension (T3b)

: an irregular, ill-defined outer bladder wall

. soft-tissue nodules or fat stranding in the
surrounding perivesical fat

6 - KUOS NEWS LETTER
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» DW imaging may be useful in treatment planning
and in determining the prognosis in patients with
bladder cancer.

» Further studies are needed to validate the utility of
DWI as a biomarker for accurate T and N stagi

O 945
=54
Urothelial cacinoma
Prognosis of Histologic Variants of * Papllary urothelil lesion
. . * Papilloma
U r0the|la| Ca rcinoma . PaZiIIary urothelial neoplasm of low malignant potential
(PUNLMP)

« Papillary urothelial carcinoma, LG/HG

=

Mathstu Hal HaE|lat 4 -
* Flat urothelial lesion
* Urothelial carcinoma in situ
* Invasive urothelial carcinoma

) ) Incidence according to stage
Incidence of variants

TURBT

Patients 336(75) 112(25)
* 19.5% of 589 TURBs Median followup time (y1) 28 1o
M 668 669
(Urologic Oncology: Seminars and Original Investigations 31 (2013) ) S5 (baseniage showing mbec)
25‘y f 448 TURB Male 75.1 249
. Female 7456 255
0 O S Tumor grade at TURBT
(UROLOGY 70: 69-74, 2007.) Low 55 (16.4) o
High 281(836) 112 (100) -
* 40% of 108 pelvis high grade urothelial carcinomas el 0 Lo hveads RS s0078) . sooot
(Modern Pathology (2006) 19, 494-503.) o 24209 s4
Stectomy
tients 205(69.5) 90(30.5)
Pathologic stage (pT) 0.0001
Squamous diff (32%) > Small cell (16%) > Glandular diff (13%) > ore Bt 553
. . 5 T 30(14.6) 2(2.2)
Micropapillary (12%) > Nested (8%) > Sarcomatoid (6%) > 2 42(205) 19(21.1)
. . . 13 47(22.9) 48(53.3)
Lymphoepithelial (3%) > Plasmacytoid (1%) 14 23(112) 10(11.1)

(Urologic Oncology: Seminars and Original Investigations 31 (2013) 1650-1655)
(UROLOGY 70: 69-74, 2007.)

Vol. No 2015_2 - 7
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Prognosis of variants

* Most variants:
* Higher stage
* Aggressive behavior

* Poor prognosis

* Lymphoepithelioma-like carcinoma

* Realtively favorable prognosis

Microcystic variant

* Cystic change in tumor cell nests
* Diagnostic difficulties, especially in limited sample
* DDx from cystitis cystica / glandularis

Micropapillary variant

* 0.6-1% of urothelial carcinoma

* Micropapillary architecture

* Almost muscle invasive at presentation

* Frequent lymph node and distant metastaisis

T1 micropapillary Uca of bladder

Clinical Outcome of Patients with T1 Micropapillary Urothelial
Carcinoma of the Bladder

Massimiliano Spaliviero, Guido Dalbagni,* Bernard H. Bochner, Bing Ying Poon,

Hongying Huang, Hikmat A. Al-Ahmadie, Timothy F. Donahue, Jennifer M. Taylor,

Joshua J. Meeks, Daniel D. Sjoberg, S. Machele Donat, Victor E. Reuter

and Harry W. Herr

Uk 3 0 618, 70, T .
Ak VER, Morersl

Sm0.
‘Soan-Kettorng Cancer Contor, Now York, New York

8
36 T1 MP Uca by TURB 1
15 early RC within 3 mo #

21 conservative Tx or deferred RC g H

g

-> no significant prognostic difference “

8

The Journal of urology 2014;192(3):702-707 Mo isk
Conmana Tnaerk 21 " ¢ s
‘Eany Cysteciomy 15 9 5 2

Plasmacytoid variant

* Tumor cells resembling plasma cells
« IHC: CK7/CK20 +, CD138 +/-
* Can be misdi d as chronic infl, ion

Sarcomatoid differentiation

* Sarcomatoid carcinoma: favored term
* Carcinosarcoma (overt carcinoma and sarcoma)

*

«

KUOS NEWS LETTER
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Neuroendocrine tumors Summary

* Carcinoid * Notrare

. * Most variants: aggressive behavior
* Small cell carcinoma

* Frequently higher stage
* Large cell neuroendocrine carcinoma

* Some variants mimic benign lesion

* Prognosis: variable

Prostate cancer - CRP
R and

Systemic Inflammatory Systemic Inflammatory Respon
; urvival in Patients with Localised
Responses (SIR) as prognostic Prostate Cancer: 10-Year Follow-Up

P

factors in MIBC . TEEe e

Ja Hyeon Ku, M.D., PhD I R
Associate Professor of Urology : = = e
Department of Urology, hunl “ e e
Seoul National University School of Medicine o s = mosen e

McArdle, Urol Int 2010

Prostate cancer - mGPS, NLR CRPC - NLR
’
Systemic inflammation and survival of patients with prostate Pretreatment Neutrophil-to-Lymphocyte Ratio in Metastatic
cancer: evidence from the Glasgow Inflammation Outcome Study Castration-Resistant Prostate Cancer Patients Treated With
o e o e sampied e Aagts mocled g Bk sy Ketoconazole: Association with Outcome and Predictive Nomogram
——— ey =t
il Nmrm - Mmem “Table 2. Univariate and multivari of iat i ic and progaostic factors and the
a— progression-free survival interval
=) TEE pelow  w omelim o Parameter Univarlate analysis _ Multivariate analysis
‘asy 2 ouimn . . Age Nonsignif
L OB mis oz omie oz Conpine i cors Nensgitcan
o . ) ) Primary treatment (surgery vs. radiation vs. androgen deprivation therapy) Nonsignificant
§ S8 pms B omSse 82 Prior response to gonadotropin-releasing hormone agonist o HR.0.606:p = 018 HR,0.513;p = 035
S st SE ety o Benis a orchiectomy of =24 mos.
, ascasrra R R Prior response to antiandrogen of =6 mos HR, 0392; p < 0001
H e i <o tmenim a Baseline PSA doubling time =3 mos HR, 0.47; p < .0001
R ——— . . Baseline PSA level Nonsignificant
FE- - B - = - Limited disease extent HR,0.451;p < 0001 Nonsignificant
P} G Absence of baseline pain HR,0581:p = 006 Nonsignificant
Baseline alkaline phosphatase within the normal range HR.0.466:p < 0001 Nonsignificant
570 proase gaee poscas ased o medlicd Chagow P Apc NoHainea
ot Sore (P, Pretreatment ne HR, 0.354: p < 000 2 p < 0001
Abbreviations: HR, hazard ratio; PSA, prostale-specific antigen.
Shafique, Prostate Cancer Prostatic Dis 2012 Keizman, Oncologists 2012

Vol. No 2015_2 - 9
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RCC — mGPS Metastatic RCC — GPS

Cliical utiity of the Glasgow Prognostic Score in patients Evaluation of an Inflammation-based Prognostic Score
undergoing curative nephrectomy for renal clear cell cancer: in Patients With Metastatic Renal Cancer

basis of new prognostic scoring systems
=a—
= —"—H_\_\_H_
os
—]

000 600 1200 1800 2400 3000 3600 4200 4800
‘Surval (ronths)

Figure | The relasorsip between the mGPS (0. | and 2 from top
1o'bottom) and cancerspecic suveal i paents undergorg e
neptrectomy for reral cearcel cancer:

Lamb, Br J Cancer 2012

Metastatic RCC — NLR Summary

The of pr
Turiva of petents wesect e suniin’ for metestatc renel « Test in the routine clinical practice
cell carcinoma o P e e Userewseine  Miew e .

=== : e « Easily measured test

T B 25 B o + Reproducible test

= ot o B o + Cost-effective test

SRR B Bmaw s

o BB B i e

Keizman, Eur J Cancer 2012

olsEx
S

The 13th KUOS Multidisciplinary conference

Memorial lecture DETECTION RATE OF PROSTATE CANCER ON BIOPSY
ACCORDING TO SERUM PROSTATE-SPECIFIC ANTIGEN
IN KOREAN MEN: A MULTICENTER STUDY

WON JAE YANG, DONG HYEON LEE, BYUNG HA CHUNG, JIN SEON CHO, YOUNG DEUK CHOI,
SE JOONG KIM, IN RAE CHO, HONG SUP KIM, CHUN IL KIM, SUNG JOON HONG,

The Characteristic of Prostate N MEMBERS OF THE SEVERANCE LROLOGIC ONCOLOGY GROUP

Cancer in Korean Men ¢ 2,422 Korean men who had undergone prostate

biopsy at 12 medical centers from 1993 to 2002 were
analyzed.

Hanjong Ahn, MD, Ph.D * PSA > 4.0 ng/mL or abnormal DRE findings

University of Ulsan College of Medicine
Asan Medical Center, Seoul, Korea

* Of the 2,422 men, 962 (39.7%) were diagnosed with
prostate cancer.

Yang et al. Urology. 2006

10 - KUOS NEWS LETTER



Incidence and pathologic characteristics
of prostate cancer in Korean men

Prostate cancer is one of the most rapidly increasing
cancer in Korean men along with colon cancer.

Estimated incidence of prostate cancer was 36.9/100,000
in 2014, ranked as 4t most common cancer in Korean men.
The detection rate of prostate cancer (PSA ; 4-10) has
been increasing after mid-2000s, from 15.9-19.6% to 27.3-
28.5%, which was comparable to the Western series.

[HSHH| =71 3 &St

The Korean Urological Oncology Society

o

* Adistinguished characteristic of prostate cancer in
Korean men is high prevalence of high grade cancer
(GS27).

* The prevalence of high grade cancer among Korean
men was remarkably high, even in men with low
levels of PSA (< 4.0 ng/ml; 50.5%).

* This may be attributable to late detection or the
nature of disease specific to Asian population.

High prevalence of high grade disease in Korean

* High prevalence of Gleason 7 or greater disease in
the range of PSA 3-4 and in autopsy study (Russian vs.
Japanese) supported that the predominance of high
grade disease is the nature of disease specific to
Asian.

Comparative study between Korean and American
and recent downward migration of disease stage
and grade suggested that high prevalence of high
grade disease in Korean men be due to late detection
or selection bias.

Impact of PSA Screening on Grade & Stage
Migration: AMC experience

¢ 12,503 men with TRUS-biopsy at AMC from 2000 to
2013 were reviewed retrospectively.

* Men who were newly diagnosed with PCa (n = 3,269)
were included in the analysis.

« Before 2009, prostate biopsies were recommended
in men with a serum PSA level > 4.0 ng/mL and/or if
PCa was suspected clinically. After 2009 a PSA cutoff
value of 3.0 ng/mL regardless of digital rectal
examination (DRE) and/or TRUS findings.

Shim et al. (on Submission) 2015

Characteristics of prostate cancer in
Korean men

Estimated incidence of prostate cancer in
Korean men in 2014 was 36.9/100,000.

High prevalence of high grade disease is a
distinguished characteristic of prostate cancer
in Korean men and actually increasing recently.

* The grade of disease is a major determinant of
patients’ survival after radical surgery +
radiation therapy + hormonal treatment.

* While PSA screening rate is stationary, early
detection of cancer at low PSA in clinical
practice significantly decreases the metastatic
disease at presentation.

* In the active surveillance era, do we need to
recommend the prostate biopsy at low PSA?

Yes, because high grade cancer prevails in Korea.

Vol. No 2015_2 - 11
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Adjuvant Chemotherapy

Seung Il Jung MD, PhD

Department of Urology, Chonnam National University Hwasun Hospital
Chonnam National University Medical School

Neoadjuvant or adjuvant in MIBC

Meta-analysis of 11 RCT

- DFS & survival benefit +
Meta-analysis of 9 RCT

- D) - DFS & survival benefit +
Neoadjuv ~ / / } :
\ = / adjuvant

The EAU has yet to recommend adjuvant chemotherapy

this is purely because the d n adjuvant chemotherapy is insufficient

panel.pptx consensus |

gross hematuria

P/H: hypertension medication (+)

P/L: 47|%t EMESI0|M A2t ZAHA bladder
tumor detect £|0{ Lf &

9/HPF  [0~4]
I/HPF [0~1]

12 - KUOS NEWS LETTER

Adjuvant Chemotherapy

1) advantages
= optimal timing of surgery
: Avoiding delay in possibly curative surgery

= personalization of chemotherapy.
:based on pathologic staging

2) disadvantages
= limited amount of data

(no randomized comparisons of adequate sample size )

-> impossible to come to a clear recommendation

European Urology 48 (2005) 189-201

Conclusion

= limited amount of data, which makes it impossible to
come to a clear reccommendation on adjuvant
chemotherapy.

- high-risk patients, such as those with extravesical
and/or node-positive disease, will most likely benefit

= individual patient data meta-analysis including EORTC
trial is required to confirm thi
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"UR-BT (2010.10.11) TUR-BT (2010.10.11)

A: immediate intravesical epirubicin_instillation was done

ifice 9| o 2.5cm
main nodular mass asive urothelial carcinoma, high grade,

,high grade), micropapillary variant, no muscle

+ Q: immediate epirubicin or mitomycin instillation ?

RBT at Postop. 1 mol
(2nd TUR-BT, 2010-11-15)

ology: T1,high grade, Urothelial Carcinol
papillary pattern (+), muscle invasion nt

Q: what is your next Plan?

(LHAZAD)

(2011.6.17)

rothelial carcinoma, micropapillary variants
metastasis (28/51)

presacral, Lt common, external iliac, obturator,
ternal iliac LN (+)

(PT3bN3MO)

What will you do next?

distal ureter: CIS but frozen margin

bine + Cisplatin
+ Carboplatin

Vol. No 2015_2 - 13
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emcitabine-Carboplatir
juvant chemotherapy

2011.8.3-2011.12.2 (6 cycle) -, chemo off 3 months

. ne

Post op RFS: 12 months

Q: what is your next Plan?

7|xt ErEAOA AT ZHAHY bladder
mor detect k|0 Lj ISt

mg/dL [8~23]
2 mg/dL [0.5~1.3]
peritonitis , Rt
5, neobladder

1st TUR-BT (201005.14)

14 - KUOS NEWS LETTER
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-18 PDG -PET CT (2010.5)

chemotherapy

cular and left

Post TUR 9 months (2011.3)
GC chemotherapy 9 cycle (2010.6 -2011.3

op 54 months (2014.12
chemo off 45months)

+ PEIE@EI}
‘negative

Partial cystectomy was d

* Biopsy

v Chronic inflammation with
foreign body reaction

v Cystitis glandularis

v" No tumor is present.

Vol. No 2015_2 - 15
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Prostate Capsule

« Definitely present, but not consistent
— Inner smooth muscle at transverse
- PR — Outer thin collagenous layer (intermingled in ant.)
Prostate surglcal Margln In HP — Thickening fused to Denoviller's fascia
— Huge large NVB entry: surgical incision
— Terminal acini in TZ/PZ never reach surface!

RKLIS + Defect of capsule- at the apex, anterior and distal
Py
o urethra
g )\ﬂ 9‘ [H tg E‘ Oﬁ)'ﬂ— = — Apical invasion-always hurdle to evaluate capsular invasion or
true invasion?
Yossepowitch et al. Collaborative Review-Eur Urol 2014; 65:303-13/ 2009; 55:87-99 _ .
Meeks & Eastham. Urol Oncol 2013; 31:974-9 Small NVB entry at lateral or posterolateral: inadvertent

surgical margin (surgical incision: cut across the proper)

Prostate Margin PSM in clinical Px

+ Surgical Margin vs Anatomic capsule « BCR-free survival

L —In major, "Maybe”

+ pT2+ vs pT3 stage criteria: absolutely Y Y
depends on EPE, not surgical margin
- Iatrogenic (capsular incision) vs non-iatrogenic  PCa-specific survival

o . —In major, “Not definite”
* PSM+ve clinical meaning?

— Truly present?

— Prognostic factor?

+ Overall survival
— Adjunctive therapy?

—In major, "Not definite”

PCa with N+

Role of su rgery for hlgh-rlsk Indicating systemic disease
Limited long-term survival
and advanced prostate cancer

Not considered surgical candidates

Usually treated with hormonal therapy and/or
radiotherapy

Sung-Hoo Hong, MD., PhD.
Department of Urology, College of Medicine,
The Catholic University of Korea

Most urologists will abort surgery if nodal
involvement is detected.

16 -



Cytoreductive prostatectomy

Survival benefit and improved response to
systemic therapy in kidney, colon, breast, and
ovary cancers

In contrast, the role of cytoreductive
prostatectomy has not been rigorously
evaluated.

However, along with advances in surgical
technique and staging, there has been some
retrospective data suggesting a possible role for
cytoreductive surgery in PCa.

Conclusions

Good cancer-specific survival in high-risk PCa.

More accurate risk assessment can guide
additional effective therapy.

Pathologically organ-confined disease in one
third of patients

ADT :

Intermittent vs continuous

Hong Koo Ha, MD, PhD
Department of Urology
Pusan National University Hospital, Korea

[HSHH| =71 3 &St

The Korean Urological Oncology Society

RP in metastatic PCa

Rats implanted with human PCa always develop
lung metastases.

Those in which the implanted tumor was
removed lived longer and with few lung
colonies. S——

Patients with metastatic PCa who had
undergone previous RP had a better response to
ADT and better survival than those with an
untreated. (Swansonetal, 1 Urol 004), Thompson etal ol 2002

Conclusions

Good survival rates in very high PSA levels
Survival benefit in intraoperatively to be N+.

Possible role of cytoreductive prostatectomy in
advanced setting

Salvage RP is most effective option with decreased
side-effects in the most recent series.

Nevertheless, multimodal therapy is needed to
optimize cancer control.

IAD vs CAD in mPCA (3)

Continuous ADT
(n=53)

e

76618

148 (637)

8(277) 2189
125 723) 129 816)

Moltet et al BJUI 2012 (TAP22)

17
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Best Candidate for IAD Decision tree for CAD or IAD

Restat rstment when PSA doubling
e <8 montns

Orwhen PSA leves ar risig:

018 gt lor mtastatc diesse
4710 ot non metasiac disesse

Table 6. Multvariato Rosults From a Stopwisa Proportional Hazards Modol
for Tosting Effoct of PSA = 4 ngimL or Undatectablo PSA at Months 6
and 7 on Subsequont Risk of Doath (N = 1.345)

Mo cinical disesse

Hazard
Prodicor Raio  95% CI 3
Porfomanco statusof ZvOor1 186 13410260 <001
Bono pain prosent 180 1250180 <0001
Gloason sum =8 13 113016 001
Prestudy PSA in 50unit 09 09910100 005

monionng PS4

g for
02<PSA=angmlatmonths 030 02410038  <.0001 metsisng dsasss
Band7

as3 210 ) Seed
azcParclo 20 4 2 NOTE. Estimates and P values adjusted for other variables in the model,
N i b foei s
L L ey
Hussain et al JCO 2006 " Wolf et al BJUI 2014
The Standard of Care Conclusions

Sexual activity scores were higher and the incidence of hot flushes
was lower in patients treated with IAD

|-
r OS was similar between IAD and CAD in patients with locally

Metastatic Yes "“ advanced, recurrent or metastatic hormone-sensitive prostate
Non-metastatic, rising PSA Yes Yes cancer.

Presented at ASCO Annual 12" meefing
Presented by Wilam Oh, MD

IAD might result in a modest increase on CSM in mPCa.

Optimal candidate to IAD
: patients with moderately elevated PSA, low tumor burden, and preferably
non-metastatic

Follow-up criteria during active surveillance \\/

Comparison of

o .
actlve Survelllance p otocols Van As etal | Every3mofor2yr, | Year1: monthly At18-24mo, | No mention
then every 6 mo Year 2: every 3 mo then biannually
Afterwards: every 6 mo
! | | | Dall'Eraetal | Every 3 mo Every 3 mo Every 12-24 mo | 6-12-mo interval
Carter et al Every 6 mo Every 6 mo Yearly No mention
Klotzetal | Every3mofor2yr, |Every3mofor2yr, |[At12-18mo |Optional
then every 6 mo then every 6 mo
if PSA level is stable | if PSA level is stable
Patel et al Every3moforlyr, |Every3moforiyr, |Atémo At6 mo
then every 6 mo then every 6 mo
Hallym University Dongtan Sacred Heart Hospital Soloway et al | Every 3 mo Every 3 mo for 2 yr At 6-12 mo, No mention
1 then indicated
Han, Jun Hyun M.D., Ph.D. Hardie etal | Every 3-6 mo for 2 yr,| Every 3-6 mo for 2 yr, | Not routine Not routine
then every 6 mo then every 6 mo

Bastian PJ, et al. Eur urology, 2009
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Conclusions

+ AS with curative intent appears to be a
reasonable alternative to immediate
intervention for carefully selected older men.

recognizing the limitations of predicting
outcomes

Limiting surveillance to patients with the
lowest risk category of disease may reduce
the incidence of adverse outcomes.

Byong Chang Jeong

Department of Urology , Samsung Medical Center
Sungkyunkwan University school of Medicine

I @ Scandinavian Prostate Cancer -

Group Trial Number 4 (SPCG-4)
: a randomized controlled trial of radical
prostatectomy versus watchful waiting.

A Ot o Prostae Cancer
x5

Peone

o, sk

m e
e ean A

+ Patients considering surveillance should be
counseled on the possibility that delayed
intervention may compromise the
opportunity for cure in some cases.

+ Older men and men in poor health are likely
to have better quality adjusted life
expectancy with active surveillance.

@ Risk and Benefit of AS

* Risks
- Anxiety caused by fear of progression.
- Progression and mortality.
- Erectile dysfunction secondary to multiple biopsies

* Benefits

- Reduced morbidity and improved QoL compared to RP
- Low costs.

Lawrentschuk N et al. Nat Rev Urol 2011

Results of Seed Brachytherapy an
EBRT (70Gy or 74Gy)

FuHT| beD
10 center technique  (Gy) tients (months) ()| Syears
By ) )
- e Abamgan el woT @ % n < w
e Dutch andomized il ) o
Y Tubsneta (16 I S
G L MO, Ao vl Dok 7B 10
3 = Deamaeyetal (1 BGT @ % @ | o
3 MACRTO randomized il ) s
Ridhmetal T R
S04 5 D e % VR events) o
3 yesr D ale 9T /70 eves) — D@ m ®m w n|w
2 u om0 s|a
Satemamneta ] S T T ]
Zaehy et 28] Sedm W wM & 0 &
O 12 M % 4 6@ 72 84 % 18 10 S =
s Honenetal (1] m w m n 5%
ne @ 8767365 S 494 M 29 16 BRI Cunentpaper. C T T )
n=170 15710 84 56 @ 315 7 - LR Universty
=657 609499 404 298 201 134 74 38 11\ SeedfT mmm ) [ MNED 0K
e AT B o
Db Nadk 23Nk +SONPSA e s e e
Goldner G et al. Strahlenther OnKol 2012
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@ Cryoablation - @ Conclusion -

* 48 patients with median follow up of 13.2 (7.4-26.5)months
* Negative prostate biopsy rate in the treated lobe: 87%
15 * Consideration to select treatment

* Oncological outcome of RLPCa: very good

- patient side : age, health status, patient’s character

+ 55% of PSA decrease at

3 monthe - surgeon side: preference & armament

PSA, ng/mi

* Quality of Life in each treatment

Durand M et al. BJU Int. 2014

panel.pptx Consensus Il

|®CASE1 -

* M/63
Chief Complaint:
High PSA on healthcare work up
elevated PSA level (3.81 ng/ml) on regular check up
Outside TRUS Bx
: Adenocarcinoma, Gleason’s score 3+3=6/10,
tumor volume 10%, 1/12 core (+)
prostate volume: 26.5cc, PSAD: 0.14

@ Question 1 - — E—
, . e S -
What's your treatment options? e = — I -
Radical prostatectomy s maie e s e =
Radiation therapy i e ) ) !
active surveillance e — —
. . . Tontate - Omonby DRl wGDRE 8 manty ORE ot
Confirmation biopsy or not? Pt/ i AT mekeeny
EEES s
Yes Rebiopsy ;x'znw:‘:\” Annually :t'_‘l‘:mmw Every 1-2 yoars ;-;s-:z'ur At yoar.
LA el
No S st e e G s e
el Sl 4 =
What's your F/U protocol — m—— = ER S
e
if active surveillance? Laveonshuc . Koz L 201 FTITeS
EV
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(®) 2 TRUS biopsy - .

* Adenocarcinoma, Gleason’s score 3+3=6/10,
tumor area up to 20%, 3 cores (+)/12 cores

(®) CASE 2 -

* M/70
* Chief Complaint:
elevated PSA at other hospital

* PSA 3.76 ng/ml at SMC

- TRUS Bx (12 cores, prostate size 28.3cc)
: High grade prostatic intraepithelial neoplasm (1 core)
: Gleason’s score 3+3=6/10, tumor volume <5% (1 core)

®) Active surveillance -

* PSA follow up
- 3 Mo later : PSA 3.75 ng/ml
- 6 Mo later : PSA 4.21 ng/ml
- 9 Mo later : PSA 7.46 ng/ml

* What is your plan considering F/U
PSA?

[HSHH| =71 3 22l

The Korean Urological Oncology Society

@ Question 3 -

What's your treatment options?
Radical prostatectomy

Radiation therapy

Continue active surveillance

What's your trigger for
Curative intervention in AS?

Radical perineal prostatectomy

Prostate MRI

TR

Vol. No 2015_2 - 21
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®) Prostate MRI - &) 27 TRUS biopsy -

¢ Prostate volume : 26 cc * Adenocarcinoma, Gleason’s score 4+3=7/10,
« Interval increased size of prostate cancer tumor area up to 75%, 5 cores (+)/13 cores
(22mm) in the left transitional zone of * Bone scan
midgland. : No definite evidence of bone metastasis

* No evidence of extracapsular extension,
seminal vesicle invasion, and metastasis

* A-PCT, Chest CT
* PI-RADS V2 : 47

: No evidence of metastasis

l@CASE3 -

* M/59

@ Radical retropubic prosta

* Ad i total tumor voll about 20 %
1) tumor : 2.0x1.9x1.3 cm, Gleason's score 4+5=9/10 * Chief Complaint:
(peripheral and transition zone of left lobe) elevated PSA at other hospital
2) no extraprostatic extension * TRUS biopsy twice on Apr 2012, Nov 2013 at other
3) no invol of bilateral inal vesicles and negative vas hospital

4) resection margin: apex, base, body (negative)

5) perineural invasion: not identified IPSS: 11/1 (urgency) IEF-5: 22
6) lymphovascular invasion: present Ht 179cm; Wt 160Kg

7) high grade prostatic i pith plasia : p t BMI: 49.94 kg/m’

Pathology (pT2a RO) DRE: >50g, right; firm to hard

PSA: 5.1->5.3->7.2->5.4ng/ml at other hospital

@ MRI at other hospital - @ 3" biopsy . - .

aF -
HMW-CK : Negative in tumor glands.
AMACR : POSITIVE in tumor glands

22 + KUOS NEWS LETTER
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T1WI axial T1WI fat suppression T2WI axial

7

T1CE fat suppression DWI with inversion

@ Question -

What's your treatment option for prostate
cancer?

Radical prostatectomy
Radiation therapy
Brachytherapy
Focal therapy
Active surveillance
What's your treatment option for stone?
ESWL, URS, ureterolithotomy,observation

13" KUOS MDC conference &h&4t

Korean J Urol Oncol 2014 Aug; 12(2): 65-70

Long Term Result of Modified 6+3 Bacillus Calmette-Guerin Maintenance Therapy for
Non-muscle-invasive Bladder Cancer in Korea: Comparison of 6-week Therapy

Pil Moon Kang, Won 1k Seo, Jae 1l Chung

Department of Urology, Busan Paik Hospital, InJe University, Busan, Korea
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Q. EAST ASIA azk MEETING = |

East Asia AZK
Urologic Oncology Symposium

C | March 27 (Fri). 2015
Venue | Best Western Gangnam, Seoul Diamond Room (B1)

Agenda

Time Speaker

08:30~09:00 Introductory Remarks Wu, Tony/ Nakagawa, Masayuki/ Ahn, Han Jong

09:00~-11:00 Prostate Session 1 Chair - Ahn, Han Jong / Ogawa, Osamu

09:00~09:40 The role of adjuvant therapy for pT3 prostate cancer —a multicenter, retrospective study Wu, Tony

09:40~10:20 Current status of the treatment of castration resistant prostate cancer Ichikawa, Tomohiko

10:20~11:00  Peptide vaccination a promising therapeutic tool for CRPC
—the final results of a randomized phase-ll study Uemura, Hirotsugu

11:00~-11:10  Coffee Break
11:10~-13:00 Bladder Session Chair : Lee. Hyung-Lae / Nishiyama, Hiroyuki

11:10~11:40  Panel Discussion: Radical cystectomy in Korea: multi-center retrospective database
Kim, Sun [1/ Cho, Jin Seon

11:40~-12:20  Aristolochic acid and urothelial carcinoma in Taiwan Chen, Chung-Hsin
12:20~13:00 Advances in systemic therapy for urothelial cancer Kitamura, Hiroshi
13:00-1400 Lunch
14:00~15:40 Prostate Session 2 Chair : Egawa, Shin / Pu, Yeong-Shiau
14:00~14:40 Brachytherapy and RALP in Japan Nasu, Yasutomo
14:40~15:40  Panel Discussion:

1. Management of T3b prostate cancer Ohyama, Chikara / Jeong, Chang Wook

2. Chemotherapy in CRPC: early vs delayed Jeong, In Gab / Hong, Sung Kyu
15:40~15:50 Coffee Break
15:50~1730 Kidney Session Chair : Chung. Jin Soo/ Tomita, Yoshihiko
15:50~-16:20 Panel Discussion:

- Characteristics and prognosis of Xp11.2 translocation renal cell carcdinoma

- Histological structures and dynamic CT patterns in renal cell carcinoma Jeang, Chang Wook / Kimura, Go

16:20~17:00 Robotic-assisted partial nephrectomy: a Taiwanese single-institute experience Pang 5T Jacob

17:00~1730 Panel Discussion:
Can morphologic features of vena caval tumor thrombus be a prognostic factor after surgical treatment
of RCC with WC thrombus?
—Korean Renal Cancer Study group multicenter study
—Cytoreductive nephrectomy in the era of molecular targeting therapy Seq, Seong I/ Eto, Masatoshi
17:30~19:00 Prostate Session 3 Chair : Kim, Choung Soo/ Nakagawa, Masayuki

17:30~18:00 Panel Discussion:
Salvage radiotherapy after radical prostatectomy Jeon, Hwang Gyun/ Takenaka, Atsushi

18:00~19:00 Case discussion: CRPC (2 cases) Kwak, Cheol / Ozono, Seiichire f Cho, Jin Seon /Jeon, Seong Soo
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Caring about men with prostate cancer
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Innovation for patient care
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