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1. Challenges in the Management of Invasive and Advanced Bladder Cancer in
Elderly Patients: Solutions? A (ME2d)
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243 (122 f)

Panel Discussion : 2( (53], ME2H), M2 (SHEAH), FE93 (423,
M (33, 2o, F4E (o), , s (a2

16:00-16:20  Coffee break

16:20-17:40  Symposium II: Prostate Cancer
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1. Nerve Sparing for High Risk Prostate Cancer Patient. Is It Needed? And How?

urgA (22 )
2, Progression in surgical anatomy and technigue after introduction of RARP

i (S212d)

Panel Discussion - 242 (53], 7FHES2H), S5 (M2, 924 (ar=2fo),
S (A M2, HSH (FE|20), g (2212H)
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Challenges in the management of
invasive and advanced bladder
cancer in elderly patients: Solutions?

Ja Hyeon Ku, M.D., PhD

Associate Professor of Urology
Department of Urology,
Seoul National University School of Medicine

Korean Data

3,485 new patients in 2012 (1.6% of total cancer)
6.9 cases per 100,000 population

Male: female = 4:1.1

Age distribution

In Korea,

Elderly pts over age 70
comprised over 50%

under50
23%

—60s
25%

National Cancer Information Center gokr)

Key points

A comprehensive geriatric assessment

Radical cystectomy has a survival benefit even in elderly
pts & should be considered in eligible pts.

Neoadjuvant chemotherapy is well tolerated and effective
in selected elderly pts with MIBC.

Adjuvant chemotherapy should be considered in high-risk
(lymph node positive or extravesical tumor extension) pts.
Trimodality therapy is a well tolerated, effective, and
potentially curative alternative to radical cystectomy in
selected pts with MIBC.

Benefit of radical cystectomy

Several studies have demonstrated that even MIBC pts over
age 80 have a survival benefit after radical cystectomy.

A SEER analysis showed that there is an OS benefit for elderly
pts undergoing radical cystectomy with PLND, but that
benefit becomes negligible without PNLD.

Radical cystectomy may also help reduce local symptoms
such as pain and hematuria.

Holllenbeck et al, Urology 2004, Chamie K etal, BJU int 2008, Famham SB etal, Urol Oncol 2014

Choice of procedure
for radical cystectomy

Elderly pts undergo continent urinary diversion with
neobladder less often than younger pts.

They have slower resumption of continence after surgery and
higher rates of stress incontinence, but the majority of
elderly pts do achieve continence with a neobladder.

The overall complication rate, survival, and quality of life do
not appear to differ between procedures.

Pts should have a PNLD regardless of age.

Ability to care for a urinary diversion or perform intermittent
catheterization should also be considered prior to surgery.

Horovitz D et al. BJU int 2012, Liberman D et al, Urology 2011, Sogni F etal, Urology 2008

Trimodality therapy (TMT)

TMT has emerged as an alternative combining a complete TUR-BT as
safely possible, XRT, and concurrent chemotherapy.

TMT can be used in selected candidates for cystectomy with certain tumor
characteristics who prefer bladder preservation or in those who are not
candidates for cystectomy.

In a recent review of TMT, the median complete response rate based on
eight studies was 72% with comparable median 5-year cancer-specific
survival rates to radical cystectomy (52%).

Long-term outcomes of several pooled Radiation Therapy Oncology Group
(RTOG) studies showed favorable 5-year OS with TMT (57%) and pts age
75 or greater had no difference in outcomes compared with younger pts.

Gray PJ etal, Eur Urol 2013, Turgeon GA et al, Front Oncol 2014, Mak RH et al, J Clin Oncol 2014
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« Selected concurrent chemotherapy regimens for TMT + MPDL3280A (anti-PD-L1) treatment leads to clinical activity i e
in metastatic bladder cancer

Series. Treotment regimen Bwesmes R (| e neemr mmems | e e e
Cisplotn eligible
Weiss of l. [93] and Cisplatin 20mg/n’/doy iv. CR88%, Syear OS 74%, and BIS 82%
Rodel el ol. [94] ‘given doys 1-5 ond 29-33 (Weis ef o. [93]) and CR 87%, Syeor
05 67%, and BIS 54% [Rodel of . [94])

‘Svorourocl 600mg/m/day i
gven doys 1-5 ond 29-33

rrT] o 3reciet v 2705, S 05505, s 1% Tl 631 Chtt - Progress of RP technique
Cisplatin inelgible. CHSIENDOUROLOGY S}
Jomes ot o. (96] i e Sy 08 %, by i Anatomical RRP (Walsh, 1979)

2 yoans, HR 0.68, P=0.03)
Mitomycin 12mg/n? iv. day |
Concurrent rodiotheropy

. . . First Laparoscopic RP (Schuessler, 1992)
Progression in surgical anatomy and

Ohetol. [97) Gomcitabine 27 mg/m? i.v. CR70%, Syear OS 76%, ond BIS 62%
e B ) k 3 First RARP (Abbou, 2001)
el b Singm 166551 0 478 nd 5 technique after introduction of RARP
e Veil of Aphrodite (Menon,2006)

sunvival, i, = bovancus, O = ovaoll uvivl

Posterior reconstruction (Rocco, 2006)

BN sparing (Gaston, 2007)

Rose TL etal, Curr Opin urol 2015 Powles T et al, Nature 2014 gt X| A
M| - o

Pubovesical complex sparing (Asimakopoulos, 2010)
Retzius sparing (Galfano , 2010 and 2014)

BN sling (Kojima, 2014)

Surgical techniques to improve functional Visual clue of NVB preservation

Grade |
outcomes at RARP : landmark artery + fat strip over the prostate

Preservation (neurovascular bundle, bladder neck, Gr4 =75% NS Gr 3 =50% NS
puboprostatic ligament, pubovesical complex, Retzius )
sparing, etc.)

NERVE SPARING PROSTATECTOMY Grade

OR HIGH RISK PROSTATE CANCER.
Is it Needed? And How?

Reconstruction (posterior and/or anterior
reconstruction, and/or reattachment of the arcus
tendineus to the bladder neck, etc.)

Reinforcement (bladder neck plication and/or sling
suspension, etc.)
Korea University Guro Hospital

Hong Seok Park Better understanding of anatomy

Kojima et al, Int J Urol, 2013 Schatloff et al. Eur Urol, 2012

Radical Prostatectomy

Bladder Neck Sling Suspension During

Robot-assisted Radical Prostatectomy to

Follow-up Improve Early Return of Urinary Continence:
5 A Comparative Analysis

Beyond the Learning Curve of the Retzius-sparing Approach for
Robot-assisted Lap opic Radical Prostatectomy: Oncologic
and Functional Results of the First 200 Patients with >1 Year of

RISK-STRATIFIED APPROACH CONCLUSION

Yoshiyuki Kojima, Takashi Hamakawa, Yast bota, Soichiro Ogawa, Nobjuhiro Haga,

* NS-RP should be planned independently of preoperative potency status whenever Kelichi Tozawa, Shoichi Sasaki, Yutaro Hayashi, and Kenjiro Kohri

technically and oncologically feasible.

+ Significant diff. across different NS grades in terms of the % of pts. who had
intercourse and returned to baseline SF (P < 0.001).

+ Optimal NS-RP should be planned using various preop. parameters such as PSA, GS,
percentage of cancer in Bx, no. of (+) cores, presence of UNI vs BILAT. (+) cores (used as a
surrogate for high-volume cancer or multifocality), clinical stage, findings of the eMRI for
cancer localization, tumour vol., (+/- of EPE), and status of periprostatic tissue.

* Reported higher rates of intercourse (90.9% fore grade 1 and 62% for grades 4 NS)
* Return to baseline sexual function (81.7% for grade 1and 54.4% for grades 4 NS)

Neurovascular bundles, puboprostatic ligaments, Aphrodite’s veil,
accessory pudendal arteries (beyond red line) are untouched
Galfano et al. Eur Urol, 2010

+ The overall PSM rates for patients with NS grades 1, 2, 3.and 4 were 9.9%, 8.1%,

PSP * Improved "trifecta outcomes” can be achieved by adoption of athermal, traction-free,
+ With increasing degree of NS, PSM rates were not significantly elevated; potency risk-stratified, graded nerve sparing approach to preserve the neural networks.

outcomes, however, were signifi(antly better. Immediate continence: 92% (first 100 cases) vs. 90% (100-200 case)
1 i g

Post-op 1 mo intercourse rate (potent patients < 65 yrs undergoing
bilat. intrafasical NS): 40.4% vs. 40%
Transfusions: 8% vs 4%, pT2 PSM rate = vs. 10.1%

* Innovative imaging techniques to incorporate real-time intraoperative imaging and
nerve mapping methodologies to identify and preserve the CNs will play important role
in quiding optimal NS approach.

RDF: reconstructed Denonviller's fascia Kojima al. Urology, 2014

ur Urol, 2013
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Tablo2,
rostatectomy between nonsig 3, 000

ar

Variable Preoperation
PVR (mL)
Nonsling 186(100, 36.0)

Siing 128(5.8,36.7)
Between 2 groups P value ns.
2-hour pad test (g)

Between 2 groups P value

ns.

N

Figure 2. Representative appearance of cystography during Valsalva manever 7 days after robotassisted radical prosta-
m

that in  patient in the nonsing goup.

s smaier Sing group than

awk 12 Wk 24 Wk

5.7(0.0,17.7) 12.1 (0.0, 21.4) 0.0 (0.0, 0.0)

0.0 (0.0, 2.9) 0.0 (0.0, 0.0) 0(0.0,0.0)
ns.

155 (5.0, 933) 6.0 (1.0, 32.0) 15 (0.0, 10.75)

45(18,323) 5.0(2.0, 33.0) 1(00,95)

ns.

— BN sling suspension technique can improve the early return

of continence after RARP.

Case 1

® CT (Apr. 2009)

Post TUR-BT status

Focal intraluminal filling soft tissue mass in right far distal ureter

-- mild Rt. hydronephrosis

-- enlarged right obturator LN with suspicious focal internal low attenuation foci.

Case 1

® Aug, 2015 TRUS-Bx

7 core-biopsy due to small prostate size

Adenocarcinoma , GS 7(3+4)/10 (#1)
(tumor length/core length: 0.5/1.2cm)
Adenocarcinoma, GS 8(4+4)/10 (#2)
(tumor length/core length: 0.9/1.1cm)
Adenocarcinoma, GS 8(4+4)/10 (#3)
(tumor length/core length: 0.6/1.0cm)
Adenocarcinoma, GS 7(4+3)/10 (#4)
(tumor length/core length: 0.3/1.0cm)
Adenocarcinoma, GS 7(4+3)/10 (#5)
(tumor length/core length: 0.3/1.0cm)
Adenocarcinoma, GS 9(5+4)/10 (#6)
(tumor length/core length: 0.2/1.0cm)
Adenocarcinoma, GS 9(5+4)/10 (#7)
(tumor length/core length: 0.4/1.2cm)

All core prostate cancer, GS 9(5+4)

Gross anatomy on MRI is also impo!
preoperative planning.

1) Apical shape, Base shape, SV ¥ Xl & 20|

4) Ant. fibromuscular stroma, accessory pudendal vessel, etc.

Case 1

® Oct. 2007, Prostate sparing radical cystectomy
w/ orthotopic ileal neobladder formation

w/ standard pelvic LN dissection

Case 2

e CT (Mar. 2013)

1. About 3.0~3.1cm measured broad neck polypoid mass at Lt. lateroposterior wall of
urinary bladder (adjacent It. UVJ)

--> large Bladder TCC, more likely.

--> Invelvement of tumor into full thickness of involvement bladder wall suspected
2. Grossly no significant LNs

[HSHH| =71 3 2t
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Case 2 Case 3

e Mar. 2013, Radical cystectomy e Mar. 2010, Prostate sparing radical cystectomy

w/ orthotopic ileal neobladder formation w/ orthotopic ileal neobladder formation

w/ super-extended pelvic LN dissection w/ standard pelvic LN dissection

Case 3 Case 3

e CT (Apr. 2014) e MRI (May. 2014)

1. A small polypoid lesion in the neobladder neck anterior aspect.
No demonstrable recurred lesion or distant metastasis About 2.5¢m sized T2 low Sl lesion involving right prostate gland including
Other h e the last study peripheral zone with diffusion restriction and early enhancement
-> TCC involvement, probably.

2. No significant LNs.

55/M
* Chief complaint;
and Urinary Diversion total painless grosshematuria

Symposium [: Radical Cystectomy

Case Discussion Present illness
grosshematuria starting 1 year ago
Bunsiion: TURBT was done for large, solid
of Ulsan College of Medicine S o
T e bladder tumor on left side at previous

hospital
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[2011/10/05 - CT, Urography]
CONCLUSION :

Enhancing wall thickening in the left side of
the bladder.

Perivesical tissue invasion.

LN enlargement in left external

iliac.,common iliac, and left paraaortic area.

-->r/0 bladder cancer (T3a N2 Mx).

13 - Bladder Tumor]
ual infilt othelial carcinoma, urinary bladder
»
de )
MA. LYMPH

left common ilia

left external iliac

right external iliac LN:

right common iliac LN:

right pelvic LN: 0/2

right paracaval LN:

left pelvic LN: 0/3

( largest m atic tumor size: 13 mm,

without extranodal extension )
RCINOMA IN SITU.

b . /ALL OF URINARY BLADDER,

1.5cm IN " DIMENSION

LEFT PCN (2011.10.04) AT AMC

)12/01/10 - CT, Urography]
Subtle enlarged paraaortic lymph node in the
left side of the aorta, suggestive of reactive
hyperplasia or stable disease of lymph node
metastasis.

No visible lymphadenopathy in the pelvic
cavity.

— Suprapubic pain starting 1 year ago
* Present illlness
—2013.7 suprapubic pain A| 2+ E}E RImedication
Ol = =7 Glof L.
— Pain 2 voiding 1t 2tHA QIO 0 X| &4, i 25}
1 22! Visual Analog Score 5-10

Neoadjuvant chemotherapy
(2014.10~2015.01)
Gemcitabine/cisplatin chemotherapy, 4 cycles
3 week interval between each cycle

Each cycle consists of:

— Gemcitabine 1500 mg i.v.
platin 110 mg i.v.

® Apr. 2004, TRUS-Bx: adenocarcinoma,

Gleason score 8 (4+4), #1 (0.2/1.1cm)

Gleason score 6 (3+3), #4 (0.3/0.9cm)

Intermediate risk Diagnostic PSA = 10 but < 20 ng/mL or

[HSHH| =71 3 2t
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Pathology

INFILTRATING UROTHELIAL
CARCINOMA

HIGH GRADE (WHO GRADE 3/3)
invasion into subepithelial connective tissue
and muscularis propria.

no lymphovascular invasion.

Pathology

* Chronic cystitis, mild, with scar.
* Negative for malignancy.

Low risk Diagnostic PSA < 10.0 ng/mL and Table. D’Amico

highest biopsy Gleason score < 6 and = 101 9
cirical stage T or 122 risk stratification for
clinically localized
highest biopsy Gleason score = 7 or prostate cancer
clinical stage T2b

High risk Diagnostic PSA > 20 ng/mL or
2

or

Sexually active 65 year old man
PSA10.8

Biopsy Gleason score 8
Clinical stage T2a

MRI: not available

Preoperative IIEF-5: 17( mild ED)
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Case 1 Case 1
Case 1 Case 1
B o e 2 o A
® Final pathology ® OPDflu * b)site; pevipr;eral > central zone, right < left, posterior, superior > inferior i
- #1 A . Pad fi : 1 + ¢ histologic type; acinar
Prostate, radial prostatectomy: ncontinence: Pad free since postop 1 mo - d) Gleason's score; 9 (most common; 4, second most common; 5) -
= e " + ) tumor volume; V2b (>5 cm3)
Adenocarcinoma, Gleason's score 7(4+3)/10, bilateral lobes # Erection: Intracavernosal injection on demand at postop 9 mi « f) presence of PIN; present(++), high grade and low grade 08
+ ) growth pattern; expanding and infiltrative
with 1) tumor volume: 20% 60~70% erection on oral medication at 1 yr +  h) lymphatic invasion; absent 07
+ i) vascular invasion; absent
2) confinement to prostatic parenchyme # Biochemical recurrence (+) at postop 8yr + 9 mo * ) perineural invasion; present (+++) i
+ k) prostatic urethral invasion; absent o EHE#0IA adjuvant RT (63Gy/Twks)
5 . + 1) extraprostatic extension; present(++). perineural space of neurovascular bundles A
3) no involvement of seminal vesicle and vas deference. E0 5 5 tiha) vee o lnvasion: piessiilion) L Postop 5mo: Hemiorthaphy, Rt
i i i - n) surgical margin involvement; present. posterior, left (width of involvement: 0.2 cm) ;
4) perineural invasion + o) multiplicity; absent o5
. ] i + p) TNM pathologic stage; pT3 (b) Pad 1/day, IIEF: 18
5) tumor involvement of apex resection margin BCR(+) «  q) lymph node metastasis; absent (0/6). right obturator; 0/2, left obturator; 0/4 02
X . . l pad: free, IIEF: 15
6) clear base and vas deferential resection margins i % [DIAGNOSIS] 01 /

- 1. Prostate, radical prostatectomy(#1); Adenocarcinoma, Gleason's score 9 (4+5).
0 1mo 3mo 6mo 9mo 12mo 15mo 18mo 21mo 22mo

~=PSA| 0307 | 0077 | 0029 | 0033 & 0068 | 009 | 0152 0254  02%

5 Low risk Diognostic PSA < 10.0 ng/mL and » Ami
® Apr. 2010, TRUS-Bx: adenocarcinoma, highestbopey Gleason score < 6 and able £D. Ammicol
clinical stage Tic or T2a risk stratification for
clinically localized Case 1 Case 2
Gleason score 6 (3+3), #4 (0.4/1.5cm) Intermediate risk Diagnostic PSA > 10 but < 20 ng/mL or L
e = prostate cancer
ighest biopsy Gleason score = 7 or
clinical stage T2b . " . &
- ADT: GnRH antagonist + antiandrogen ESALE0)
High risk "D:hgnn(s:c ?SAG‘ 20 ng/mLor - 05 + TRUS:32.7cc
ighest biopsy Gleason score > 8 o
E}E 0| A adjuvant RT (63Gy/7wks)
clinical stage T2¢/T3 04s + DRE: soft, symmetric, not fixed
04 .
+ Prostate bi
. o Postop 5mo: Herniorthaphy, Rt ADT st [’sfc:oesogppf;yuescmmom
75 year old man with no sexual activity 035! / ~a) size; Involved up 10.0.5 cm / 0.8 cm of total length
- b)ste/R2. R, RS
03 ~ c)Gleason score: 8(4+ 4)
PSA 21.7 ng/mi s &) ymphatic nvasion; absent
. g 0 T ~ e)vein nvesion; absent
Biopsy Gleason score 6 i ~ dry, IIEF: 3 = Q)m:::\yma;bw:‘em
P i dry, IEF: 15
Clinical stage T1c 015 [DIAGNOSIS]
= Prostate Lt
- Visi! 01
MRI: Visible tumor at Lt apex, no EPE, no SVI +  IPSS: 21 (voiding 17+storage 4)/ Qol. 4
< 005
Preoperative IIEF-! . ups
© ["mo | 3mo | 6mo | smo | 12mo | 15mo | 18mo | 24mo | 22mo | 25mo | 28m0 | 3imo o0 mlisenses S0e0
~+=PSA 0307 0077 0029 0033 0068 0094 0152 0254 029 0025 0003 0003
-« lEF:14
+ 0|% FM loss
SMT
O OTT
Case 2 Case 2
Case 1 Case 1
. « MRI Prostate [MICROSCOPIC DESCRIPTION]
" * MRI Prostate Prostate Ca. at the apex and mid portion of Rt. prostate gland, suggesting i oy siz8i2 0% 19X 130
= e i i , suggesti 3 sy 3 : 5 . 2
+  TRUS:21cc — Prostate cancer in Lt peripheral zone of the prostate : T3aNOMx T2NOMX. 9 E)iﬁ‘ttei.i;enpheral / transitional / central zone, right > left, anterior < posterior, superior

+ DRE ; hard nodule on Lt. lobe, not fixed ©) histologic type; acinar

d) Gleason's score; 9 (most common; 4, second most common; 5)

e) tumor volume; V2a (1-5 cm3)

f) presence of PIN; present (++) (high grade)

g) growth pattern; expanding and infiltrative

+ h) lymphatic invasion; present (+)

i) vascular invasion; absent

j) perineural invasion; present (+++)

k) prostatic urethral invasion; absent

1) extraprostatic extension: present, perineural space of neurovascular bundles
m) seminal vesicle invasion; absent

n) surgical margin mvm\vemen)l‘ present. apex, right, anterior & posterior (width of

Prostate biopsy
[MCROSCOPIC DESCRIPTION]
~a)size; invaived up 10.0:3 cm / 0.8 cm o total length

b)site; L3, Lt4, L5

¢) Gleason score; 8 (5 +3)

d) lymphatic invasion; absent

©) vein invasion; absent

1) perineural invasion; present

g)presence of PIN : absent

[DIAGNOSIS]
= Prostate, 116 3)

IPSS: 8 (voiding 2+storage 6 Qol. 2 involvement: less than 0.3 cm

0) multiplicity; absent
«  p) TNM pathologic stage; pT3 (a)

+ UuUDs
~ Pressure flow: 105mis 2750 50z
800 gradel
[DIAGNOSIS]
+ Prostate, radical prostatectomy; Adenocarcinoma, Gleason's score 9 (4+5)

IIEF: 23




Case 2
Postop PSA
Dry, intercourse (+)
Pad 27||:/°£, tumescence(+) v =
§ /J,a,d,l]ﬂ[%l,,tlu,m,e,s,c,e,ncg(x*)/ -

2
18
16
14
12
1
08
0s j l
04
02
o
——PSA 0275 | 025 | 138

Plan?

Case 2

Postop PSA

Pad 27}{/2, tumescence(+)
Pad 17/%, tumescence(+)
3 Dry, intercourse (+)

< ADT start
= ADT start

IC injection

T

1mo | 3mo | 6mo | 7mo | 9mo |12mo|15mo| 18mo| 21mo | 24mo 27mo | 30mo 33mo 36mo 39mo.
|=Psa0275 025 | 138 | 159 | 289 | 026 0003 00030003 003 | 13 | 173 108 0003 0003

~

ADT stop

e

Utilizing Disease Heterogeneity
: and Emerging Biomarkers
to Individualize Treatment

Seok-Soo Byun, MD, PhD

Department of Urology
Seoul National Univ. Bundang Hospital
Seoul National Univ. College of Medicine

Intrinsic Heterogeneity: Clonal Origin of Lethal PCa

T T =

[HSHH| =01 3 st

<y
v
00 The Korean Urological Oncology Society
——
Acquired ummw::;.mx::n’:mu CYP17A1 ton levallii Bone:

P ————

AR-VT in CTCs and resistance to ENZ & AA

CTCs as a biomarker for surrogate survival

st s

Summary

= A high level of heterogeneity in PCa

= Predicting response?
1) Biomarker: CTC - ARV7, CNV...
2) Clinical variables: PSA kinetics, NLR...

AR splice variants Tumor heterogeneity in mCRPC

Tumor heterogeneity in mCRPC Tumor heterogeneity in mCRPC
2. Intra-patient heterogeneity 3. Intra-tumoral heterogeneity
prostats
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CfStse7 BUEHS) 812 Ofof i OHIBHUL P2
PAFCHAIE 2015440] 0{G1 OFS 3 2:0] 402 MAED QLI 3t 1S FISOIE D KLt H45H MBS
Q0[817| $I5t B RIS 71 S DU OBHA £ ZS XIS 950 ZA7IE S S of g2
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17:50-18:00 PHEIAL 2 QI St 7 | S 2B S ZB2 217

18:00-18:20 Management of complications after radical prostatectomy  2rEh ZEZ (HE2|C)
H2k 51 (FArelch)

18:20-19:00  Case Discussion 2Ha: UE (mel)
2% 3427 (PAr[TH)
Panels: &S (Holch), S (RMIOICH), g4 (SR, 2SR (LR B(H)
19:00-19:20 319
- BYT HAUSIB 07| BAY W
- LB 7 | B84 2| S TAEr SAFEA A
- Ceh| o7 B QUB1E) 21| SHFIREH MUY, LAY U YU MR 2201 &

19:20-19:30 | E|AL CHfEH |7 |2 Qrat S| ZIE2 S
19:30-21:00 Az

Ciet| 7| ST 3|18 & 9 2
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[Q The 14th KUOS Multidisciplinary Conference D

« LA|: 2016 3¢ 26% (E)

- Ab4: atolc ufol@HEAA

08:30-09:00 | Registration

00
——

[HSHH| =01 3 st

The Korean Urological Oncology Society

09:00-09:05 | President’s Welcome R el kA AL B

09:05-09:10 | Congratulatory Remarks =i R bl Lol d AN BN

09:10-10:30 | Symposium (1): RCC: Updates

Variant histologic forms of RCC

MR imaging in RCC

Renal biopsy: when should it be used?

Immunotherapy with programmed cell death inhibitor drugs: who achieve durable response?

15:50-17:10

Consensus meeting (11): metastatic prostate cancer

Oligo-metastatic prostate cancer: Definition and treatment
Chemotherapy in CRPC
CRPC guideline

Panel discussion:
24 215

g

17:10-17:40

23]

10:30-10:50 | Coffee break

10:50-12:10 | Consensus meeting (1): Localized and locally advanced RCC

Optimal management for T1b renal cancer in patients with normal GFR
Management of adrenal gland in patient with RCC
The role of lymphadenectomy in patient with RCC

Panel Discussion
2o 28y:
EHLél :

12:10-13:40 | Luncheon Symposium & ©JAHE] (X}7] &% A7) (AH] &%)

Initial chemotherapy in metastatic hormone-sensitive prostate cancer
Noel Clarke (Department of Urology, Christie Clinic, Manchester, UK)

13:40-15:00 | Symposium (11): Updates of prostate cancer

Prognostic significance of the updated International Society of Urological Pathology (ISUP) grading
system

MR-fusion biopsy: usefulness & clinical application

The role of PET-CT in prostate cancer

Role of hormonal therapy in adjuvant and salvage radiotherapy

15:00-15:30 | Invited Lecture

Isaac Y, Kim
(New Jersey Cancer Center)

Role of androgen signaling in renal cell carcinoma

15:30-15:50 | Coffee break
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