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10-50-12:00

15:50-16:50

16:50-17:20
17:20-17:30

Registration

President's Welcome Oigh w2 | SYEtel 21y ddd
Congratulatory Remarks st 7| atste| 27|32 HE
Congratulatory Remarks QA 4= HpA Lk

oHS (L) / Hd 4 (daald)

Special Lecture H dFH (E|AG)
Single Cell Genomics HEE (MESH Y7138

Symposium I : Management of Bladder Cancer 2% O|3d{| (E|20)) / #&F (-2 d)
1) Emerging Therapies for Non Muscle Invasive Bladder Cancer 42 (a229d)
2) Risk-based Neoadjuvant Chemotherapy in MIBC? FA (ME9)
3] Future Directions in Bladder Cancer Immunotherapy A (o)
Panel Discussion: Case Based Approach

2rE: shEH (FHH2I0)

Ojg: s (A8 2)0) LAk (MEL D) HEE (doH2 o)) FF4F (402 0)

B W71 L B AR HY

Symposium II : Management of Prostate Cancer 3 7|3 (2E29)/ $4& (718390
1) Active Surveillance for Prostate Cancer: Good Idea or Lost Opportunity?  HH3H (ZEHAL)
2) Treatment for Pelvic Nodal Relapse after Radical Prostatectomy LE7| (HF20)
3) Chemeotherapy in Hormone-naive Prostate Cancer? StE (B4
4) Management of Non-metastatic CRPC FEY (M)

2016 KUOS Annual Business Meeting
ey Al 2 H2lA (Adjourn)
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NMIBC:

* approximately 70~75% present initially with

Emerging Therapies for NMIBC V.

Pathology

Ta, low grade

T4, low grade

high grade

Risk adapted therapy:
AUA/EAU/NCCN

Intermediate-Risk

- . e N . Single Low Grade, Ta, | Multifocal or Recurrentor Large An Hl h Grade, Stage T1,
SEER- Medicare Evaluation of > 7000 patients ol & FistTime) | Lowd Grade Tumor(s) i s z

with

20 taciiit e ey ’
39% recurred without progres wle immediate intravesical chemotherapy (usually

single immediate MMC wouldn’t be
icient, additional 6w k induction chemotherapy or BCG
(including maintenance) is recommended

>1yr maintenance BCG or cystectomy is
T ecommeuded

Conclusions Conclusions

NMIBC = G &3] O MHEE0| =1 igh-risk 3 ctomy )t J}SOHA 2 B2, M22 &
R MEe| 0| AT S HAX S AELH0 X2 A2H

h ;'E“Z 3|74 MMC2 §1tE =010
MZ 2 imaging technology (PDD, N
Detection rateS =0 THLES 2

risk stratification % Xl 2 Bt E & Hindivisulization
stratificationOfl (Ct2t = = &t intravesi = Ct2 8t molecular marker S| 2& 0| Z 20t
8tOl, 53l High-risk NMIBC 2| Z2< B
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Risk—based neoadjuvant
chemotherapy in MIBC?

Ja Hyeon Ku, M.D., PhD

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

[HSHH| =01 3 &St

The Korean Urological Oncology Society

Neoadjuvant Chemotherapy in | ive Bladder C ]
Update of a Systematic Review and Meta-Analysis of
Individual Patient Data

To i oawiies a5 408 - o atmama

Advanced Bladder Cancer Meta- lysis Ce ion, Eur Urol 2005

Guidelines

“EAU guidelines 2011”
: cisplatin-containing regimen should be offered in MIBC (Grade A)

“ICUD-EAU International Consultation on Bladder Cancer 2012"
: recommend MVAC as neoadjuvant chemotherapy (Grade B)

“11th annual meeting of the Society of Urologic Oncology 2012”
: current standard is cisplatin-based neoadjuvant chemotherapy

Advantages

Delivered at the earliest time point - eradicate micrometastasis

: distant recurrence (20-50%) >> regional recurrence (5-15%)
Expecting tolerability of chemotherapy

: more tolerable to full dose chemotherapy

Possible to assess the response of tumor to chemotherapy

(in vivo chemosensitivity)

: ic remission - inter iate surrogate for survival
Meta-analysis
: favorable pathologic status — 5-6% benefit in overall survival

Stenzl, Eur Urol 2011

Disadvantages

« Overtreatment

: unnecessary treatment in half (no micrometastasis)
« Delay in cystectomy with disease progression

: adverse outcome in non-responders
+ Notable toxicity

Modest OS benefit
Inability to predict responders (30% CR, 44% downstaging)

Stenzl, Eur Urol 2011

Marginal benefit

+ 10% improvement is needed
: too small survival benefit (6%)

but

standard of care in breast cancer: adjuvant chemotherapy
: survival benefit of 7% at 10 yr

standard of care in colon cancer: adjuvant chemotherapy
: survival benefit of 7% at 5 yr

Vol. No 2016_3 - 13
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Cycle adjustment based on S
ummary
response

« Identification responders to NACH perfectly — not true

m | cT3/T4a and/or cN+

Coapon Anodirion ofUrogy 1 ;
————————————— * Risk-based NACH
Platinum Opinion Immediate radica

no

orstecomy "% Eigiblefor cisplair? clinical response
Neaadjuvant Chemotherapy in Ptients with Musci- yos risk factors: clinical stage, hydronephrosis, LVI, variant forms
imvasive Badder Cance: Which Patients Benefic?
s genetic markers
molecular subclassification
Immediatoradical no Restaging:
tocomy < parial o complete remission? COXEN
yos
2cycles GC

Radical cystectomy

Niefisch et al, Eur Urol 2013

Perspective

+ ARandomized Phase Il Study of Co-Expression Extrapolation
(COXEN) With Neoadjuvant Chemotherapy for Localized,
Muscle-Invasive Bladder Cancer — NCT02177695

« Primary Outcome Measures:

The relationship of dose-dense MVAC- and GC - specific COXEN
scores

By ing whether the pecific COXEN score is
prognostic of pTO rate or < pT1 in this patient population and to
assess in a preliminary fashion whether the COXEN score is a
predictive factor distinguishing between these two chemotherapy
regimens

By evaluating the correlation between the GC- and the DDMVAC-
COXEN score.

Future Directions in Bladder

Traditional Cancer Immunotherapy
Cancer Immunotherapy

Cytokines Autologous cell therapy Cancer vaccines
g F o

S

e
e ummand. W DN

Byong Chang Jeong

Samsung Medical Center
Sungkyunkwan University School of Medicine

1 Elert E, Natur

sausone SAMSUNG MEDICAL CENTER
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"G Focus

Thomas Powlesl, Joseph Paul Eder2, Gregg D. Fine3, Fadi S. Braiteh4,
Yohann Loriot5, Cristina Cruz6, Joaquim Bellmunt7,
Howard A. Burris8, Daniel P. Petrylak?2, Siew-leng Teng3, Xiaodong
Shen3, Zachary Boyd3, Priti S. Hegde3, Daniel S. Chen3
& Nicholas J. Vogelzang9

Queen Mary University of London, Yale Cancer Center, Genentech, Inc.
Comprehensive Cancer Centers of Nevada, Gustave Roussy, Vall d'Hebron
Institute of Oncology (VHIO) and Vall d’Hebron University Hospital. Bladder
Cancer Center, Dana-Farber/Brigham and Women'’s Cancer Center, Harvard
Medical School, University of Nevada School of Medicine and US
Oncology/Comprehensive Cancer Centers of Nevada,

Nature. 2014 Nov 27;515(7528):558-62

PD-L1 prevalence in UBC tumours by IHC

Objective response rate: 43% for IHC 2/3 tumours
11% for IHC O or 1

PD-Li-positive 0,
tumour-infiltrating immune cells PD-L1-positive tumour cells 7% complete response rate

n=205 (no. of specimens (%)) (no. of specimens (%)) d Er——

HC 3 18(9) 14@)

IHC 2 37 (18) 84 n (%) n (%) n (%)

IHC 1

IHC 0 61(30) 146 (71) OB ie=29, 081y ags
1HC 3 (n = 10) 2(20.0) 3@0.0)
1HC 2 (n = 20) 630.0) 5@5.0)
IHC 0/1 (0 = 35) 13@7.9) 13@7.1)
1HC 1 (= 23) S 7 8(348) 8348
1HC 0 (= 12) OBy 5@1.7) 5@1.7)

a  Baseline Post-cycle 2 Post-cycle 8

Tumour-infitrating immune cells

Table 2. Studies of Checkpoint Inhibitors in Urothelial Cancer Target Antibody Development stage
Prior Immune Namberof  Response Median 2 ¢
Immune Checkpoint Phase Patlents (%) Survival (mo) Phase Phase?
D1 1 * * Rcc!
[ Yes POLIATC = 2% 127
ool WETOE e PO e % Aoy~ g smbrotzumad *
Pombrolzumab vs chemathersgy Il Yes POLITC statfcation 470 Ponding _ Pending
(NCT02266436) Durvalumal ;
O Yos PoLTe S8POLIY Ponding _ Pendng
(NCT02367006) 160 PDLI- 2
it Y vsc:
LT
Atezolzumabld748) 1 Yes PO-L1 (Cstratification  PD-L123 46 50 144
PRLION 41 1 8
‘Atezokzumatisl O Yes PDLI (Cstrafcation  PDL123 100 20 na >
POLION 210 9 67 cTLA4
T PO ic st % Penang _Penang Tremelimunab *
Aezolzumab vs chematheray Il Yes PDLI (Cstrafcation 931 Pending _ Pendng oslran
(NCT02302807) K Data reported
GCApimumabe] " N None £ o Pondng 1 Motzer RJ, N Engl J Med 2015
[ 2 Atkins M, ASCO 2015
PDL1 = programmed dasth igand 1T = amorco.
sausone SAMSUNG MEDICAL CENTER
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Summary

mKidney cancer

mProstate cancer

mBladder cancer

Jeong Hyun Kim MD., PhD.

Department of Urology
School of Medicine, Kangwon National University
Chuncheon, Korea

Current status-& Strategies of AS

The major limitation of current AS strategies relates to pathologic
miss of coexistent higher grade cancer

Confirmatory biopsy including ant zone within 1yr is mandatory
mpMRI and molecular biomarkers enhance diagnostic accuracy

Sunnybrook and PRIAS currently used mpMRI in men indicated
for closer scrutiny, such as those with adverse PSA kinetics.

MRI and targeted biopsy for all high volume Gr 6, high PSAD
any pattern 4, or poor PSA kinetics

Royal Marsden used mpMRI as baseline and surveillance
protocol for all men on AS

Molecular biomarkers: Not yet routine

16 + KUOS NEWS LETTER

Active Surveillance

Prostate cancer is often detected when it is not clinically
significant in the era of PSA screening

Overdiagnosis & overtreatment
Active surveillance (AS) can rescue prostate cancer screening

AS is now an accepted management strategy for men with
low-risk PCa

Approximately a third of patients will be reclassified as high-
risk disease and will be offered active treatment in most AS
cohorts.

Timing of treatment for PCa

Summary

The PCSM risk in men with organ confined, Gleason 6
cancer is negligible:

Although published surveillance cohorts differ by protocol,
reported rates of metastatic disease and PCSM are
exceedingly low in the intermediate term (5-10 years)

In Toronto series, only 2.8% of patients have developed
metastatic disease and 1.5% have died of PCa with longer
follow-up (over 15 years), which are consistent with expected
mortality in favorable-risk patients managed with initial
definitive intervention

In Johns Hopkins series, 15-year metastasis-free and cancer-
specific survival rates were 99.4% and 99.9%, respectively
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Summary.

Adverse pathologic outcomes in men with favorable-risk PCa
who underwent delayed prostatectomy after AS are similar
with those who elected immediate RP

The adoption rates of AS/watchful waiting for low-risk disease
increased sharply in 2010 through 2013

» mpMRI, molecular biomarkers, and new Gleason grading
system could enhance diagnostic accuracy and decrease the
demerits of current AS protocols

* AS can rescue prostate cancer screening by avoiding
unnecessary treatment without increasing PCSM in favorable
risk PCa

NTRODUCTION

Radical prostatectomy (RP) represents a first-line treatment
modality for patients with localized prostate cancer (PCa)
and a life expectancy of at least 10 yr.

Treatment for Pelvic Nodal Relapse
after Radical Prostatectomy Although this approach is associated with excellent cancer

control rates, a non-negligible proportion of patients still
experiences biochemical recurrence (BCR) and clinical
progression after surgery.

Of note, these individuals represent subjects at a higher risk
Myung Ki Kim MD, PhD of dying from cancer-specific mortality (CSM).
Department of Urology,
Chonbuk National University Medical School and
Hospital

INTRODUCTION 7to| Ezfel

Hole} x| =-

In these patients, pelvic and/or distant lymph nodes may
represent the site of recurrent disease. yas =
aaem e

Men experiencing nodal recurrence after surgery are clala
currently considered as affected by systemic disease, and
they are thus managed with medical treatments such as o= A
androgen deprivation therapy (ADT). (PSA persistence)

23] 914 0.2ng/m 014 &58h= A2

EF PSAZD} 01 @ £FEo=2 A4 &% PSAZDL 01U & £E00 SRIACHL
8%l 2z
(PSA recurrence)

Table 3 - Guidelines on reatment options for prostate-specific antigen relapse following local treatment
FE AN
Recommendations & e an
: PSA doubling time
« Local recurrences are best treated by salvage RT with 64-66 Gy at a PSA serum level <05 ng/ml ) = MRI, bone scan, CT, TRUS
« Expectant management is 3 option for patients with presumed local ecurrence who are too unfit or umwilling to undergo RT. 5
prog 5
ris factors such as PSA DT <12 moor Gleason score 8-10 are present.
« Lueinising mone bicalutamide isindicated. A Aol 2NN 25 24
R — BIENUA =% 88 PSA
PSA DT >12 mo, low-dose brachytherapy, biopsy Gleason scre <. only recurrence) &Ei=
the prostate are pr in patients no suiable forsurgery. 5
HIFU may be an alterative option. However, patents must be 0
follow-up periods reported.
In patients with presumed systemic elapse, ADT may be offered. C
time; RP = radical prostatectomy: RT = adiaion therapy.

Vol. No 2016_3 - 17
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SUMMARY

» Traditionally lymph node involvement has been
managed only by ADT, which was considered the
optimal treatment option in this setting.

The oligorecurrences should be labeled systemic,

ablative treatment could delay the subsequent risk
of progression and even cure limited regional
nodal recurrences.

Salvage LND and salvage RT (alone or combined
with salvage local treatment) have shown good
outcomes associated with acceptable toxicity.

Urologic Oncology 2016.8.27 Basic rationale

Early Chemotherapy in HSPC

1. Attacking cancer cells when they are vulnerable

- . 2. Killing clones that are not responsive to ADT: allow ADT
:Combining rather than sequentially? to keep PCA in remission longer

Androgen Deprivation
Therapy

. De novo resistant clones
Regression Re-
enﬂwtﬂ@ O Hormone-sensitive cells

. Better patient’s condition: some patients at the time of
progression are too frail for chemoTx.

Hong Koo Ha, MD, PhD
Department of Urology 3
Pusan National University Hospital, Korea

GETUG-AFU 15

(Genito-Urinary Group of the French Federation of Cancer Centers) Wi
« Randomized from 2004 to 2008, median F/U 49.9m =
« 385 pts /c mPCA 5
+ ADT vs ADT + Docetaxel (9 cycles) /c prs .

54.2m, 95%Cl 422.NR

HR1.01, p=0.955

229m, 95%C1 19.6:28.4
23.5m, 95%C1 205319

HR 0.72, p=0.005
HR 0.75, p=0.015
12.9m, 95%C1 11 9,:77 il . 15.4m, 95%CI 12549;” i P————
ocetaxel should not be added to ADT in fi
H . st-line treatment for metastatic non-
astrate prostate cancer

18 + KUOS NEWS LETTER



CHAARTED (E3805)

Therapy Trial for Extensive Disease in Prostate Cancer)

Randomized from 2006 to 2012, median F/U 28.9m
US (ECOG)

790 pts /c mPCA

ADT vs ADT + Docetaxel (6 cycles) /s prs

NEM 2015

STAMPEDE

(Systemic Therapy in Advancing or Metastatic Prostate cancer: Evaluation of Drug Efficacy)

Randomized from 2005 to 2013, median F/U 43m
< UK

2962 pts /c M1 (61%), N+(15%), NOMO(24%)
SOC vs SOC + docetaxel (6 cycle) /c prs

soc 750 FFS events
50K

C+Doc 371 FFS events.

HR (95%01) 0.62 (0.54, 0.70)
Pvalue  <0.0000000001°

Nen-PHpaalve 00002

Median 75 (55% G
soc 21m (15, 26m)
| socwec  3miasaam)

° 2 P % 4 & E P o
*rime trom randomiesion (montrd) soce: saam
O (95%C1)  9.1m (63, 119m)

Lancet 2016
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What's difference b/w GETUG and
CHAARTED?

1. Underpowered to detect a difference in the 183 patients with high-
volume disease (91 on ADT alone and 92 on ADT plus docetaxel)
I GETUG-AFU-15. CHAARTED |

Median 0§ ADT: 465 ADT:440.
ADT +Doc:609. ADT + Doc: 576

HR (95% C1) 09(07-12) 0,61 (047-080)

Pualue Pa044 P=00003

2. Different treatment modalities after progression
cabazitaxel 3% vs 23%, abi/enz 30% vs 52%

‘High-volume disease’, median OS  ADT: 35.1 ADT:322
ADT+Doc: 39 ADT+ Doc 492

HR (95% CI) 08(06-12) 0.60 (045-0.81)

Pralue P=035 P=00006

3. More favorable enrolled patients in GETUG
HVD: 47% vs 65%
ECOG PS 1-2: 2.3% vs 30.5%
GS>8: 57% vs 61%

Lancet Oncol 2013
NEM 2015

Al pallents soc 405 deaths
1.0 +Doc SOC+Doc 165 deaths
- HR(95%C1) 0.76 (0,63, 091)
Palue 0,003
§ o [T
Fo
0z
o I | | |- Restricted mean 05 time
L O S R T
P Of (9S%CH  4.6m (1.8, 7.3m).
M1 patients
343 deaths
10 134 deaths
e HR(95%0) 0.73 (0.5, 0.89)
pralue 0002
H® [Er——
H
fos
H
02
ol Resitedmesn 03 time
— — 1 = AoT
o e rme rom andomsten (montss) ? 0 soce

e seim
Off (55%C)  6am 28, 110m)

Lancet 2016

Meta-analysis

A survivalinmen with M disease. € sunvivalinmenwith MO

Mo s530) L Hatnto o510
o s @ o em [ oupseie
i o e S— oma100
SAwDeSCih G W | oseee

SO SN B o

& H

oSOt S SIC

D failure-free survivalin menwith MO disease.

8 falureree survivalin menwith M1 disease

ot Tt o sn ) e

v s s —— caenon | amon g —— onemsse

s wnm e omezas Mo s won —e—| oxosmam

sarDe 50co-0) e o otsosror) N —— w0

STWDEGOCZA D) 206065 25565 — o oo  TANDCANN B eu—e— om0

Osom (et WS 105 ——ie—|——— 0RO

" w o 1303450

O oy - e
[ i — P T 3

Lancet Oncol 2016

Conclusions

« More evidence on the effects of docetaxel on survival is needed in
the MO disease setting.

+ The addition of docetaxel to standard of care should be considered
standard care for men with M1 HSPC who are starting treatment for
the first time although docetaxel is not without the potential for
toxicity .

Rational and personalized treatment selection based on tumor
biology, rather than an empirical “all-comers’ approach.

Vol. No 2016_3 + 19
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Management of
Non-metastatic castration-resistant
prosate cancer (CRPC)

Won Sik Ham, MD, PhD
Department of Urology
Yonsei University Health System

Risk stratification

* no evidence of metastatic disease by any
imaging modality (WBBS, CT)

« rising PSA level despite castrate level of
testosterone (< 50 ng/dL)

— the rate of change of PSA
: best present predictor of BMFS

Definition

* no evidence of metastatic disease by any
imaging modality (WBBS, CT)

» rising PSA level despite castrate level of
testosterone (< 50 ng/dL)

— A 25% increase from the nadir, with a
minimum rise of 2 ng/mL

— needs to be confirmed with a second value,
typically obtained 1-3 weeks later

J Clin Oncol 2008:26:1148

Goal of treating non-metastatic CRPC

* To delay the development of metastases

in the hope of delaying symptoms and
extending survival

—Lack level I evidence to show that such
intervention improves long-term outcomes
— No therapy has been shown to improve

survival and the therapies that exist can
cause harm

Management

ive NCCN Guidelines Version 3.2016
’ Prostate Cancer

NCCN Guidelines Index
Prostate Table of Contents

] No metastases (M0)
* Clinical trial (preferred)
- Obsenvation sspeciay Yes . imaging! <
cuden | [ | |-Seconcay oo i
‘especially if PSADT <10 mo |
| — |  Antianarogen |—>Psarising Metastases (1)

serum
lovels of
testosteronel

e
Soiises » Ketoconazole &

hydrocortisone
» Corticosteroid
»DES or other estrogen® il

cRPC (PROS-11)

20 + KUOS NEWS LETTER

Recommendations for early identification of metastatic disease

Figure 1. jons from the Radiographi for Detection of AETE Fecurence (RADAR) Group for
imaging metastatic disease among different patient groups with prostate cancer.

Urology 2014:83:664
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FRERHY

A& Comparison of synchronous and metachronous primary carcinomas of the bladder and
prostate

)2} Young Ho Seo, Ho Seok Chung, Seung 1l Jung, Eu Chang Hwang, Taek Won Kang, Dong
Deuk Kwon

A4 Departments of Urology, Chonnam National University Medical School

3 0o A
FTRE=TSS
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A= Tissue microarrayS 0|23+ 4t A12}o} Y ESHA HA|RHTissue-based

biomarker) %&iQ] AfT/go] ozt A
2|z} 7145H | HFIA? vrood wimaP 2P Mzrjd! 57 o]7s! Az

» 7 O
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A& Pathological features and oncological features of Korean prostate cancer patients eligible
for active surveillance: Analysis from K-CaP registry

z]2}: Kyo Chul Koo', Kwang Suk Lee', In Young Choi’, Ji Youl Lee’, Jun Hyuk Hong®, Choung-Soo Kim*,
Hyun Moo Lee’, Sung Kyu Hong®, Seok-Soo Byun®, Seung Hwan Lee', Koon Ho Rha', Byung Ha Chung'

A4 Department of Urology, Yonsei University College of Medicine, Seoul, Korea', Graduate
School of Management and Policy, The Catholic University of Korea, Seoul?, Department of
Urology, The Catholic University of Korea College of Medicine, Seoul, Korea’ Department
of Urology, University of Ulsan College of Medicine, Seoul, Korea® , Department of Urology,
Sungkyunkwan University School of Medicine, Seoul, Korea®’ , Department of Urology, Seoul
National University Bundang Hospital, Seongnam, Korea®

A|E: The establishment of growth-controllable orthotopic bladder cancer model through the
down-regulation of c-myc expression

Z]2}: Ho Kyung Seo'?, Seung-Phil Shin?, Na-Rae Jung’, Whi-An Kwon’, Kyung-Chae Jeong’,
Sang-Jin Lee”

A2 'Center for Prostate Cancer, Hospital, National Cancer Center, Goyang, Gyeonggi-do,

Vol. No 2016_3 - 21
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Korea, ’Genitourinary Cancer Branch, Research Institute, National Cancer Center, Goyang,
Gyeonggi-do, Korea, *Department of Urology, School of Medicine, Institute of Wonkwang Medical
Science, Wonkwang University, Wonkwang Univ. Sanbon hospital, ‘Biomolecular Function
Research Branch, Research Institute, National Cancer Center, Goyang, Gyeonggi-do, Korea

A E: A grtollA AR TMA HsketgAlS o] &%t BAPT,PBRMI, PS6, PTEN, TGase2,
PDL1, CA9, PSMA, Ki679] Tissue based biomarker2x]e] 7}x]o]] =3} L
A2k R, 2R, e, WA, HhERr, 2, A, A2 o, Bu

A b laksb Al A grielasel vl aketnAl, QMR ulo] om|E 21y, wHelabaRIore
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ke d e [
14:00-14:30 Registration
14:30-14:40 Welcome Address LKt S (CHEEENDOUROLOGYSHE| 31H)

Z2 (L 7 | S8t 3] 31H)

14:40-16:00 Symposium I: Laparoscopic radical nephrectomy in patients with locally

advanced kidney cancer FHF: 2 (SR, Melz (Z=S2lt)
1. Pure or robot assisted laparoscopic approach

HES (ME2ch)
2. Hybrid technigue or combined approach

2 (AH2ICH)
Case Discussion: 2H2-# (FAMIS|CH), 2% (H=2CH, S2), 2 (= 2telc),

L3 (IH2|cH), HH= (ME L), o (Haldh, S2)

16:00-16:20 Coffee break

16:20-17:40 Symposium IIl: Management of bladder cuff resection following radical
nephroureterectomy for upper tract urothelial carcinoma
2 MY (), Hd4 (dd-HolcH)
1.What is the optimal approach to bladder cuff during radical
nephroureterectomy? - Intravesical, extravesical or endoscopic management
ME3 (FEUUE)
2. Distal ureterectomny technigues in laparoscopic and robot assisted
nephroureterectomy - Port placement, patient position, and surgical techique
HHEE (Sere|ch)
Case Discussion: 748 (M&2lt), MEZ (ZTYHE), BB (ZE2h),
NS (a2, S2l), 2rgE (Bhrelcy),
FELH(E42CH, F2)

17:40-17:50 Closing

24 - KUOS NEWS LETTER
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Laparoscopic radical nephrectomy in patients
with locally advanced kidney cancer

Pure or Robot-assisted
Laparoscopic Approach

& M2y

SEOUL NATIONAL UNIVERSITY

Chang Wook Jeong, M.D., Ph.D.

Department of Urology, College of Medicine, Seoul National University

e (5 ()

:i.

Feasible approach? Benefit?
. r T4 RCC
94 consecutive pt. (77 curative + 17 cytoreductive)
* 6 (6.4%) open conversion
* Gr llla - Chest tube for pneumothorax, PCD of collection
Gr IVa — Anaphylactic reaction to gelofusm
ath — LRN + colectomy = di ailure

100 0-3000) 200 10-2600)
150 80-320) 145 (127-260)

30(463) a0
s
2(133)
167
)

16
o

BJU Int 2012;110:884
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Feasible approach? Benefit? Feasible approach? Benefit?

® Lap. Nx. for T3 or T4 RCC ® MIS cytoreductive Nx. (N=120)
Mean survival, Median survival, S-year * 112 Radical + 8 Partial / 116 Lap + 4 Robotic

Analysis months (years) months (years) survival (%) .
Overall 543045 %1068 a7 © 4 (3.3%) open conversion
Curative intent 639(53) 656 (55) 542 o

Cytoreductive 164 (1.4) 157 (1.3) o

Curative intent 465 (39) 484 (40) 446

Overall 618 (48) NA 511

Curative intent 725 (6.0) NA

Cytoreductive 17.1(1.4) 157 (1.3)

™
\

o

Median 25.7m

T 0 20_# 0 80

540 60 RG]
Time, months. Time, months Time, months

BJU Int 2012;110:884 J Endourol 200!

Comparable oncologic outcome? Comparable oncologic outcome?

e Laparoscopy and Robotic Surgery

Survival of patients with ic pT3
renal tumours: a matched comparison of
p pic vs open radical nepl
Karim Bensalah, Laurent Salomon’, Herve Lang', Laurent Zinf',
v ‘Maxime Crepel, Vincenzo Ficarr',

Lap

Outcomes of Minimal Invasive vs Open Radical
Open Nephrectomy for the Treatment of Locally
Advanced Renal-Cell Carcinoma

e ® | ap+Robot T3/T4
o -
00 M 4000 8000 * Roswell Park Cancer Institute

& Follow-up, months

) * MIS (N=67/49+18) vs. Open (105)

iy - ] * BMI: 31.9 vs. 28.1, p=0.002
I : * Size: 7.7cm vs. 9.1, p=0.008
EBL 277 vs. 1429, p<0.001

Tf: 4.7% Vs. 45.5%, p<0.001
* LoS: 3.5 vs. 5.7 days, p<0.001

¢ Similar survival outcome !

Cancer Specific Sunvival

122(000)

BJU Int 2009;104:1714

Feasible for IVC thrombectomy? Conclusions

® Lap. Thrombectomy (T3b): Johns Hopkins Experience ® Pure or Robot-assisted laparoscopic radical
« 37 patients, median tumor size 7.5cm nephrectomy in locally advanced RCC
* One open conversion ¢ Feasible approach? Benefit?
-> Yes for selected cases
« Comparable oncologic outcome?
= Yes for selected cases
Feasible for IVC thrombectomy?

e A ',w?] s ‘ - Yes, but still challenging and still evolving
Main renal v

Pathologic size, median (range) 7 EBL in (IQR) 200 mL (100-850)
Histolog; Transfusion rate 6 (16%)
LOS (days), median (IQR)

Perioperative mortality

-> Safe and effective by experienced laparoscopic surgeons

J Endourol 2009;2:

26 + KUOS NEWS LETTER
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Personal Thought

& S5t E1
® Xpilo| A QoM
® XHol BxHE T MESIE A0 2

L2 23X g1

Z# B7| Aol 7540 He HojA
3tX}9| MHE conditiong 113

stxfet 2 =27t e

Minimally invasive Radical Nephrectomy

Laparoscopic radical nephrectomy
in locally advanced kidney cancer :
Hybrid technique or combined approach

. Pure laparoscopic approach

. Robotic approach

. Hand-assisted laparoscopic approach
. Hybrid approach ?

ol Jl | CH . Combined approach ?

So=l

Pubmed search :
Radical Nephrectomy, Hybrid approach

Point of Technique

Synchronous Bilateral Laparoscopic Radical

Nephrectomy for Solid Renal Masses Using a ‘% Rtside
brid Approac & R " pure laparoscopic approach

Pedram Iibeigi, Daniel Brison, Hossein Sadeghi-Nejad N . | "\ Lt side :
hand-assisted laparoscopic
approach

Vol. No 2016_3 - 27
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Hybrid approach

» Two or more different minimally invasive
approach
+ performed by urologist

Conclusion

MIS radical nephrectomy in locall
advanced renal cancer

1. oncologic/surgical principle

2. Experienced hand

3. Hybrid/combined MIS approach :
feasible

What is the optimal approach to
bladder cuff during radical
nephroureterectomy?

- Intravesical, extravesical or endoscopic
management

Ho Kyung Seo, MD Ph,D
Center for Prostate Cancer , Genitourinary Cancer Branch

National Cancer Center

Rkl

H 78 Bl | BY-Utl s SSHEXS

28 + KUOS NEWS LETTER

Pubmed search :
Radical Nephrectomy, Combined approach

1. Simultaneous or concomittant
procedure in different urologic or
urologic and non-urologic pathology

ex) Laparoscopic renal surgery and cholecystectomy

2. Different team approach about the same patholgy
ex) Laparoscopic radical nephrectomy and laparoscopic inferior vena
cavalright atrial thrombectomy
Metastasectomy of lung, liver, brain
En bloc resection of sites of direct invasion

Open Surgical Techniques

Intravesical Approach (Transvesical cuff)

\
\ the most reliable approach for complete ureteral excision
g excellent procedure for a distal ureter tumor

Potential criticisms:
risk of tumor seeding

must be eschewed when there is an active bladder cancer

RLiak]




Extravesical Approach

Z (]
“blind” extravesical clamping of the distal ureter
compromise the contralateral ureteral orifice and
does not ensure complete bladder cuff retrieval.

RLkR]

Endoscopic pluck

[HSHH| =71 3 22l
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RLGR]

Laparoscopic Extravesical Bladder Cuff
Technique

« not suitable for multifocal
disease involving the lower
ureter or the uretero-vesical
junction, widespread CIS

« associated with higher
intravesical recurrence

= the likelihood of tumor
seeding, risk of local
recurrence

« oncologically safe in
patients with proximal, low
grade tumors

v

minimizes the risk of
tumor spillage

positive margins or leave
part of the intramural
ureter(poorer recurrence-
free survival)

injury to the contralateral
ureteric orifice.

theoretical risk of stone
formation secondary to

the migration of staples
into the bladder mucosa

Suoe-

Transvesical Ligation and Detachment

Advandatages and disdavantages of

Technique: Two ports

learning curve is difficult, and repositioning of the
patient for the nephrectomy portion is required.
auey

7

the various techniques

Endoscopic pluck

Endoscopic

intussusception

Transvesical cuff

Extravesical cuff

Extravesical (stapling)
transection

Avoid a second incision
No cystotomy (decreased
spasms)

Avoid a second incision
No cystotomy (decreased
spasms)

Ensures complete upper tra
ct excision

No cystotomy (decreased
leaks and bladder spasms)
Fast

No cystotomy (decreased

leaks and bladder spasms)
Faster

Increased bladder recurrences

Local tumor seeding and recurrences
Defect not closed

Local tumor seeding and recurrences
Technical failure requiring incision
Defect not closed

Urine leaks

Bladder spasms

Prolonged Foley catheterization
Complete removal of intramural ureter
can be tricky

Margin positive
Intramural tunnel remains (increased
recurrence risk)

Fikkl
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upper urinary tract urothelial carcinoma

Indications for RNU [GR | * No technique has been shown to be better than another
Suspicion of infiltrating UTUC on imaging in terms of perioperative or oncologic outcomes

:iglzg'a‘:fy‘;‘"f;’é:”:a’y;y‘°'l°i_’;) ) The approach used depends mostly on the surgeon’s
ultifocalif Wi /0 functional kidneys, :
xperience.

Noninvasive but large (>1 cm) UTUC

* Tumor location should be considered

W W W ®
.

Open and laparoscopic access has equivalent efficacy in B * bulky diStaI_ ureter disease - open distal ureterectom
T1-T2/NO tumors and transvesical bladder cuff excision

Bladder cuff removal is necessary A ¢ Pluck technique is an attractive alternative option for
Several techniques for bladder cuff excision are acceptable, C low stage, low grade tumors of the renal pelvis and the
except Stripping proximal ureter

L ectomyjielrect tofinvasvelOTOCHEE s « stapling technique is correlated with the increased

S O e R DaEE) E risk of positive surgical margins.

T—— s 2o g Juyus gl

16:20-17:40 Symposium II: Management of bladder cuff resection following
radical nephroureterectomy for upper tract urothelial carcinoma;

opic and robot assisted
neph roureterectomy ™ Sung Yul Park’, Wooju Jeong, Won Sik Ham, Won Tae Kim and Koon Ho Rha
- Port placement, patient position, and e o
surgical technique

prectomy, paent.

ST T from flank to ithotomy positon, and the  Maintining the patient n a flank positon

of e 1000t was e docked or excion of he  alows graty L disac the bowe away
it

B U Initial experience of robotic
J‘ L 1 nephroureterectomy: a hybrid-port technique

=5
HEA{ O We  biadder cuff
Hoea 9par 05COPi during and

gheso|f 1] 17| 2t =

e toal cperative duration s reduced by
=S0rmininast five patents.There vas no

RANU by one surgeon. The fst sx patients  bood loss. There were o tanshusions and _ robotics, paroscopy, ureteric neoplasms.

Laparoscopy and Robotics

Robotic-assisted Nephroureterectomy
and Bladder Cuff Excision
Without Intraoperative Repositioning

Ashok K. Hemal, Irina Stansel, Paurush Babbar, and Manish Patel

OBJECTIVE To present surgical tips and describe a novel technique for successful performance of fobotic
nephroureterectomy with bladder cuff excision (RNUBCE). We report a technique of RNUBCE
without intraoperative patient repositioning of redocking of the robor.

MATERIALS AND  Nephroureterectomy with bladder cuff excision s the standard management of high-grade or

METHODS bulky upper tract transitional cell carcinoma. Lymphadenectomy is performed when clinically
e T 2010. Several

Hybrid port:

= Assistant port
— Robot port

= Robot port

— Assistant port

key

to the kidney, ureter, and bladder. The ureter .Ml.,ml houh ot divided, immediately after
ligating the renal hilum to he
Kidney. In cases of ureteric tumors,

ed out to avoid a pe
al t0 the uretero
junction to prevent retraction of the bladder ised. If desired, a partial
excision of the cuff can be performed with the ureter acting as a bucket handle.

RESULTS Al procedures were performed successfully mmmr (nmrllc'nmm Mean total g
was 184 minutes, estimated blood loss was 103 mL, and mean hospital stay was 2.7 days.
Shorttenm oncologcal outcomes have revealed no recurrences.
RNUBCE, with lly indicated, provides a option for

patients with upper tract lruwlkml(\llcuﬂmml UROLOGY 75 357364 011 © 2011 Ebevie

Hemal et al Urology 2011
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Robotic Port #2

Hemal et al Urology 2011

Fig. 15. Ports reassigned for bladder cuff excision.

ports. For the nephrectomy portion of the procedure, port#

1 is used on the right and port #3 on the left. Port #2 is Fig. 4. Trocars labeled for left-sided case.

used to retract. For dissection of the distal ureter and

bladder cuff, port #2 is used on the right and port #3 on the
Marshall et al UCNA 2014

left. A retractor is placed in port #2.

Surgical Techniques in Urology

Radical Nephroureterectomy Without

Patient or Port Repositioning Using

the Da Vinci Xi Robotic System:
OB ‘ Initial Experience

& " i S Omer Burak Argun, Panagiotis Mourmouris, liter Tufek, Mustafa Bilal Tuna,

Cromvark

Left-side port placement

Selcuk Keskin, Can Obek, and Ali Riza Kural

- » ' i The use of the da Vinci Xi robotic system enabled us to perform both nephrectomy and distal
e ureterectomy and/or bladder cuff excision without any repositioning of the patient or
trocars.  UROLOGY 92: 136-139, 2016. © 2016 Elsevier Inc.

Argun et al Urology 2016

Zargar et al Eur Urol 2014

\ r
f | ™

1°RobArm: Fenestrated Bpoar Forceps

1R Fesesated Bl Foceps 4 Robm:scope

— e
2 Rob Am: Progasp Forceps

£ hobdm: S

Figure 1. Port and robotic arm configuration of the first part of the procedure (nephrectomy). The figure presents configu- Figure 2. Port and robotic arm configuration of the second part of the procedure (ureterectomy/bladder cuff excision). The
figure presents configuration for the right side. (Color version available online.)

ration for the right side. The left side would be a miror image configuration excluding the uppermost port used for liver
etraction. (Color version available online.)

Argun et al Urology 2016

Argun et al Urology 2016
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Distal ureterectomy (My practice Conclusions

’ reterectomy

« Oncological principle

* Minimal invasiveness

« Patient safety and surgeon’s preference
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