KUOS +22{|E]

The Korean Urological Oncology Society

2745 cigh] w7155t Bl ofely

—o O =
.............................. 1 thehe 7| 2tets] & 71 HlFo] 2 oigh vkl Eelelo 2 29st
_ _ A =l 72 701 o 2 3 oo} EAlo]] AL xHIZES LT
%%E!‘EI OIAI'EI -+-A_l A il [elXe) [e} L ===l H
.............................. 2 302 L7 ERtEl} 1991 ARE AlafslgloLt 7|ge Aas]
2el7ie 1988 ‘812 19t1RE] 7 RERZ} Sl 2t 304 Fhrke
Al S 9| AF At Sof) eh sldolst slgEe] k12 o] gake 2 EIR
.............................. 8 chR A7 259 M2 471 9 X2y Egut A14He A
2 ¥lR7|3YSElE uloky we ol2gigtict go 2 vol Qlpel F43H 3712 13
292} BHECHE| A4l 3HA Bl 7| St SRS HIo ©S ek w80l siisoRRitha AZRhvIeE,
------------------------------ 9 ol slahdl whie] ol2oldl MY, WY, AL AF8E AT AUt slUEo] A
- Aofat 2 9l YR HeElS ohtellIc), o2 sl B5AFAZ st 2ol
SY-UH |z NE e 2 ohjet @78 BYg ZEE SPYAUC 3L HUSE AT HIYE A
SSUEAIE &4 & oYUt
""""""""""""""" 23 o2 gl 32 ¥lLolE e Sl 2140 cihilnr| SRt sl le ol 7)
2AAR Az 2 e So ulwr]EPREle] FAsh Y AAE SolN 5L ol Puich o
e e o vk 71 3F5}ele] FANSHE 8] 414 HEE] A2 EAUOSS AAISHTE 2 sHjl4L]
""""""""""""""" = of. Zhdo] e HlkslEEtelt 4YT 2 Z1sl2 BAUOSTE & o 9E Ablg 9

slele} 7RI}

Ao Bk 7159 W22 HES ol 2gigLIch A14H R R okt 20084
o] Th5ofal ulk7]ot WRQMINE Agsted I ol Hlkr|Z ol et HHE An
£ A FSIEE shAIEL

Bk 7|3 0rE] 3.60] SHALE B ohlel 34| Lot ehrulsslelo] B85 3 ool
aiat g se] 453 SRS o2 Pkt

o2} e 918 BHLAME ulk7|Tt FYBfIe] WS 0|2 S0 FPS Ef2 PA
e Hles| 3Lt RS HAS ClelaUI) Blkr|E R SRS Be T
e EER

201641 109
thghel 7| Eostel &1 2 31 A




Ko B0 ml X0 B0
rof TREE R T K
or RO & 40 30 RO bl s
- 3
mwm o U R @ RD KM o
Lo 2 z Ko N W ol do
~N £ - Y NoEr 4 S ROR e
H s ol 0 i o — . . =
T ; omoE o 3 oo m o N | Ob | OF 50 KO & A
Bl : o = oW B0 KX F B o= R 50 20 RO @B B0 Hl oI o
= 2 T 0 R0 o O EF anE NI 3 X0 S RO KF @0 ",
= DA W R T T M W T
<0 N0 of Bl M o Ko X O @B RO oM TOM mm
: T X0 ol B0 <o RI KM i
N @ X S ROOK| M| O B
EA_.moJ.rllm_o o
ol e N | P .
<k TN W B0 R Ko RO TH T Mo U o Fo oy oRO| BN
= - = T N H
20 Rl OB DM <0 F 40 I ol RO WA X o RKoM| R
I B N N ol W k0 EU k| B Ko
%l K0 S K S 3 i ol T T urnef ot @l k0 W
o = o TH T0 Wo F ® To| LB
M T X 5 ROR M O
i o
B XD < %0 BOrE| W T
- KoM X Rooog xof o
_ w| T+~ B S %R M| B m
o] K0 &0 ol | o pamm - SO &
o ofl ofl R0 KO oF | o R T B Ko B o ozr| o=l nE
oF o o R0 RO o o m_a o B %0 I <o | g
ofd ofl oF oF Ur & - = = | = o
W_ﬁ .__A.w E_m Ur oF oF m_a m_e ..OH_._ E_. | ~O ) FC Ok &1 RO iolo m-ﬂ_' n__.o_L‘_ w
o k0 RO RDOEUOEUOWPouf = o - - -
o |oF R0 o K KU U R ORD oW M o < XOTU SR <F T m o '
ﬂ&%%ﬁ&@@ﬂﬂ@ ﬂmommo__%aﬂuoimo B
5 %#W%%@@EE% W&%L&%ﬁﬁﬁwwﬂ
oF |X) B on X xRl Rl ol ol I BE o o @ @ owr ol oan oz ST
al o0 H0 ml wl o0 o0 MO 0 ml| X B = — == | o i oF
T @ 2 % ® & U U 30 3 g B ko [T ORKEF IR M omT oo
B/ 5 |R0 RO @ of k0 RO WD <N
1 I 1 1
of |
w._o ﬁo o
r | H0
orl 1 o ¥ o 0 o= =) orl
5 @ %o 20 a1 B o5 o B o 5 2 5% a g
oz gogeadsn X o0iEgusddnd oy
X0 ou Eo W B0 K oo Fo B0 B0 Ol o o T @ I 10 oW B o X0 ou H
T X RROTITXITTITITXXILXU o T I KITITHNIT X T
|_._.._|_”_ Wo ao _..._._uo J0 1o W.uo JO0 O 50 ® o 10 m-_.ﬁ EE ofu T Kk M_m _.|A__M = w_”_ 0 S
fod | X0 IH NO KO RS XOOKO X KO M IH NN X RO oM W o IF o ol X0 WO

13- 3 |

Vol. No 2016_3 *

1<k < A oder ur %o

g
|
=
s

I <F Ko bk ml F ORU k0 ol oF @ X1 Wl o

RIZ0 Ho ® N o B X Gl om0 T AT T OB W ooT TR0 uo W <k
KI &l & S 40 W RO G0 AT K0 F B Kk M 40 N0 RO &0 R0 # S 30 T A
Er
3|
ol
=3
o
oT
2 I
S o0
° L
= B T %
3 A4 4 K0 R0 RO R0 . o X
= Ee] o ol ol | ol o] =< ARy <
T ol o I+ I IF Ik =) i) =)
~T ™ | T T T | e | e e | = | T T [ e A
= =] K O L e S A A A e L S R S e T
<| il op |. KOE B B BSSSS oK SO MH_ 5SS B aF
© f KO wof of of of of O- OF U RI = M ®l I & = T & o of of K0
JF S Moo I T T T T oKX oer Bl BRI MR RN N T M o-
% (@] ~
U L]
> d

-], gelo]at

- helgiolAt
| 2 - KUOS NEWS LETTER



Vol. No 2016_3° 5

~ ] = < o 00 _—- ]
or ¢ L = S (o S =
o0 £ M_ Toar TSI T 7 ROl =
Ko S T sy @k orEAlel @
~ 2 o Hgn BR, WXF, Oy
PR NoOMNYE  ”En WEws  Bn
— 5 N Ko oH OFKF < <l ) o1 K- < =
m m o = J0_-~K0_ -~ m0olTT NOZOK| - ol &
ol & = =T =T —<=If <ol <l
= ¢ =i TWEA TR TT TR = ol
- A 00 o Ol LN om_vos_m..ﬁ mﬂw__oﬁ_u.kuokﬁ .k|._._/A|u
oF wu_u Ealdd 2 W/W\D\m.\__/o\ @..\m_.o
Rl_. KHOFRUE! KWW Slolgror  RUD
oX WM W0  HRNE
= N <o Nod T Bl K K -
I <l < c T e =T
CX THNETT Toon Toooo =l
I IO IFoalo AIII0IN X al
MY RINEX HHENFX HIEREIR B
BIRU N SIO0Or XOMM<EXT EAUZIGUET RO
Ao BOZOKERO EET IR0 XOKoam<ook <o o
NI RIaro RO R0 ROiod | NOJOOF KO0  © X
KO | ® N ot 8o el Kio RO rH
or Ho oH <lo =3 <[o <r o] &0
oF | o K S nr @ OoH < &
— o}
o] - orl
or . ilo] oF
_ oF o] oH bl
1] B % oF wir
wr oF il ol
1 X0 gl ur E
K ur K0 il
_ IL KO K i
oF | & K nH R
o ol It Kd ol
oF | R ol zl
ofr i S0 70 w1
E l < 0 el
ar T O = < TS =25 )k gl = 100 =
= o W g =¥ I TO =R m om om X
= RE  HSX feSTRI o gl BN = Ho o w H e
o — 1100 — 71l — 0 I %0 o — <d 0 K0 iod =] o - ~— ~— — O
mowmrl TR omnmiomin kpon B0 S W ®RL Wl oBTF
Rl Ro<K  ®0BID Mo Kok oo 0 =M oz L1 B o R KK
= Nz K mpT ol o= N wx T U= w5 5
HO_._._ N3 .,__o._._\)., .,.An_ @-O _.An_ Q_.._ __AO .,On_ \lh,O_un_ == \l/y__ot R - - .,__oo
s F@  FOT FWK g F T H TN F F F  EFR
F W e  goX O KW = BT @ o g o = o
= R ggdls modEz o omE o #®E g Yoo g mT Ao
_._._o_H_ — O — O _.:H_L_Iu_ — o TR0 ~ ofu ._.__._O._ — u._n_w — o  — ~ il (\t.ur._n
Cm oW WD ERETNE BX WS W oz B o EW 5
— | NO! @ R0l —IF KoM X0B8I—-E &= AVIE KO —go X T Ko~ | Al
oF | .= R0z R80T mi 4= PR IR0z N g~ om WD R0y
= < \),Mo \),._M._J_..A_;T \hmm.ﬁ__m._ﬁeﬁuﬂ \),x._o S = \ur_WW \),M_. < \),.A._ \),._m.._
mE =T RO FRMEAR 50 Foo T i 58 T ZE TH
B M BIER MRS FE Fmm L owe X W @Y an
LhU.LH Lhur_nur._n Ll,u_l_n_..u.._u_l_n Ul,u_LHMu_LHw.ou_LH LI,_...._|._u_LH Ll,._m._”_H&H - 7,m _|/.|,M_LH _WEM _|Jr,u_LH Lhu.l..H
<oH I OHMEDIN W oigio THO Xulk X o) Xml XX P
M0 MRON MR0XOR0 MROROKRIX MK M N MW XM Mol MK MU
OB KPoio BRI N e ETOROr KT ool of WU RON @) 1) KHX) XTor KERU Of OH
BR 0T KomT hIooz oo oWl @ FD @® a@: ws s
0N NONORO | MERORIK o N0 RORIdod OHZOKRO o X K| il ToOF WNOIXD foX 2K ~NO
KO | KO X0 Rl 1o{ <r <+ Ko | ok | iy el KO
o 0 =3 oA 00 xr EN X0 =3 6 6] ol
oF KO ol A KO ol &l Kk o <0 g RO o0
m
6_
=
N —
o __O_ J—
z — 1lo}
=S _U._ N J—
) o orl — oH ilof
_ Hof ok or
—3 ) oF | o o] o] o] o] oF of o] K 1R o] 0]
2l or oH) oF) oF) oF) oFl K0 oH o uE OH oH or
{| 2 oF oF oF oF oF K oF OoF E} . oF oF
1k 5 of o G <l i W 1 = X 0N B
I Mo 0 = for Al B! Rl D W W E R R
(@) .
>
™

| 4 - KUOS NEWS LETTER



[HSHH| =71 3 22l

The Korean Urological Oncology Society

KUOS S ABE] Vol. No 20163

AR 5 A
HHLA3]
1. 717k 20149 8Y ~ 20164 8Y 2016\ 8% tHEFHOIE5] 7t 2%0] EJo] Fof7|& JHAS QI3F oJAE R oW glon, thgh| k7] &4kt
2. HHQHS] A F sloflME ERRIRE AR ARIE ARIst A2E
1) B]k7]ZoF 323 3§9]Ajo] o Ahrh7ix] 2Foi (3§9] 2HE2 T3} ) ANAGS AR 25 Al FAeret A0 £45t= GnRH agonisto]] tigt 24504713 7HA
00 v oTho~l =70 H LB OF 285 M7FHY AIAIY 7] QRIS Al0]|Q]R15]o|A] HA|A] F7F £ Alo]Q]9l3] Q1o 2 =]kl
2) BEARA|E, AROFREN, ATEGEAAIE7H, SRATEE ST, tiRtejardglolie Had 7% ] A 57 o]o] xraat,
& 2], Aoloj| chgt T
o= r = s oEe 1) AsdAdetol] thgh 22 diEkx| g A] §h3g7F 717F 67Hd 2 Aot QR AAE. AT EEAAFE 7Y
3) BlR7ISFIH YT AE 2 HE oM AE 29]
4) BR7|EFIA RR7IE MY U HE
P SIAIA}T 719 2] A}
5 HR7|SFTH FEA IAL, A 019 A1, 3971% 71 2% S et A}%]‘ :
’ ’ MYl 52 YR E HE wlel 9h3HILE 2 hY O R AIet D Glovt, EApE]
3. 20149~20165 Q7 271 AMG) mle} 670Y 7HA0 2 Alsist 1At 20d7]Z 817 g XE v Bi7o] Efgolz] of Bol Eftteici o]o} e
1) 2 ZehE I URY A BULGAYF SRl e oblu | Eo] Paf 29 T2 58 AJsgol] et o e B A

QHMZ Woto] TR utE| A 2AlB|Alol] M 2otgion], Bhal Alg T2 1S Al 29,

2) Q2 mBEHSI A 2ofu] HAM|M2] (powder, leg bag, BT 5)9] 20 Q1% 71 7§AlQto]] chah T

[S8] EAU 7lo]lE2lQl 27 sfol] thea} 7ol 7|28 A|AI3

M 2. 2o o1A 7] Zo0] el “thE -
3) 2hE-223 g3tz (zofigo FAH ©l-§ LI AT EHUAFE7HA Ao] Aol thsh ThHg. 670 2143 GnRH AlAQE FFFE 2 2144 (bicalutamide &5)2te] BHE& 5 A] HF-3H717]7HS 670Y
4) Gel port @ AHE2Y7] AL 7120] Thet 21714 A%, Fof 7120] i, 71710 2 W7lo] hxgt 7|2
o) F-18 3085 ¥ GHATESETA iRt ERABAIEIIY Beldll . A 2w 8002 @ 240 815t @ PSA 4512 @ nadir point (HA)0IN 2 #s} glo] SRIEE Al (27} Zo]

A FolE DAE,
6) Enzalutamide (Xtandi) 8=0 480l thgt 515] o)A A&, 20149 119 192H Qa0 AITHE.

7) 284}/ Mu} HAP]E B (Harmonic scalpel, Ligasure, Thunder beat 5) &0 7]20]] thisto] <]
AM A2, 20143 129 1Y EE] EolHT g0op 2 AMH Zo 1A=,

509% B

8) ZLE WHEY WAL 2% GH°T LH—TE;O F& 27 :;;mrﬂm%ﬂ F745h AIBZE 3. 12) Aol iR 11125 S ES 5ot A% A Eﬁi&l*}‘,ﬂ A7 E A2t Blo]o iwsroq
NI RS =%, P HFAAFE 7R Holsted [1-125 A& X2 Al™]2 11125 FH4td &0l
[MEE9H FRE ugEY FAlS (TURBY 42 Al 390] 37], 714, trolwol] wfe} chgat o] & oiel 7] 72 3
&35ta oof] ThE X}5 47t 2{2o] W3
@® o° 3717} 2cm BjQto] a1 THY 20k
@ £%37] 2~5cme] 1~3702] £9F T 37l o|uje] Bl H (dome)L} HF s E ZoF

® 7H ojifol thid £ EL ZF37]7} Sem Zitel Ad) 3%
9) PET CT 301712 Zefioll that o174 A2 o Foir]2 Sl T B85 9 A7 u g7 3]
ool M3, 20144 129 195 el Foirlzo] DAlElo] uliABAP IRl Tl Foi7t ZH5BRA.
0 3 [REPANTIILOIN PET CT AL cish e ARE AReil} ubgsto] ofe] xjel] B7iga)s
5 ARGl 282 o PRSI ELY(FDG-PET) Fo A k7] ool Foi7|2a of
ZHEAAE7 ) o7 2ol ol "HleAgAlZIgtol Tt MR Foi7l2ot e Aigsted M,

T v =2

rlr
IO 0
og o

6 - KUOS NEWS LETTER Vol. No 2016_3 - 7



(o] %]
KUOS F228|E{ vol. No 2016 3 ) H3HH| 5 7| = et

The Korean Urological Oncology Society

Q N 2y Ak B Q 20164 #1208 blw7|Z3H3| B Israrhel 2 23 L)

S O Ve L R ER

- QAl: 924 (E) 20164 2292l
Yzt WME (3% 2198) EH 3 I.H I .'ﬂ'.7 I =3 %l:% |_§l

!
¥7|sharys] » 23

QUA|: 20161 8Y 27YU(E)
Yo ofi20 HEHE EY MASE HI2IP| B
B Qi ArE S| 4% http://kuos20162.app2010.com

0)4

FA:

rﬂs

=dol= izt 27| FTFet=] =] E o2 =etdoiy7?

=|H 03 E9 AFga #y S0 LH20] ot 9= Ozt 7| 3Tzl 7t 2016\ 88 272 ORA |9
E 8| A29=] Oj2t] 2| FTret=] 7| shedi=] S 712U F7] eheti=]o| of2j=2 =0iofA Hof
7|2 Aot 2F 203 o] ighH| 7| FTRtE] 7| shetizl= o2 =29 B S A S0
SHE 7Aool Hol A MEE AN PLS ASoll SRole T2=M MEC S B9 =32
e 2o e =M O J%E 40| AAHASUL.

a4 Sh=liz|0ME H 17| S 20MM B =2 A S WHGH 2 A[ S SRotl FHE Uk
Af2| & ool sy T of =0 HE HollM 712 == ol shatisl= MY AU/ = 20k U5
oo 5| Aotz 55 Y 4 AR LA D H[ 7| FY =0k 0| 5 HElT + 8ls

Al7ro| £ Z1oj2t A2t of O] =h=0=]| 0| M= single cell genomics H=7[0| 41 M S0jskid ZatCyst
H7| gt A& W 7F 2O{E|0f H] 17| FY Y H2HH single cell genomics?| &-2-0] Ofal| 2H#-S off
T o3 YU E3f podium session A|'H 1137F 3| H 02| Z-20| H| 12| S =00 EF0F A 1ofi
‘d3tE YHEot ME Eo|8 £ 9= FR A7t B[22 MRy T

oA Sh&rH3|7 0|21 O SO|M = SHalef vl 17| FUSIe| WHS Yol £ T5H|E B oA Y2
£20| 52 5|U710| A2 E CH 4 9l QU F2 A|ZH0| 4O FLCH T3 Star)37t QA
HEE UL 325 $HS £00ks 30| Y £ 972 7| HotH 3 ozl 2s0l B2 4R oS

SHEHN, S AP 2 7|50 F2|AM71 S 71EEY

AL

oigtel 7| E2ets 3 4 o 2

8 +« KUOS NEWS LETTER Vol. No 2016_3° 9



o] | . = O &t
KUOS S AZ|E] vol. No 2016 3 HeHH| =015 &st9)

The Korean Urological Oncology Society

@ ctar)s] ==

08:30-09:00 Registration
09:00-09:05 President’s Welcome 0| 7| SYSlE 21y A
09:05-09:10 Congratulatory Remarks Ojstd| 7| dtste] 2p7|e) 2 HE
09:10-09:15 Cnngratulatnn.r Remarks °'*||—l':|| EP-"I”
09:15-10:05 Podium Session I: Prostate Cancer Hi ok *—‘E [ﬁﬂ—l':ll .-" ﬁ"&i—?— {”Eq*—’l':ﬂ}
10:05-10:35 Special Lecture fﬁr %I%z' { -q—l EHJ
Single Cell Genomics ﬂ‘ﬂ% U\‘l'%iqi *'7I%E—.’—h-'—
10:35-10:50 Coffee Break
10:50-12:00 Symposium I : Management of Bladder Cancer fﬂf 1t3‘I§E1I {%EI—IEHH-rﬂ*s [ﬂi“‘*—lﬁﬂl
1) Emerging Therapies for Non Muscle Invasive Bladder Cancer M5 (o)
2) Risk-based Neoadjuvant Chemotherapy in MIBC? FAR (ME220)
3) Future Directions in Bladder Cancer Immunatherapy FEHE (E7EAn)
Panel Discussion: Case Based Approach
HE: oHEH (FHH )
“H'ﬂ "'ﬂ_*?_ [J’-Ei—l EH} —Tuﬁ I{H %—I [IH ?ém’é! '[“’ei E-‘-*—I [IH ':af” '[%“—I Eﬂ]

12:00-1310 ZER|Z] Y78 7|44 o) HAy AR &Y
Lunch

13:110-13:30 HLE 05| afﬁf %l”'ﬂ{ul“-r—lqﬂ
13:30-13:50 Project 2015 Report / 2016 Proposal i'ﬁf "“=1-|- {*1-%4 EH]
13:50-14:40 Podium Session II: Bladder and Renal Cancer 24 f?l"‘éi—l Elilf LTF—I—I EH]

14:40-15:00 Coffee Break

15:00-15:50 Podium Session I1I: Prostate Cancer 3‘4‘%* !ri-.- I{RI“EJ ':H] / ‘-'T-E-'i'l L-'“—I—I EH]

15:50-16:50 Symposium II : Management of Prostate Cancer JFH‘ &7 IE* [‘E‘Ef—l':ﬂ]'f -E-‘E-?— [-"' fiﬂ—l EH]
1) Active Surveillance for Prostate Cancer: Good Idea or Lost Opportunity? M3 (ZE2Of)
2) Treatment for Pelvic Nedal Relapse after Radical Prostatectomy 47| (M=)
3) Chemotherapy in Hormone-naive Prostate Cancer? StEt (42
:1) Management of Non-metastatic CRPC EY (AM2)

16:50-17:20 2014 KUOS Annual Business Meeting
17:20-17:30 e Al % Tl AL (Adjourn)

0 - KUOS NEWS LETTER Vol. No 2016_3 - 11



[HSHH| =71 3 22l

The Korean Urological Oncology Society

KUOS S AHMIE] vol. No 20163

Neoadjuvant Chemotherapy in Invasive Bladder Cancer:
A Update of a Systematic Review and Meta-Analysis of
NMIBC: Individual Patient Data

Risk—based neoadjuvant

Emerging Therapies for NMIBC

SEER- Medicare Evaluation of > 7000 patients
with
— 39% recurred without progre

Conclusions

NMIBC = O & 3| OH< X
FR T 2S0| ALY

FR UM =

M Z & imaging technology (PDD, NBI §)= NMIBC2|

G 2 X 28 0l = Fail
& D © 0l 4 OFsHC
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MIBC.

Pathology ility of

Ta, low > 50%
Ta, high grade 60%
T1, low grade (rare) 50%
T1, high grade

50%-90%

Risk adapted therapy:
AUA/EAU/NCCN

Intermediate-Risk

Single Low Grade, Ta, | Multifocal or Recurrentor Large | Any High Grade, Stage T4,
Small, & First Time Low-Grade Tumor(s) or CIS

single immediate MMC wouldn’t be
ient, additional 6w k induction chemotherapy or BCG

epeat TURBT

Conclusions

2 HAXISI AIEEHNX D U2H
b

al

stratification 2 Xl £ 8-S & & Hindivisulization
2X0l 2ot

* approximately 70~75% present initially with chemotherapy in MIBC?

Ja Hyeon Ku, M.D., PhD

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

“obtoal ore e

Tow_ios_oawries_da7s +

o
a

Advanced Bladder Cancer Meta-analysis Collaboration, 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)
: pathologic complete remission - intermediate 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
response

mj cT3/T4a and/or cN+
Coapon Anodirion ofUrogy
——

Platinum Opinion Immediate radical no "
—re g
Eligiblefor cisplas

Neoadjuvant Chemotherapy in Patients with Muscle- l yos
invasive Bladder Cancer: Which Paticnts Benefit?
2cycles GC
Immediateradical no Restaging
tecomy partial or complete remission?
yos
2cycles GC

Radical cystectomy

Niefisch et al, Eur Urol 2013

Summary

« Identification responders to NACH perfectly — not true

* Risk-based NACH
clinical response
risk factors: clinical stage, hydronephrosis, LVI, variant forms
genetic markers
molecular subclassification
COXEN

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
rapy

Cancer Immunothe

2

P
A, e

Byong Chang Jeong

Samsung Medical Center
Sungkyunkwan University School of Medicine
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Traditional Cancer Immunotherapy

Cytokines Autologous cell therapy Cancer vaccines

-

&
1 Elert E, M.
sausone SAMSUNG MEDICAL CENTER
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PD-L1 prevalence in UBC tumours by IHC

PD-Li-positive
tumour-infilrating immune cells PD-L1-positive tumour cells

p—— (no. of specimens (%)) 0. of specimens (%)

HC3 18(0) 4@

IHC2 37 (18) 8@

IHC 1

IHC 0o 61 (30) 146 (71)

Objective response rate: 43% for IHC 2/3 tumours
11% for IHCO or 1
7% complete response rate

(%) n%)
Mo 213 8@67) 8@e7)
- po 1.2, 2000
1HC 2 (0 = 20) oy 6300 5@50)
i oo i
w1z po - PO sein
IHC O (0= 12) EmL.Cy s@17) 5@1.7)

Post-cycle 2 Post-cycle 8

Tumour-infiltrating immune cells Tumour cells
Table 2. Studies of Checkpoint Inhibitors in Urothelial Cancer
Prior Immune Numberof  Response Median
Phase Patlents %) Survival (mo)
PD-1
Pombrolzmabias] i Yes POLIATC = 216 127
Pombrolzumab INCTO2336428) 1 N POL1 TC stratifiation 350 Accruing_Acoruing
Pombrolzumab vs chematheragy I Yes PDL1TC stratfication 470 Ponding _ Pending
(NCT0225646)
0 Yes POLITC S8POLIY Ponding _Pendng
(NCT02387996) 160 PD-L1-
POLT
Atezolizumabi4748| Yes. PO-L1 IC stratification  PD-L1 23 46 50 144
PRLION 41 1 8
Atezolzumabdisi] I Yes POLY (Cstiatiicaton  PDLT23 100 26 na
POLION 210 9 67
L} No PD-L1 K 100 Pending _Pending
‘Atezolzumab vs chemotherapy I Yes POL1 IC statifation 931 Pendng  Pendng
(NCT02302807)
GCAplimumablae] " N None o Pending

PO-L1 = proggammed doath ligand 1;TC = tumar col.

Immune Checkpoint Inhibitors in
Urologic Cancer

Target Antibody Development stage
Phase 1 Phase 2 Phase 3

* * RCC!

*uec"

Ipilimumab ;
cTia4
Tremelimumab *
(+durvalumab)
K Data reported

1 Motzer RJ, N Engl J Med 2015
2 Atkins M, ASCO 2015
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Summary

mKidney cancer

mProstate cancer

mBladder cancer

Active surveillance for prostate
cancer: Good idea or lost
opportunity?

Jeong Hyun Kim MD., PhD.
Department of Urology

School of Medicine, Kangwon National University
Chuncheon, Korea

Current status-& Strategies ofAS

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

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

Treatment for Pelvic Nodal Relapse
after Radical Prostatectomy

Myung Ki Kim MD, PhD
Department of Urology,

Chonbuk National University Medical School and
Hospital

INTRODUCTION

In these patients, pelvic and/or distant lymph nodes may

represent the site of recurrent disease.

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

Table 3 - Guidelines on treatment options for prostate-specific antigen relapse following local treatment
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INTRODUCTION

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.

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
of dying from cancer-specific mortality (CSM).
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Recommendations

« Local recurrences are best treated by salvage RT with 64-66 Gy at a PSA serum level <05 ng/ml
« Expectant management is an option fo patients with presumed local recurrence who are too unfitor unwilling to undergo RT.

visk fators such as PSA DT <12 mo or Gleason score 8-10 are present.
« Luteinising ‘homone bicalutamide s indicated,
hat s, PSA <10 ng/mL.

PSA DT >12 mo, low-dose brachytherapy, biopsy Gleason score <7.

pr in patients no suitable for surgery.
HIFU may H tents must be
follow-up periods reported.
In patients with presumed systemic relapse, ADT may be offered.

time; RP = radical prostatectomy: RT = adiation therapy.

(PSA persistence) (PSA recurrence)
ae AN

/

: PSA doubling time
= MRI, bone scan, CT, TRUS

only recurrence) £
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SUMMARY CHAARTED (E3805) What's difference b/w GETUG and
Ferogpeasisiinpen it T for Extansive issase n Prostate Cancen CHAARTED?
« Randomized from 2006 to 2012, median F/U 28.9m 1. Underpowered to detect a difference in the 183 patients with high-
» Traditionally lymph node involvement has been « US (ECOG) volume disease (91 on ADT alone and 92 on ADT plus docetaxel) ‘
managed only by ADT, which was considered the + 790 pts /c mPCA Median 08 ADT:465 ADT.440
optimal treatment option in this setting. + ADT vsADT + Docetaxel (6 cycles) /s prs HR (95% CI) e having o8t arasy
Palue P=044 P=00003

The oligorecurrences should be labeled systemic, 2. Different treatment modalities after progression

cabazitaxel 3% vs 23%, abi/enz 30% vs 52%

ablative treatment could delay the subsequent risk
of progression and even cure limited regional e’ High-volume discase, medan 05 ADT: 5.1 ADT:322
i ADT +Doc: 39 ADT + Doc: 492
nodal recurrences. i- HR (95% CD) 08(06-12) 0.60(045-081)
| Pvalue P=035 P=0.0006

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

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%

NEM 2015 s ot
5t5 1
o=
All patients
0 Socioc 165 e
STAMPEDE

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

HR (95%C1) 076 (0.63,0.91)
Pvalue  0.003

NenH-ie 051

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

s onesor e s Rl retiomutes el pts /c M1 (61%), N-+(15%), NOMO(24%)
0), ©), o,
SOC vs SOC + docetaxel (6 cycle) /c prs

Early Chemotherapy in HSPC I B A wir ywir e e Sl

1. Attacking cancer cells when they are vulnerable
o ) 2. Killing clones that are not responsive to ADT: allow ADT
:Combining rather than sequentially? to keep PCA in remission longer

Androgen Deprivation

Ot (osKeh  48m (5, 73m)

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

soc 343 deaths.
SOC+Doc 134 deaths

Non-PH paalve 00002
HR(95%C1) 0.73 (059, 0.89)
Palie 0,002

S

Therapy
4 . De novo resistant clones | i
Regression Re- i Median 65 (95% CI)
emergence. O Hormone-sensitive cells b [
soc 35am

Folure-free survval

° 2 P 3 P &
‘v trom rancomission (montrg)

soc wan
of (s55c  9am(s3,11.5m) o ostime
LI R SO S S S

Hong Koo Ha, MD, PhD N off s5%)  6m (23, 110m)

Lancet 2016 Lancet 2016

Department of Urology 3. Better patient’s condition: some patients at the time of
Pusan National University Hospital, Korea 5 o
progression are too frail for chemoTx.

P —

e Meta-analysis Conclusions

Ganrs Ganys s

GETUG-AFU 15

(Genito-Urinary Group of the French Federation of Cancer Centers)

el

« Randomized from 2004 to 2008, median F/U 49.9m = X e .

+ 385 pts /c mPCA . Sty 58.9m, 95%CI 508691 : . « More evidence on the effects of docetaxel on survival is needed in
+ ADT vs ADT + Docetaxel (9 cycles) /c prs . y g the MO disease setting.

i T 5 5 A survivalin men with M1 disease. © sunvivalin men with MO
o, . 3 et Vot o ettt f—
m, £ =3 . . pre o caogom @ = I i ;
SR hl . . ] pim s o] « The addition of docetaxel to standard of care should be considered
A — HRA01 pe095 . . Y e e ue standard care for men with M1 HSPC who are starting treatment for
i . . = T e : the first time although docetaxel is not without the potential for
- 22.9m, 95%C1 19.6:26.4 % - . g_» —m ke PP U toxicity .
\ N \\ 23.5m, 95%C1 20.5-31.9 Erectie nam ®Ew o BOW UE o
\ HR0.72, p=0.005 HE A = [ nim e o aum o e . [
; { . HECTRp-0f TR R 5 F b s o m o - e S « Rational and personalized treatment selection based on tumor
;- N T T s samoem biology, rather than an empirical “all-comers” approach.
¥, o mem oy _ow_wom_am o Wy, W5 w5 — e | omewisn
T ; - — R
ocetaxel should not be added to ADT in fi ot i
? = £ ) st-line treatment for metastatic non-
) astrate prostate cancer
Lancet Oncal 2013 Lancet Oncal 2013 Lancet Oncal 2018
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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

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

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

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

Prostate Cancer

onal
sie. NCCN Guidelines Version 3.2016 NCCN Guidelines Index
rostate Table o Contet

l o s

Ciinical trial (preferred)
g MVM npochlly it
PSADT 21 Yes . Imaging®
 ecaiay S v
‘especialy if PSADT <10 mo |
—| ¥ Antiandrogen {—=Psarising Metastases (M1)
’

» Corticosteroid
»DES

Studies

Maintain
castrate

o |_,
forasint

vt

i [t |

See Systemic
cRPC (PROS-11)
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Recommendations for early identification of metastatic disease

‘GOAL: EARLY IDENTIFICATION OF METASTATIC DISEASE
Newly Diagnosed Blochermical
Patients Recurront Patients

| |

postve: forprovious scan: 2nd

7

Figure 1. rom the for Detection of AETE ecunence (RADAR) Group for
I mevsetat s amené dllera oo rours i prosae soncr

Urology 2014:83:664
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FRERY

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

A 4 Departments of Urology, Chonnam National University Medical School
FREROAY

A5 Tissue microarrayS -85+ Qul Alxfel e u} Hogi7ko] 22 E5HA H2]2HTissue-based
biomarker) *H310] gl thgh A
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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'

A2 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®

| 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”

A4 'Center for Prostate Cancer, Hospital, National Cancer Center, Goyang, Gyeonggi-do,
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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
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Registration
Welcome Address L2 S (CHEHEENDOUROLOGY 8] 5|13
221 (LS| a7 | =255 31W)

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

23 (AH|2)ch)

Case Discussion: 8= (BAI2|CH), 28 (Z=2lch, F2H), &z (d=-22dl),

L3 (UH2IcH), HE= (MELCH), Bl (Mo, S2)
Coffes break

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
MEE (SEAHE)
2. Distal ureterectomny technigues in laparoscopic and robot assisted
nephroureterectomy - Port placement, patient position, and surgical techigue
HHEE (Sere|ch)
Case Discussion: 748 (M&2lt), MEZ (ZTYHE), BB (ZE2h),
NS (a2, S2l), 2rgE (Bhrelcy),
FELH(E42CH, F2)

Closing
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Laparoscopic radical nephrectomy in patients
with locally advanced kidney cancer

Pure or Robot-assisted
Laparoscopic Approach

4 M2ong

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

Department of Urology, College of Medicine, Seoul National University

HUTHEL /AR RAUSID WME 45 UM &
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Feasible approach? Benefit?

® Lap. Nx. for T3 or 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 gelofusin
« Death — LRN + colectomy -> died from respiratory failure
Cuatve et 71 Ototucioe (0= 1) 5

BJU Int 2012;110:884
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KUOS S AHMIE] vol. No 20163

Feasible approach? Benefit?
® | ap. Nx. for T3 or T4 RCC

Mean survival, Median survivl, Syear
Analysis months (years) months (years) survival (%)
Overall EEE] [ B
Curative intent 639(53) 656 (55) 542
Oytoreductive 164 (1.4) 157 (13) 0
Curative intent 465 (39) 484(40) s
Overall 618(48) NA st
Curative intent 725(60) NA 626
Cytoreductive 171 (1.4) 157 (13)

N
Y
Y

Ny

=

|
|
|
e

Time, months

BJU Int 2012;110:884

Comparable oncologic outcome?

Survival of patients with ic pT3
renal tumours: a matched comparison of Lap
pic vs open radical nepl

Open

T3a-b

000 2000 4000
Follow-up, months

39 89)

Que
(60

12208

Folow-up, months

BJU Int 2009;104:1714

Feasible for IVC thrombectomy?

® Lap. Thrombectomy (T3b): Johns Hopkins Experience
« 37 patients, median tumor size 7.5cm
* One open conversion

-> Safe and effective by experienced laparoscopic surgeons

J Endourol 2009

26 + KUOS NEWS LETTER

Feasible approach? Benefit?

® MIS cytoreductive Nx. (N=120)
* 112 Radical + 8 Partial / 116 Lap + 4 Robotic
® 4 (3.3%) open conversion

Median 25.7m

Comparable oncologic outcome?

Laparoscopy and Robotic Surgery

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

® | ap+Robot T3/T4
* Roswell Park Cancer Institute
* MIS (N=67/49+18) vs. Open (105)
* BMI: 31.9 vs. 28.1, p=0.002
¢ Size: 7.7cm vs. 9.1,
* EBL 277 vs. 1429, p<0.001
o Tf: 4.7% vs. 45.5%, p<0.001
* LoS: 3.5 vs. 5.7 days, p<0.001

¢ Similar survival outcome !
J Endourol 2016;30:871

Conclusions

® Pure or Robot-assisted laparoscopic radical

nephrectomy in locally advanced RCC

¢ Feasible approach? Benefit?
- Yes for selected cases

« Comparable oncologic outcome?
-> Yes for selected cases

« Feasible for IVC thrombectomy?
- Yes, but still challenging and still evolving

Personal Thought

FE[5Hx]
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Laparoscopic radical nephrectom
in locally advanced kidney cancer :
Hybrid technique or combined approach

Ol Al 2l TH
Q=5

Pubmed search :
Radical Nephrectomy, Hybrid approach

Point of Technique

Synchronous Bilateral Laparoscopic Radical

Nephre for Solid Renal Masses Using a
brid Approac!

Pedram llbeigi, Daniel Brison, Hossein Sadeghi-Nejad

~Keywords: aparoscopy,

neptrectomy idney necplosms,
surgeal procedues, kichey ol 1 2008519256,
wansplotaton g e
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Minimally invasive Radical Nephrectomy

. Pure laparoscopic approach

. Robotic approach

. Hand-assisted laparoscopic approach
. Hybrid approach ?

. Combined approach ?

Rt side
pure laparoscopic approach

Lt side :
hand-assisted laparoscopic
approach

Vol. No 2016_3 - 27

The Korean Urological Oncology Society



KUOS S AHMIE] vol. No 20163

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?
ravesical, extravesical or endoscopic

management

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

National Cancer Center

A 78 Bl BY-Ub| ks BEAERS ikl

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)

&
\ ) 22 AT
\ 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

Extravesical Approach

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

Endoscopic pluck

« 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

IueuE g

RLiak]
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Transvesical Ligation and Detachment
Technique: Two ports

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

[HSHH| =71 3 22l
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Laparoscopic Extravesical Bladder Cuff

Technique

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

Advantages Disadvantages
Endoscopic pluck Avoid a second incision Increased bladder recurrences
No cystotomy (decreased  Local tumor seeding and recurrences
spasms) Defect not closed
Endoscopic Avoid a second incision Local tumor seeding and recurrences
intussusception No cystotomy (decreased Technical failure requiring incision
spasms) Defect not closed
RS ey Ensures complete upper tra ggzz Elfsfa s
CEEEEED Prolonged Foley catheterization
Extravesical cuff No cystotomy (decreased Complete removal of intramural ureter
leaks and bladder spasms)  can be tricky
Fast
Extravesical (stapling)  No cystotomy (decreased Margin positive
transection leaks and bladder spasms)  Intramural tunnel remains (increased
Faster recurrence risk)
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Advandatages and disdavantages of
the various techniques
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Guidelines for radical nephroureterectomy in

upper urinary tract urothelial carcinoma

Suspicion of infiltrating UTUC on imaging
High-grade tumor (urinary cytology)
Multifocality (with two functional kidneys)
Noninvasive but large (>1 cm) UTUC
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Open and laparoscopic access has equivalent efficacy in B
T1-T2/NO tumors
Bladder cuff removal is necessary A

Several techniques for bladder cuff excision are acceptable 9
except Stripping

Indications for RNU |GR |

Techniques for RNU

L is for invasive UTUC C

P perative instillation is after RNU to avoid B
bladder recurrence
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Conclusions

No technigue has been shown to be better than another
in terms of perioperative or oncologic outcomes

The approach used depends mostly on the surgeon’s
experience.

Tumor location should be considered

bulky distal ureter disease - open distal ureterectomy
and transvesical bladder cuff excision

Pluck technique is an attractive alternative option for
low stage, low grade tumors of the renal pelvis and the
proximal ureter

stapling technique is correlated with the increased
risk of positive surgical margins.

Iugus g

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

chniques in

opic and robot assisted

nephroureterectomy

- Port placement, patient position, and
surgical technique
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Initial experience of robotic

nephroureterectomy: a hybrid-port technique

Sung Yul Park®, Wooju Jeong, Won Sik Ham, Won Tae Kim and Koon Ho Rha
” and Hon

University Colege of Medicine, Seou, Korea
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Hybrid Port Technique,

+ Hybrid port:
= Assistant port
— Robot port
= Robot port
— Assistant port

Laparoscopy and Robotics

Robotic-assisted Nephroureterectomy
and Bladder Cuff Excision
Without Intraoperative Repositioning

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

OBJECTIVE

MATERIALS AND
METHODS

RESULTS

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 repusitioning or redocking of the robot.

Nephroureterectomy with bladder cuff excision is the standard management of high-grade or
bulky upper tract transitional cell carcinoma. Lymphadenectomy is performed when clinically
indicated. Fifteen patients underwent RNUBCE between January 2009 and May 2010. Several

key . P strategically p allowa
to the kidney, ureter, and bladder. The ureter is clipped, though not divided, immediately after
ligating the renal hilum o
Kidney. In cases of ureteric tumors, wide dissection of the ureter is carried out to avoid a po
margin or entry into the ureter. Bladder stay sutures a ed lateral to the ureterov
junction to prevent retraction of the bladder once the bladder cuf s excised. If desired, a partial
excision of the cuff can be performed with the ureter acting as a bucket handle.

All procedures were performed successfully without complications. Mean total operative time
was 184 minutes, estimated blood loss was 103 mL, and mean hospital stay was 2.7 days.
Short-term oncological outcomes have revealed no recurrences.

RNUBCE, with linically indicated, provides a viable treatment option for
patients with upper tract transitional cell carcinoma.  UROLOGY 78: 357-364, 2011. © 2011 Ebevier

Hemal et al Urology 2011
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Robotic Port #2

Hemal et al Urology 2011

ports. For the nephrectomy portion of the procedure, port#
1 is used on the right and port #3 on the left. Port #2 is
used to retract. For dissection of the distal ureter and
bladder cuff, port #2 is used on the right and port #3 on the
left. A retractor is placed in port #2.

Left-side port placement
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Figure 1. Port and robotic arm configuration of the first part of the procedure (nephrectomy). The figure presents

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

Argun et al Urology 2016
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Fig. 4. Trocars labeled for left-sided case. Fig. 15. Ports reassigned for bladder cuff excision.

Marshall et al UCNA 2014

Surgical Techniques in Urology

Radical Nephroureterectomy Without
Patient or Port Repositioning Using
the Da Vinci Xi Robotic System:
Initial Experience

‘Omer Burak Argun, Panagiotis Mourmouris, liter Tufek, Mustafa Bilal Tuna,
Selcuk Keskin, Can Obek, and Ali Riza Kural

Cromvark

The use of the da Vinci Xi robotic system enabled us to perform both nephrectomy and distal
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
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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.)

Argun et al Urology 2016
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Distal ureterectomy (My practice)

Conclusions

+ Oncological principle

2] RO] (G G| 1 G
* Minimal invasiveness 2- 201 6‘1{' ]2 é] 6 E] (9:]-) ﬁgﬁ] 51 %‘Tji]
« Patient safety and surgeon’s preference - Zo}ﬁ\—: H%OH\_} Hé'?'_

3. %F % ghatyg]

- 20179 2¥ 249 (2) Rty
- A i FEOEY

« 2017 49 6-7¢ (&,2) EAUOG meeting

- 24 oty H2]lojE 5 E

« 20179 49 8¥ (E) KUOS Multidisciplinary Conference
- Azl AT A

32 - KUOS NEWS LETTER - £ Vol. No 2%_3- 5|5



