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Risk Factors/Screening

Risk Factors

Cigarette Smoking (renal
pelvis cases — not RCC)
Obesity (30% of cases)
High Blood Pressure
Chronic Kidney Disease
Occupational Exposures
Long-term use of medicines
Family History of RCC

VVVVVY 'V

Screening

» None

» Incidental Finding
o Ultrasound
o CT Scan

DANGER POISON !

Acetone
(solvent)
*Naphtylamine

Methanal
(used as rocket fuel)

‘Cyanhydric acid

(was used in the gas chambers)
Ammoniac
(détergent)
*Urethane

Naphtatene 2" o ent)

(moth-repelient)
Nicotine — m&,&,
(used as a herbicide and insecticide)
| *Dibenzacridine
210
(used in batteries) (2 radioactive element)

Carbon monaoxide

:" 1
(found in exhaust fumes) %
Vinyl chloride

=
{used in plastic materials) I | “Known carcinogenic substances

STOP SMOKING!
4

Signs and Symptoms

Flank Pain
Hematuria
Abdominal Mass
Weight Loss
o Anorexia

LN =

o

o Anemia
o Polycythemia
o Discolored Urine

o Legand Ankle Swelling

Flank Pain

Source: ePainAssist.com
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Kidney - Anatomy

Renal artery

Renal vein

Ureter

Cortex FADAM.

ADAM ilustration used with icensed permission. All ights reserved

Kidney Terms and Definitions sy 1. 2007

Source: 2007 Multiple Primary and Histology Coding Rules and ADAM

Kidney - Anatomy

Parenchyma
Cortex

Medulla
Perirenal fat
Capsule
Ureter

Pelvis of kidney
Renal vessels
. Hilum

10. Calyx
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Source: http://training.seer.cancer.gov

10

1/5/2015



X3

4

N N N N NN

Kidney - Histology

Renal Cell Carcinoma and Renal Cell Carcinoma Subtypes

8312 Renal cell carcinoma is a “generic” term the includes
all glandular or (adeno)carcinomas of the kidney

8255 Adenocarcinoma with mixed subtypes

8260 Papillary (Chromophil)

8310 Clear Cell

8316 Cyst associated, cystic

8317 Chromophobe

8318 Sarcomatoid (Spindle cell)

8319 Collecting duct type (Bellini duct)

8320 Granular cell

8510 Medullary carcinoma, NOS; medullary adenocarcinoma

8959 Malignant cystic nephroma

Source: 2007 Multiple Primary & Histology Coding Rules

11

Multiple Primary and
Histology Coding Rules

Kidney (C64.9) - Renal Parenchyma
» Terms & Definitions

e Multiple Primary Rules

* Histology Coding Rules

S sy
o
' . = of

—
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What does this CT show?

Source: http://www.mayo.edu/kidney_adrenal
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Kidney Equi Terms, itions, Tables and
C649
(Excludes lymphoma and leukemia — M9390 — 9989 and Kaposi sarcoma M9140)
INTRODUCTION
Renal cell carcmoma (8312) 1s a gwup tmn for glandula! (adeno) of the kidney. Approxi 85% of all
of the kidney are renal cell and epal
Tansitional cell carcinoma rarely arises in the kidney parenchyma (C649). Transitional cell carcinoma found in the upper urinary

system usually arises m the renal pelvis (C659). Only code transitional cell carcinoma to kidney in the rare instance when pathology
confirms the tumor originated m the parenchyma of the kidney.
Equivalent or Equal Terms

« Multifocal and multicentric

« Renal cell carcinoma (RCC) and hypernephroma (obsolete term)

« Tumor, mass, lesion, and neoplasm

@ with mixed subtypes (8255): A mixture of two or more of the specific renal cell carcinoma types listed in T:D
Carcinoma of the collecting ducts of Bell.luu’to[lpctmg rlm:l carcinoma (8319) 1s a malignant epithelial tumor. There is controversy
about the relationship between medullary duct some advocate that there is a relationship, others
are not convinced. Genetic studies are ongoing. We w1l.l code medullary carcinoma originating in the kidney to 8510 so we can
differentiate between the medullary and the collecting duct carcinoma.
Chromophebe RCC (8317) is a rare form of kidney cancer. Chromophobe is a renal carcinoma characterized by large pale cells with
prominent membranes.
Clear cell RCC (8310) is the most common type of RCC. Clear cell is posed of clear or hils Clear cell is
architecturally diverse, with solid alveolar and acinar patterns the most commeon.
14
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Kidney Equivalent Terms, Definitions, Tables and Illustrations
Co49

(Excludes lvmphoma and leukemia — M9590 — 9989 and Kaposi sarcoma M9140)

le 1 - Renal cell carcinoma and specific renal cell

Table Instructions, , oot TP
vore=TCETal cell carcioma, NOS (8312) is the non-specific term under which the specific renal cell carcinoma types are listed This table is a complete
«cell carcinoma types.

Column 1: Column 2:
Code Specific Renal Cell Carcinoma Types
- 8260 Papillary (Chromophal) *
8310 Clear Cell
8316 Cyst associated, cystic
8312 8317 Chromophobe *
8318 Sarcomatoid (Spindle cell)
or -9 B Collecting duct type (Belbm duc)
8255 5520 Gramolar cell
8510 Medullary carcinoma, NOS: medullary adenocarcinoma
Mali cystic neph Tignant multilocular cystic
8959
nephroma
~—
* Note: Chromophil and chromophobe are different histologies
Kidney Terms and Definitions Jamuary 1, 2007 57
15
Kidney Multiple Primary Rules - Flowchart T o
(Ce40) (o) o) E‘ Dty
(Excludes lymphoma and leukemia MO500-0980 and Kaposi sarcoma MO 140)
* Prepare one abstract Use the histology coding rules to assign the appropriate histology code.
** Prepare two or more abstacts. Lse the histology coding rules 1o assign the appropriate histology code to each case abstracted.
MULTIPLE TUMORS DECISION NOTES
Multiple tumors may be a single 1. Tumors not described as metastases.
primary or multiple primer ies. 2. Includes combinations of in situ and invasive.
e Wilms Includes
M3 Is the diagno - . A
Bilateral as 1 Primary
Ho
M4 Are there tumors in sites with ICD-O-3 YES
that are MULT IPLE
at the second (Capo) andior third Primaries™
character (Cxagx)?
I
MULTIPLE Renal Cell HiStOlOgieS
Primaries ™ .
Do Not Include Bilateral
January 1, 2007
16
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Kidney Multiple Primary Rules - Flowchart

(Co48)

(Excludes ymphoma and leukemia Mg dK sarcoma ME140)

*  Prepare one abstract. Use the histology coding rules to assign the appropriate histology code.
** Prepare two or more abstracts. Use the histology coding rules fo assign the appropriate histology code fo each case abstracted.

NOTES

1. Tumors not de scribed as metastases.
2 Includes combinations of in situ and invasive.

MULTIPLE TUMORS, continued DECISION

there cancer/malignant neoplasm
(8000) awndl ancther is a specific histol

W}

Is there carcinoma, NOS (8010) and the
other is a specific carcinoma?

1: The specific histology for in situ tumors may
be identifie d a5 patte rn, architecture, type,
subtype, predominantly, with fe ture s of, major, or
with __differentiation

2 The spe cific histology for invasive tumors
may be identified as type, subtype, predonminantly,
with features of, nmjor, or with differentiation.

No__ ¢

Is there adenocarcinoma, NOS (8140) and
is a specific i 2

o §

there renal cell carcinoma, NOS (8312) and t
is asingle renal cell type (Table 1)3

—~— ] —

——

M0

Dothe tumors have ICD-0-3 histology ves
codes that are diffferent at the first (),
second (xMxx), o third (xx¥x) nurber?

MULTIPLE
Prinaries’™

o |

January 1, 2007
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Kidney Histology Coding Rules - Flowchart Fowcairey
{ | awen
xcludes lymphoma a wkemia MO500-0080 and Kaposisarcoma M3140) @
SINGLE TUMOR
“Rute— Action Notes and Examples
H4 . . Code the
DMS:G Il:lln‘br have II‘:;E:N@ I ve
andin situ components h"i;“"obw
there cancerimalignant neoplas e
NOS (8000) and a more specific
histology? 1. Use Table 11to identify specific renal cell types.
L L 2 The specific histology for in situ tumors nay
. be identified as pattern, architecture, type,
Is there carcinoma, NOS (8010) and a subtype, predominantly, with features of, mjor, or
more specific carcinoma? it Cifterentiation
Coderthe
specifio 3. The specific histology for invasive tumors may
ope be identified as type, subtype, predominantly, with

Is there adenocarcinoma, NOS
(8140) and one specific
adenocarcinons type ?

features of, major, or with differentiation.

Is there renal cell NOS
12) and one specific renal ce ll ty

~ | —

18
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Kidney Histology Coding Rules - Flowchart

(ca40)
(Exchudes lymphoma and leukemia M0500-0082 and Kaposi sarcoma M2140)

SINGLE TUMOR

Fiowenat kay

&)

Rule

Action

Notes and Examples

types?

Are there two or more
specific renal cell carcinoma

Code 8255
(adeno-

/_\

[se Table 1to identify specific renal cell “’A

Renal cell

with mixed
subtypes)

papillary and

clear cell types. Assign code 8255,

H7

Code the
numerically

higher
1CD-0-3
histology code.

This is the end of instructions for Single Tumor.

oda the hictology according to the rule that ftc the caca

January 1, 2007

19

Staging Kidney Cancer

Gerola's
fascia

Adrenal
gland

Stage | (5-year survival: 96%)
Tumor <7 cm in greatest dimension
and limited to kidney.

Stage Il (5-year survival: 82%)
Temor =7 cm in greatest dimension
and limited to kidney.

Stage Il (5-year survival: 64%
Tumor in major veins, adrenal
gland, or perinephric tissue (not
beyond Gerota's fascia) and/or 1
regional lymph node involved.

Stage IV [5-year survival: 23%)
Tumor beyond Gerota's fascia, =1
regional lymph node involved,
and/or =1 distant metastasis.

Source: http://www.aboutcancer.com

20

1/5/2015

10



KidneyParenchyma

Kidney (Renal Parenchyma)
C64.9
- DISCONTINUED SITE-SPECIFIC FACTORS: SSF5, SSF7

= C64.9 Kidney, NOS (Renal parenchyma)
= Note: Laterality must be coded for this site.

Collaborative Stage Data Set - Revised 8/7/2013

CS Tumor Size

CS Extension

CS Tumor Size/Ext Eval
CS Lymph Nodes

CS Lymph Nodes Eval
Regional Nodes Positive
Regional Nodes Examined
CS Mets at DX

CS Mets Eval

CS Site-Specific Factor 1
Invasion Beyond Capsule
CS Site-Specific Factor 2
Vein Involvement

CS Site-Specific Factor 3
Ipsilateral Adrenal Gland Involvement
CS Site-Specific Factor 4
Sarcomatoid Features

CS Site-Specific Factor 5
Histologic Tumor Necrosis
CS Site-Specific Factor 6
Fuhrman Nuclear Grade

CS Site-Specific Factor 7

Size of Metastasis in Lymph Nodes
CS Site-Specific Factor 8
Extranodal Extension of Regional Lymph Nodes
CS Site-Specific Factor 9 = 988
CS Site-Specific Factor 10 = 988
Cs Site-Specific Factor 11 = 988
CS Site-Specific Factor 12 = 988
CS Site-Specific Factor 13 = 988
CS Site-Specific Factor 14 = 988
CS Site-Specific Factor 15 = 988
CS Site-Specific Factor 16 = 988
Cs Site-Specific Factor 17 = 988
CS Site-Specific Factor 18 = 988
CS Site-Specific Factor 19 = 988
CS Site-Specific Factor 20 = 988
CS Site-Specific Factor 21 = 988
CS Site-Specific Factor 22 = 988
CS Site-Specific Factor 23 = 988
CS Site-Specific Factor 24 = 988
CS Site-Specific Factor 25 = 988

21

KidneyParenchyma
CS Tumor Size

- Note 1: Code the tumor,

« Note 2: The assignme
Tumor Size and/or CS Extensio s
example the record may document size but not extension, other than the physician's stat
Size based on a statement of T when no other size information is available.

led to the kidney is based on tumor s|

lement of the T

Collaborative Stage Data Set - Revised 08/07/2013 FINAL

bhysician's statement of the T category may be used to code CS
h of these fields. However the two fields are coded independently: for
category. Use codes 994, 996-998 as appropriate 1o code CS Tumor

Code Description
000 No mass/tumor found
b 001 - 988 millimeters (mm)
) (Exact size to nearest mm)
989 989 millimeters or larger
990 Microscopic focus of focl only and no size of focus given

\ Description TNM7Map || TNMG6Map SS77 Map W
000 raepithelal, nonimvasive ™ ™ IS s
100 Invasive caqu kidney cortex and/or medula " C_~ ~ L L
il = ' '
e oo dia Early Stage Kidney CA Based On .
s+—f—————— Size Only - Until Tumor Extends - -
% |[sweminwnmare] Beyond Outer Capsule of Kidney T T
330 ‘Stated as T1 [NOS] with »Wmmmeamm T~ L L
340 Stated as 123 yobrffs other information on extension B T~ ¢ L
350 "as T2b with no ofther information on extension B L

| _3#" ][ stated as T2 NOS] with no othes information on extension G O

22
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CS Extension

T —
j

e nigg#7vena cava (IVC) below Ighragm T RE RE
tated as T3b with no other informatidy on extension

620 IVC above diaphragm or invades wall oJiVC T3c Tac RE RE
Stated as T3¢ with no other mfarmahor)n extension

625 C.NOS TINOS TaNOS RE RE
State NOS] with, T information on extension

%0 Ipsilateral adrenal (suprarenal) gland T T3a RE RE
(Noncortiguous ipsilateral adrenal gland involvement coded in CS Mets at DX)

640 630 + (601 andior 610) T4 T3b RE RE
Ipsilateral adrenal gland plus blood vessels listed in code 601 andior IVC below
diaphragm

645 630 + 620 T4 Tac RE RE

bove diaphragm or wall of VC

Extension beyond Gerota's fascia to: T4 T4 RE RE

Ascending colon from right kidney
Descending colon from left kidney

Tail of pancreas
Ureter, including implant(s), ipsilateral
Beyond Gerola's fascia, NOS

660 Retroperitoneal soft tissue \" T f RE RE

665 660 + any of (460, 601, 610, 620, 625, 630, 840, 645, 650) ¢ y RE RE

23
CS Lymph
Hilar LN
Para-Caval LN “ Aorta

Para-Aortic
LN

Bladder

Source: http://www.laparoboticsurgery.com
24
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CS Mets at Dx

Code

Description

00

No distant metastasis

Distant lymph node(s)

20

Extension to:
Contralateral kidney
Contralateral ureter
Liver from left kidney
Spleen from right kidney

40

Noncontiguous ipsilateral adrenal (suprarenal) gland metastasis
(Contiguous involvement coded in CS Extension )

Distant metastasis except distant ymph node(s)
Carcinomatosis

50

OBSOLETE DATA CONVERTED V0203
See code 55

40 +10

Distant metastasis plus distant lymph node(s)

55

(40 or 20) + 10

Distant metastasis or extension coded in 20 plus distant lymph node(s)

60

Distant metastasis, NOS

Stated as M1 with no other information on distant metastasis

99

Unknown; distant metastasis not stated
Distant metastasis cannot be assessed
Not documented in patient record

25
Site-Specific Factors
SSF1: Invasion Beyond Capsule
SSF2: Vein Involvement
SSF3: Ipsilateral Adrenal Gland Involvement
SSF4: Sarcomatoid Features
SSF5: Histologic Tumor Necrosis <
SSF6: Fuhrman Nuclear Grade
SSF7: Size of Metastasis in Lymph Nodes
SSF8: Extranodal Extension
26

1/5/2015
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AJCC TNM and SS2000

Primary Tumor (T)

T2b
T3

T3a

T3b

T3c

T4

Primary tumor cannet be assessed

No evidence of primary tumor

Tumor 7 cm or less in greatest dimension, limited to the kidney
Tumor 4 cm or less in greatest dimension, limited to the kidney
Tumor more than 4 cm but not more than 7 ¢cm in greatest
dimension, limited to the kidney

Tumor more than 7 ¢cm in greatest dimension, limited to the kidney
Tumeor more than 7 cm but less than or equal to 10 cm in greatest
dimension, limited to the kidney

Tumor more than 10 cm, limited to the kidney

Tumor extends into major veins or perinephric tissues but not into
the ipsilateral adrenal gland and not beyond Gerota’s fascia
Tumor grossly extends into the renal vein or its segmental (muscle
containing) branches, or tumor invades perirenal and/or renal sinus
fat but not beyond Gerota’s fascia

Tumor grossly extends into the vena cava below the diaphragm
Tumor grossly extends into the vena cava above the diaphragm or
invades the wall of the vena cava

Tumor invades beyond Gerota's fascia (including contiguous
extension into the ipsilateral adrenal gland)

SUMMARY STAGE
0 In situ: Nomunvasive; intraepithelial
1 Localized only
Invasive cancer confined to kidney cortex and/or medulla

Invasion of renal capsule
Renal pelvis or calyces mvolved
Separate focus of tumor in renal pelvis/calyx

Localized, NOS
2 Regional by direct extension only

Extension to.

Adrenal (suprarenal) gland, ipsilateral
Ascending colon from right kidney
Blood vessel(s) (major):

Extrarenal portion of renal vein

Hilar blood vessel

Penrenal vemn

Renal artery

Renal vem, NOS

Tumor thrombus in a renal vein, NOS

Vena cava
Descending colon from left kidney
Diaphragm
Duodenum from right kidney
Perirenal (perinephric) tissue/fat
Penitoneum
Psoas muscle”
Renal (Gerota’s) fascia
Retroperitoneal soft tissue
‘Tail of pancreas
Ureter, including implant(s), ipsilateral

27

Kidney Cancer
Treatment

28
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National
Comprehensive

NCCN| Cancer

Network®

NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®)

Kidney Cancer

Version 3.2015

NCCN.org

s 335145 13954 & Nt Camgemheses Cancer Neon. . 514 A s st

Source: http://NCCN.org

29
-
Kidney - Early Stage
National
Comprehensive. . NCCN Guidelines Version 3.2015 NCCN Guidelines Index
NCCN gt : Kidney Cancer TOC
Networks Kidney Cancer Discuss
INITIAL WORKUP STAGE PRIMARY TREATMENT® FOLLOW.-UP®
(category 2B)
Partial nephrectomy
(preferred)
«H&P or
+ CBC, comprehensive Radical nephrectomy
metabolic panel (if partial not feasible
« Urinalysis or central location)
- Abdominal/pelvic CT Stage | or
or abdominal MRI with (pT1a) " |Active surveillance in
or without contrast selected patients Foll Relapse
depending on renal or . Followup ¢ ¢ First.line
insufficiency i (See KID-B} Therapy (KID-3
Suspicious * Chest imaging for non-surgical
mass —=|+ Bone scan, if clinically candidates
indicated i
|Partial hrect:
- Brain MR, f clinically Stage | __ |/ orial nephrectomy
indicated (pT1b) "
« If urothelial carcinoma Radical nephrectomy
suspected (eg, central
mass), consider urine Stage — Radical nephrectomy
cytology, ureteroscopy I,
« Consider needle biopsy,®
if clinically indicated
Stage_ , seo kiD2
v _
Source: http://NCCN.org
30
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Ablation or Embolization

“Ablation” is destruction of tumor by vaporization, chipping away
(like chipping ice) or various other erosive processes.

Tumor ablation is coded as surgery.

Types of Ablation Include:

= Cryo-Ablation - Uses Cold

» Laser-Ablation - Uses Light

= Microwave-Ablation - Uses Heat

» RFA - Radiofrequency-Ablation - Uses Heat - electrocautery
» PDT - photodynamic therapy is a type of laser ablation

» High-Intensity Ultrasound - Uses Sound Waves to create heat

31

Ablation or Embolization

“Embolization” is a procedure performed to create an embolus, a
blocked or hardened blood vessel, and is used to shut down blood
flow and blood supply to the primary tumor or to metastasis.

Embolization can include injection of a chemical like alcohol or a
chemo agent to sclerose or harden key blood vessel(s) and may
even trap chemo behind the embolus; or can be performed by
injecting a foreign material or substance like coils or radioactive
beads to block the artery and prevent any blood flow to the tumor.

Types of Embolization Include:

» Chemo-Embolization - Uses Chemotherapy Agent(s) - TACE
= Alcohol-Embolization - Uses Alcohol

= Radioactive Beads/Spheres - Combines Radioisotopes / Mechanical Block
» Artificial Embolus - plastic or metal coils, foam, other plugs to Block
Treatment Code Will Depend on Type of Embolization

32

1/5/2015
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Kidney - Late Stage

National
Comprehensive: - NCCN Guidelines Version 3.2015 NCCN Guidelines Index
NCCN [fetitess - Kidney Cancer TOC
Network® Kidney Cancer Discussion
STAGE PRIMARY TREATMENT®
Potentially surgically N Relapse
resectable primary with [——— :ef:rf;iz":ym’ scurglcal ——|See First-Line
solitary metastatic site etastasectomy Therapy (KID-3|
Potentially surgically Cytoreductive nephrectomy See First-Line
Stage IV resectable primary? with |——in select patients priorto | — T 000 i
multiple metastatic sites systemic therapy
Ssurgically See First-Line
unresectable? Therapy (KID-3)
Source: http://NCCN.org
33

Kidney - Late Stage

National

Comprehensive - NCCN Guidelines Version 3.2015
OO Cancer Kldney Cancer

NCCN Guidelines Index

Nerwork® Discussion
FIRST-LINE THERAPY® SUBSEQUENT THERAPY!
Clinical trial Clinical trial
or or
Sunitinib (category 1) Targeted therapy: .
or « After tyrosine kinase inhibitor therapy!
Temsirolimus (category 1 for poor- » Everolimus (category 1)
prognosis patients,f category 2B for » Axitinib (category 1)
selected patients of other risk groups) » Sorafenib
. or __, Follow-up ___ » Sunitinib
- | +IFN (category 1) (See KID-B) + Pazopanib
clear cell — lor » Temsirolimus (category 2B)
histology pazopanib (category 1) » Bevacizumab (category 2B)
or
High dose IL-2 for selected patients® - After cytokine therapy
or » Axitinib (category 1)
Relapse or Axitinib » Sorafenib (category 1)
Stage IV and or » Sunitinib (category 1)
surgically Sorafenib for selected patients » Pazopanib (category 1)
unresectable » Temsirolimus
and » Bevacizumab
Best supportive care:" or
See NCCN Guidelines for Palliative Care Cytokine therapy:

Non-clear cell See Systemic
—

histology Thera KID-4; and
Best supportive care:"
. See NCCN G i for Palliative Care

- High-dose IL-2 for selected patients?
(category 2B)

Source: http://NCCN.org

34
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Kidney - What’s New?

Next Generation Gene Sequencing Technology can now identify
sEeciﬁc tumor sugpressor genes on the same or different
chromosomes and track their interaction with other genes to
classify kidney cancers beyond histologic characteristics.

The VHL gene seems to be the initiating gene for most renal cell
carcinomas, clear cell type. VHL mutation is only 15t mutation.

Recent studies are showing how BAP1 and VHL genes interact to
transform a normal kidney cell into a cancer cell...and that
additional mutations occur later in PBRM1 and other genes.

The first mutation in VHL (deletion) actually causes 4 additional
tumor su}lyzpressor genes to mutate downstream - not just one. So
clear cell RCC can now be subtyped into 4 subtypes of clear cell.

35

UROTHELIAL
NEOPLASMS

36

1/5/2015
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Urothelium

The layer of transitional epithelium that lines the
wall of the renal pelvis, ureters, the bladder, and
parts of the urethra

The lining is made up of transitional epithelial
cells that stop urine from entering the body.

Urine consists of water and waste products.

37

Field Effect Theory

The field effect theory suggests that the
urothelium has undergone a widespread change,
perhaps in response to a carcinogen, making it
more sensitive to malignant transformations.

As a result, multiple tumors arise more easily.

38
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Implantation Theory

The implantation theory suggests that tumor cells
in one location lose their attachments and float in
the urine until they attach (implant) on another
site.

Urothelial tumors commonly spread in a head-to-
toe direction, for example from the renal pelvis to
the ureter(s) to the bladder.

39

U.S. Incidence/Mortality

Source: American Cancer Society Cancer Facts and Figures 2014

40
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Age-Adjusted Rates by Stage

12

10 {0a
w _\\—-‘___-—'_‘—-—_—_‘—_—
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1]
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0
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Source: Cancer, December 1, 2014 Bladder Cancer CS Variables

41
Risk Factors/Screening
Risk Factors DANGER POISON !
> Cigarette Smoking - Cyoniydric acid
» Chemical Exposures: —e T Ammoniac
dyes, solvents, paints, R el
rubber, benzene, etc. o vt 7] e
» Cyclophosphamide s i waaaca ] | i
> Chronic Inflammation +Cadmium ey
> Parasite Schistosoma &h&%ﬁ?m’:{ o
§ (insecticide)
‘(’&ay:nm? m::evws) i *Known carcinogenic substances
Screening STOP SMOKING!
» None N
» Blood in Urine I
» Incidental Finding
» Ultrasound IQr
» Cystoscopy ) ¢
A
42
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Anatomy

Kidney

Kidney
(cut open)

Ureter

Bladder

Urethra

Source: http://www.medicinenet.com 13

Anatomy

C67.7 Urachus
C67.1 Dome

C67.4 Posterior wall

5~ C67.2 Lateral wall
C67.3 Anterior wall
C67.6 Ureteral orifice
C67.0 Trigone

C67.5 Bladder neck

"~ C61.9 Prostate

Source: THM Atlas, 3rd edition, 2nd revision

44
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Anatomy

Bladder Wall

Mucosa —= — Lumen
Submucosa o

Muscular
layer

S/ Serosa

Adventitia
Source: Feneis, Pocket flas of Human Anatomy, 2nd ed.

45

Anatomy

Mucosa > Submucosa
» Urothelium » Lamina Propria
» Epithelium » Muscularis Mucosa

Mucosal Surface

Subepithelial Tissue

Transitional Mucosa

Suburothelial Connective
Tunica Mucosa Tissue

Vesicae Urinariae Stroma

» Muscle / Muscularis

» Muscularis Propria
» Muscularis Externa
= Smooth Muscle

46
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Histology

Urothelial Carcinoma = Transitional Cell Carcinoma

TCC Papillary or Flat is NOT a Histologic Sub Type

Squamous Cell Carcinoma

Adenocarcinoma P asbonal

3

epithelium g

Small Cell Carcinoma

submucosa

Small Cell Neuroendocrine

Source: http://iws.collin.edu/mweis/A&P

47

Histology

Papillary Flat {sessile)

A — o

Non-invasive Invasive In sita Invasive

Source Multiple Primary & Histology Coding Rules - Table 1 — Urothelial Tumors 48
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Histology

Table 1 — Urothelial Tumors
Note: Excludes pure squamous carcinoma, glandular (adeno) carcinoma, or other bladder tumor histologies.

Urothelial/Transitional Cell Tumors Code
With sq differentiati 8120
With glandular differentiation
With trophoblastic differentiati
Nested
Microcystic
Transitional cell, NOS
Papillary carcinoma 8130
Papillary transitional cell
Micropapillary 8131
Lymphoepithelioma-like 8082
Plasmacytoid
Sarcomatoid 8122
Giant cell 8031
Undifferentiated 8020

Source Multiple Primary & Histology Coding Rules - Table 1 — Urothelial Tumors 49
Urothelial Neoplasia Known USA risk factors include...
Certain dyes F‘J‘ acetin
Grade 0/ Grade Il Grade lll
Urothelium
Normal Just Thick “Atypical Hyperplasia® Carcinoma in situ
Probably means nothing  Manyinvasive bladder
cancers arise in flat CIS.
Papilloma /
Papillary CA Grade |
Papillary CA Grade Il Papillary CA Grade Ill
"Low Grade" “"High Grade"
Inverted Papilloma
(benign) Flat lesions: Discomfort is likely.
Papillary lesions: Hematuria is likely.
Source: http://pathguy.com/lectures/bladder.htm
50
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Tumor Grade

Table 1. Principles of Pathology Management:
Malignancy Grading of Bladder Carcinoma: Old and
New Systems®®

Modified Bergkvist . WHO WHO/ISUP 1998 Consensus

1987 1973 WHO, 2004

Papilloma Papilloma | Papilloma

grade 0

Papilloma with TCC Papillary urothelial neoplasm of low
atypia grade 1 malignant potential

grade 1

Urothelial carcinoma | TCC Urothelial carcinoma, low-grade
grade 2A grade 1

Urothelial carcinoma | TCC Urothelial carcinoma, low-grade or
grade 2B grade 2 high-grade

Urothelial carcinoma | TCC Urothelial carcinoma, high-grade
grade 3 grade 3

Source: nccn.org

51
Urothelial neoplasm
Grade?
“i’ No
Grade 1, 2A Grade 2B, 3 J
Variation
readily seen ?
el Yes = Yes No
Grade 1 ]l Grade 2A ‘ E Grade 2B 1[ Grade 3
—_— WHO 11 WHO 11
WHO 1
[rusLyr | Emawlg
Laiah
Source: http://sciencedirect.com
52
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Urothelial MPH Rules

Includes:
C65.9 - Renal Pelvis
C66.9 - Ureter
C67.0-C67.9 - Bladder

C68.0-C68.9 - Urinary Other

Kidney
(cut open)

ANANENRN

Bladder

Urethra

Source: http://www.medicinenet.com

53

Terms and Definitions

Renal Pelvis, Ureter, Bladder, and Other Urinary Equivalent Terms, Definiti Tables and Tl
€659, C669, C670-C679, C680-C689
(Excludes lymphoma and leukemia M9590-9989 and Kaposi sarcoma M9140)

Rena] Pelvis, Ureter, Bladder, and Other Urinary
‘The renal pelws urems bladdcr and proximal portion of the urethra are lined by transitional epithelium, also known as urothelium. Tumors of
squuultifocal compared to other sites. Two mechanisms have been proposed to explain this phenomenon: 1). a “field

ts that the has change, pcrths in response fo a carcinogen, making it

found to support both of these theories, but nmlxx has been pm\'m o be the case for all rumeors. Slmlhxly. mc
wi ld.espmad presence of ﬂa: carcinoma in situ may be a result of direct spread of neoplastic cells within the epithelium, direct extension, or due to
implantation or field effect. The rules regarding histology and number of primaries are an attempt to reconcile these observations so that incidence
data are consistent and reproducible.

the United States, transitional cell carcmomas account for more than 90% of all bladder cancers. Squamous cell carcimomas make
up 3-8%, an adenocascinomas make up about 1-2%. Puse squamous cell carcinoma of the bladder has a poor prognosis. See
goding rules HS and H13 for :odmg instructions.

Equivalent or Equal Terms
Flat tramsitional cell, flat urothelial

In situ transitional cell carcinoma, in situ urothelial carcinoma
Tumor, mass, lesion, neoplasm

Urothelial and transitional

Urothelium and transiti

Intramucosal and in situ

« Papillary transitional cell carcinoma, papillary urothelial carcinoa

e e e e s

54
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| Urinary Terms and Definitions |
Renal Pelvis, Ureter, Bladder, and Other Urinary Equivalent Terms, Definitions, Tables and II
€659, C669, C670-C679, C680-C689
(Excludes lymphoma and leukemia M9590-9989 and Kapasi sarcoma M9140)

Flat Tum: oninvasive flat TCC: A flat tumor 1s a non-papillary bladder tumor that lies flat against at tumors.
e a poor prognosis. Noninvasive flat TCC (also called carcinoma in situ, or CIS) grows in the layer of cells closest to the s}
bladder and appears as flat lesions on the inside surface of the bladder. Flat, invasive TCC may invade the deeper layers of the bladder,

particularly the muscle layer.
Note 1: Flat tumors may bave foci or focus of invasion. This definition is for those flat tumors described as being carcinoma in situ, CIS, or non-invasive.
igte 2: Flat tumors could be called in situ or non-invasive. If the term “non-invasive’ is used to describe flat carcinoma, be aware that for staging

be an

In situ: A tumor confined to 1 ) with no below the b
Intraluminal (Ureter): Within the lumen of a tubular or hollow structure. Urinary tumors may spread intraluminally to adjacent urinary organs.

Intramucosal: Within the mucosal surface

osa
Muscular layer (m 15 propria, detrusor muscle)

Serosa, adventitia

Renal pehis and ureter
The walls of the renal pelvis and ureter from least to greatest extension are:
« Epithelium
Subepithelial connective tissue, submucosa

.
*  Muscularis mucosa
. dventitia, pery fat, Tvic fat

P penp,

Multi ic, i and poly ic are often used as synonyms. The tumor has multiple centers. The foci are not contiguous.

Non-invasive fumor: A tumer confined to 1) with no below the

Revised November 1, 2007

55

Renal Pelvis, Ureter, Bladder and Other Urinary Multiple Primary Rules - Flowchart [fevoxrer e
(€050, CBOR, CATO-COTY, CEB0-CEa%) @ [ :_‘

(Excludes lymphoma and leukemia M35@0-9089 and Kaposi sarcoma M3 140)

*  Prepare one abstract. Use the histology coding rules fo assign the appropriate histology code.
** Prepare two or more absfracts. Use the histology coding rules to assign the appropriate histology code o each case absiracted.

MULTIPLE TUMORS, continued DECISION NOTES
1. Tumors not describe d as me tastases.
2. Indludes combinations of in situ and invasive .

Are there bladder tumors with any
ination of the ing hi

@ papillary carcinoma (8050)

o transitional cell carcinoma (8120-8124)

‘@ papillary tansitional ca Il carcinona

(8130-8131)7

oL

MULTIPLE
Prinaries**

Are there tumors diagnosed more
than three (3) ye ars apart?

Are there urothelial tumors (See Table 1)
intwo or more of the following sites:

@ Renal pelvis (C659)7

® Ureter (C669)2

® Bladder (C670-C679)7
® Urethraprostatic urethra (C680)7 /

Janmary 1, 2007
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Utinary Histo

Renal Pelvls, Ureter, Bladder and Other Urinary Histology Rules - Flowchart
(CE59, Co00, COTO-COTE, CAE0-CE80)

(Excludes lymphoma and leukemia Ma58C-9889 and Kaposi sarcoma M@140)

SINGLE TUMOR

Rule
Is the histology: \

® Pure transitional cell carcinonm? or
 Flat (non-papilla) -
- or

Action Notes and Examples

ransitional cell carcinoma with

squamous differentiation? or

® Transitional cell carcinoma with
glandular differentiation? or

Transitional cell carcinoma with

ic differe ntiation? or

/Codi- _I_“I‘N Flat transitional cell carcinonm is a more.

T
prog! papillary, and is likely to
be treated more aggressively.

carcinoma)

)
(Table 1 - Code
\ 8120). /

® Microcystic transitional cell carcinoma’

o |

Is the histology:

)

Code 8130 \l
« papillary carcinoma? or (papillary
H4 ® Papillary i cell i
or carcinonm)
® Papillary carcinonm and Transitional (Table 1- Code

cell carcinoma?

8130).

squanous cell carcinoma).

[Only code squamous cell carcinona (8070) when
H5 Is only one histologic type Code the there are no other histologies present (pure
identified?

January 1, 2007

57

Bladder Cancer Staging

T2a

Ta

1 Epithelium
2 Subepithelial connective tissue
3 Muscle

4 Perivesical fat

Tumor invades
local organs  Tumor invades
pelvic or
abdominal walls

Compton, C.C., Byrd, D.R., et al., AJCC Cancer Staging Atlas, 2nd Edition. New York: Springer, 2012. ©AJCC
58
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Bladder Cancer Staging

Printed by Steven Peace on 122372014 10:51:04 AM. For personal use only. Not approved for distrbuson, Copyright © 2014 Natanal Comerehensive Cancer Network. Inc.. All Rights Reserved.

National
EE Comprehensive  NCCN Guidelines Version 2.2014 NCCN Guidelines Index
N K& . Bladder Cancer TOC
Networke Bladder Cancer Discussion

APPROXIMATE PROBABILITY OF RECURRENCE AND PROGRESSION

e Probability i Probability of
of Recurrence in 5 years Br to Muscle

Ta, low grade 50% Minimal

Ta, high grade 60% Moderate

T1, low grade (rare) 50% Moderate

T1, high grade 50%-70% Moderate-High

Tis 50%-90% High

Prognosis Depends on Level of Invasion (T) and Grade (G)

Source: http://NCCN.org

59
Bladder Cancer Staging
.. Peritoneum Fat
1
Region affected: ] Subsorosa and Muscle
perivesical fat ; .
Eoitholi _Musclo Connective tissue
plthelilum Deop longi- iz
Lamina tudinal layers, \_l\BIadder lining
propia middle circular and
Muscle inner longitudinal
|!Jﬂl‘5
—Submucosa
Deep & Mucosa
muscle oS e Lamina propia
L - = Epithelium
Porivesical st
fat
(or peritoneum) ' "%
Prostate _____
(contiguous
organs)
i Diagram showing the T stages of bladder cancer
a Ml D¢
Source: http://onlinehealthcareservi ces.com Source: http://cancerresearchuk.org
60
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Code Description TNM 7 Map TNM 6 Map $S77 Map $52000 Map

010 Papilary. Ta Ta § 1S
Papillary transitional cell carcinoma, stated to be noninvasive
Papillary non-infiltrating

(See Note 2A)

Stated as Ta with no other information on extension
(See Notes 1 and 2)

030 Papilary: Ta Ta 1S 1S
Papillary transitional cell carcinoma, with inferred description of noninvasion
(See Note 2B)
060 Nonpapillary: Tis Tis IS IS

Sessile (flat) (solid) carcinoma in situ
Carcinoma in situ, NOS
Transitional cell carcinoma in situ

‘Stated as Tis with no other information on extension

100 Confinedto mucosa, NOS Tis Tis L L
(See Note 3)
215 Extension to distal ureter: T2a T2a RE RE
Superficial muscle of bladder and/or distal ureter
(See Note 7)
220 Muscle (muscularis propria) of bladder only: T2b T2b L L

Deep muscle--outer half

Stated as T2b with no other information on extension

230 Extension through full thickness of bladder wall 20 20 L L
BUT still contained within bladder wall (see Note 5)
35 Extension to distal ureter: T2b T2b RE RE
Deep muscle or extension through wall of bladder and/or distal ureter
(See Note 7)
240 Muscle (muscularis propria) invaded, NOS of bladder only T2NOS T2NOS L L
Stated as T2 [NOS] with no other information on extension
245 Extension to distal ureter: T2NOS T2NOS RE RE
Muscle (musculanis propria) invaded, NOS of bladder and/or distal ureter
(See Note 7)
300 Localized, NOS ] i L L
630 Prostatic stroma Tda Tda RE RE
Prostate, NOS
Ureter (excluding distal ureter)
Urethra, including prostatic urethra (excluding subepithelial connective tissue, see code
160)
650 Parametrium Téa Tda RE RE
Rectovesical/Denonvilliers' fascia
‘Seminal vesicle
Vas deferens.
670 Uterus Tda Taa RE RE
Vagina
673 Rectum, male Tda Tda RE D
677 Large intestine including rectum, female (excluding rectum, male) Tda T4a D D
‘Small intestine
680 Stated as T4a with no other information on extension T4a T4a RE RE
700 Bladder is "fixed" Tdb Tdb RE RE
710 Pubic bone Tdb Tdb RE D
715 700 + 673 Tab Tdb RE D
720 (710 or 700) + 677 T4b Tdb D D
730 OBSOLETE DATA REVIEWED V0203 T4b Tab RE D
See codes 673, 710, 715, and 720
Rectum, male
Pubic bone
=0 Abdominal wall Tab Tab D D
Pelic wall
62
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AJCC TNM and SS2000

American Joint Committee on Cancer (AJCC)
TNM Staging System for Urethral Carcinoma (7th ed., 2010)

Primary Tumor (T) (Male and Female)

X Primary tumor cannot be assessed

T0 No evidence of primary tumor

Ta Noninvasive papillary, polypoid, or verrucous carcinoma

Tis Carcinoma in situ

T Tumor invades subepithelial connective tissue

T2 Tumor invades any of the following: corpus spongiosum,
le

umor Invs any of the following: corpus cavemosum,

beyond prostatic capsule, anterior vagina, bladder neck
T4 Tumor invades other adjacent organs
Regional Lymph Nodes (N)
NX Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1 Metastasis in a single lymph node 2 cm or less in greatest dimension
N2 Metastasis in a single node more than 2 cm in greatest dimension, or

SUMMARY STAGE
0 In situ: Nomnvasive, mtraepithelial
Carcmoma m situ, NOS
Nonanvasive papillary (transitional) cell carcmoma
Papillary non-infiltrating
Papillary transitional cell carcinoma, stated to be noninvasive

Papillary transitional cell carcinoma, with inferred description of nonimvasion

Sessile (flat) (solid) caremoma i situ
Transitional cell caremoma in situ

fewett Strong M
TNM/AJCC Ta

Jewett-Strong-Marsph
M/AJCC Ty

in multiple nodes 1 Localized only
Di: Met is (M) ANATOMIC STAGE/PROGNOSTIC GROUPS
M‘:’amNo ﬁ:g:l%(eu’susrs Stage Oa Ta NO MO km;:::::’:-;:{wd s
M1 Distant metasta: 55
= StageOis  Ts N0 MO e it bl
Tispu NO MO Extension through full thickness of bladder wall
Tispd NO MO Superficial nuscle—inner half
oS
Stage | m NO MO Submucosa
Lamina propria
Stage ! 20 W Sbepbeial conpsctve tsae
Stage Il 1T_:|2 m mg . ;}:m propria
T3 NO MO ]J.S(ngeA
BN MO Conace T D
Stage IV T4 N0 MO Localized NOS
T4 N1 MO
AyT N2 MO
AnyT AnyN M1 63
SITE-SPECIFIC FACTORS
e SSF1. WHO/ISUP Grade
e SSF2: Size of Metastasis in Lymph Node
e SSF3: Extranodal Extension
64
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Urothelial Cancers
Treatment

65

National
Comprehensive

NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®)

Bladder Cancer

Version 2.2014

NCCN.org

Ve 22014, 081 e B, nary ==

Source: http://NCCN.org
66
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PRINCIPLES OF SURGICAL MANAGEMENT

Transurethral Resection for Papillary Appearing Tumeor (likely non-muscle invasive)
+ Adequate resection with muscle in specimen
+ Early repeat TURBT (within six weeks) if

» Incomplete initial resection

» No muscle in original specimen for high-grade disease

» Large or multi-focal lesions

» Any T1 lesion

Transurethral Resection for Suspected or Known Carcinoma In Situ
+ Multiple ive and/or psi

+ Additional biopsy adjacent to papillary tumor

+ Consider prostate urethral biopsy

Transurethral Resection for Sessile or Invasive Appearing Tumor (likely muscle invasive)
+ Perform EUA

* Repeat TURBT if
» No muscle in specimen for high-grade disease
» Any T1 lesion
» First resection does not allow adequate staging/attribution of risk for treatment selection
» p T ion and idering tri-modality bladder preservation therapy

Segmental (Partial) Cystectomy

+ Reserved for solitary lesion in locati to T ion with

+ No carcinoma in situ as determined by random biopsies

+ Bilateral pelvic lymphadenectomy should be performed and include at a minimum common,
internal iliac, external iliac, and obturator nodes.

q 9

dical )
« Bilateral pelvic lymphadenectomy should be performed and include at a minimum common, internal
iliac, external iliac, and obturator nodes.

Source: http://NCCN.org

67
PRINCIPLES OF INTRAVESICAL TREATMENT
Based on p ility of recurrence and progression to muscle-invasive disease, such as size, number, and grade.
Immediate Intravesical Chemotherapy
+ Initiated within 24 hrs after resection
* Use after TUR lowers recurrence rate in Ta low-grade tumors
+ Treatment should not be given if extensive TURBT or if suspected bladder perforation
Induction Intravesical Chemotherapy
+ Initiated 3-4 wks after resection
« Maximum of 2 inductions without complete response
* Mai therapy is opti
Induction Intravesical Imnmunotherapy
« Initiated 3-4 wks after resection
+ Withhold if traumatic catheterization, bacteriuria, p 1t gross persi severe local symptoms, or systemic
symptoms
* Maximum of 2 inducti without pl p
+ Some data suggest benefit of main therapy
+ Dose reduction is encouraged if there are ial local 1s during mai therapy
APPROXIMATE PROBABILITY OF RECURRENCE AND PROGRESSION
Approximate Probability Approximate Probability of

Patholo of Recurrence in 5 years Progression to Muscle invasion

Ta, low grade 50% Minimal

Ta, high grade 60% Moderate

T1, low grade (rare) 50% Moderate

T1, high grade 50%-70% Moderate-High

Tis 50%-90% High

68
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Chemotherapy Regimens

Table 2. Combination Chemotherapy Regimens
Regimen Dosage
Gemcitabine/ | Gemcitabine” 1000 mg/m? on days 1,8, 150f a
Cisplatin™#71051 28-day cycle
u or 1000 mg/m? on days 1, 8 of a
21-day cycle
Cisplatin 70 mg/m? on day 2
Dose-Dense | Methotrexate 30 mg/m? on day 1 orday 2ofa
MVAC™® 14-day cycle
Vinblastine 3 mg/m? on day 1 or day 2
Doxorubicin 30 mg/m? on day 1 or day 2
Cisplatin 70 mg/m? on day 1
cMmy# Methotrexate 30 mg/m? on days 1, 8 of a 21-
day cycle
Vinblastine 4 mg/m? on days 1, 8
Cisplatin 100 mg/m? on day 2 before
hydration
Folinic acid 15 mg every 6 hours on days 2,
9 after hydration
*This dose should not be combined with radiation.

Source: http://NCCN.org
69

What’s New in Urothelial CA

@ Greater focus on getting urologists to work with medical
oncology to administer adjuvant chemo perioperatively for
muscle-invasive and non-invasive urothelial cancers.

@ Everolimus-based therapy, an mTOR inhibitor targeted
therapy, has been recently proven very effective and tumors
showing to be very sensitive to this tar%eted therapy when
specific mTOR mutations, E2419K and E2014K, are present.

@ Tumors (}) for ECCR1, a DNA repair protein that is negative
in about 75% of patients, would benefit from chemotherapy
(and in turn save the other 25% from getting chemo that
would not work and would make the patient very sick and
even harming patients that don’t need the added chemo that
will not work and delays cystectomy by 3 months).

70
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PROSTATE

71

Incidence / Mortality

—mortality rates

=—incidence rates
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Year of diagnosis/death

Prostate Cancer 1975-2008
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Risk Factors/Screening

B EEHE M@

=]

o

o

o

o

o

Increasing Age
Race/Ethnicity

Family History
Genetics

Obesity / Diet
Trichomonas Vaginalis

@ Screening

= DRE + PSA (not PSA alone)

Most common cancer in men (27% of all cancers)
2nd leading cause of cancer death in U.S. men

African-American men 2.5 x higher death rate others
Estimated new cases: 233,000; deaths: 29,480
Risk Factors:

S -, Prostate

73

Screening Recommendations

Definition

Suggestions for Practice

The USPSTF recommends the service. There is high
certainty that the net benefit is substantial

Offer or provide this service.

The USPSTF recommends the service. There is high
certainty that the net benefit is moderate or there is
moderate certainty that the net benefit is moderate to
substantial

Offer or provide this service.

The USPSTF recommends selectively offering or providing
this service to individual patients based on professional
judgment and patient preferences. There is at least
mederate certainty that the net benefit is small.

Offer or provide this service for selected patients
depending on individual circumstances.

The USPSTF recommends against the service. There is <
meoderate or high certainty that the service has no net
benefit or that the harms outweigh the benefits.

p—
Discourage the use of this service. >

=0 Q|00 B

Statement

The USPSTF concludes that the current evidence is
insufficient to assess the balance of benefits and harms of
the service. Evidence is lacking, of poor quality, or
conflicting, and the balance of benefits and harms cannot

Read the clinical considerations section of USPSTF
Recommendation Statement. If the service is offered,
patients should understand the uncertainty about the
balance of benefits and harms.

be determined.

Source: U.S. Preventive Services Task Force
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Anatomy

m The prostate is a gland
found ONLY in men

= Itis located in front of
the rectum and under
the bladder

m The size of a healthy
prostate gland is about
the size of a walnut

Source: http://www.abbottdiagnostics.com, U.S. National Cancer Institute
75

Anatomy

Seminal Vesicle=

(surface view) » Rase of

1 prostate

Source: SEER Training Website, www.training.seer.cancer.gov
76
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Anatomy

Lateral lobes

. \ Prostate
Anterior cansule
lobe : P

|
] Urethra
Median
lobe
Posterior
lobe Ejaculatory ducts

Source: SEER Training Website, www.training.seer.cancer.gov

77

Histology

99% Adenocarcinoma
= Code acinar as adenoca

1% Other
Neuroendocrine carcinoma
Small cell carcinoma

= Lymphoma

= Sarcoma

o

o

PIN III
= Do NOT abstract
= 30% men develop invasive CA
= Follow-up for 2 years

33n}Isu| J2dUR) [BUONEN :324NOS dTew|
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Multiple Primary and
Histology Coding Rules

Prostate (C61.9)

* Terms & Definitions

* Multiple Primary Rule
* Histology Coding Rule

)

-

=

N

79

Prostate - MPH Rules

Only ONE Prostate Cancer DX per patient lifetime

Acinar Carcinoma, Code to 8140 (Adenocarcinoma)

80
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Prostate Cancer Staging

Prostate Cancer Staging y """

81

Clinical / Pathologic

CLINICAL EXTENSION PATHOLOGIC EXTENSION

CS Ext - Clinical Stage @ SSF3 - Pathologic Stage
@ Prior to Prostatectomy @ Do not just copy CS Ext
Clinical Only !t @ PROSTATECTOMY !

o

= Bx for Elevated PSA

Pathologic Evaluation
» Clinically Inapparent

» Surgical Findings

= Clinically Apparent = Prostatectomy Specimen

@ Used to Develop a m Code 970 when No
Treatment Plan Prostatectomy Done

82
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Clinical: Why Important?

> Clinical Tla and T1b
= Incidentally detected during a TURP

> Clinical Tlc and T2
= PSA test positive — detects earlier stage

> Clinical T3

= DRE detects palpable disease sufficient to indicate
the tumor has penetrated thru the prostate capsule

83

Clinical Stage lllustrations

T2 (a,b,c) *
4 (a,b) i%' w

Material provided by Prostate Cancer Research Institute (PCRI) 84
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Clinical: Why Important?

= Clinical T4

» Indicates local invasion of a structure adjacent to the
prostate other than the seminal vesicle(s).

= T4a indicates a DRE exam with tumor invading the
bladder neck, external sphincter or rectum.

= T4b indicates clinical findings of invasion into the levator
muscle or a tumor that is fixed to the pelvis.

85

Digital Rectal Exam - DRE

Material provided by Prostate Cancer Research Institute (PCRI) 86
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Patterns for Needle Biopsy

Material provided by Prostate Cancer Research Institute (PCRI) 87

Pathologic Stage Criteria

Prostate

CS Site-Specific Factor 3
CS Extension - Pathologic Extension

Note 1: Include information from prostatectomy and autopsy in this field and not in CS Extension - Clinical Extension. Only use histologic
information from prostatectomy, including simple prostatectomy with negative margins, and autopsy in this field. Information from biopsy of
exitraprostatic sites is coded in CS Extension - Clinical Extension; information from needle core biopsy of prostate is coded in CS Site-
Specific Factor 14

Note 2: Code 970 if there is no prostatectomy performed within the first course of treatment.

Note 3: Limitinformation in this field to first course of treatment in the absence of disease progression

Note 4: AJCC considers "in situ carcinoma of prostate gland" an impossible diagnosis. Any case so coded is mapped to TX for AJCC
stage and in situ Summary Stage.

Note 5: When prostate cancer is an incidental finding during a prostatectomy for other reasons (for example, a cystoprostatectomy for
bladder cancer), use the appropriate code for the extent of disease found (for example, involvement in one lobe, both lobes, or more)
Note 6: When the apical margin, distal urethral margin, bladder base margin, or bladder neck margin is involved and there is no
extracapsular extension, use code 400.

Note 7: Involvement of the prostatic urethra does not alter the extension code.

Note 8: "Frozen pelvis” is a clinical term which means tumor extends to pelvic sidewall(s). In the absence of a more detailed statement of
involvement, assign this to code 600.

Note 9: For information regarding stage calculations, refer to CS Extension - Clinical Extension Note 6 and the special calculation extra
tables.

88
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NOT A PROSTECTO

00 None. dagurgery of pnmary site. autopsy ONLY
18 Local rumor degtruction or excision. NOS
19 Transurethral res

ll]mmwhmra in . urgicil events coded 18 or 19
10 Local rumor destruction, NS

14 Cryoprostatectomy (Cry

15 Laser ablacon

16 Hy

17 Other method of local rumor desory

[NOTE: Code Transurethral Microp >y (TUMT) as 16
Code High Intensity Focused UlzSs N 17

< pm:nt has ’bp«ted.h:owr. cancer
yrbination of 20-23WITH

24 Cryosurgery

25 Laser

26 Hypenthermia

[NOTE: Codes 24 to 26 above combine 20 Local rumer excision, NOS, 21 TURP. NOS, 22
mmcidental or 23 TURP suspected known cancer with 24 Cryosurgery, 25 Laser or 26 Hyper
Specimen sent to pathology from surzical events 20-26

NOT A PROSTECTO
8 Utkoownif surgery performed; dedkgentificats O!
Whea'NO PROSTECTOMY
SSF 3 MUST = 970

1/5/2015
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Prostatectomy Procedures

30
50

Subtotal, segmental, or simple prostatectomy, which may leave all or part of the capsule intact

Radical prosaatectomry, NOS: total prostatectomy, NOS
Excised prostate, prostatic capsale, ejacolatory docts, seminal vesicle(s) and may include a narrow
cuff of bladder meck

Prostatectomy WITH resection in contouity with other organs; pelvic exenteration

Surgeries coded 70 are any prostatectomy WITH resection in continmity with any other organs.

The other organs may be partially or fotally removed. Procedures may include, bot are not

limited fo, cystoprostatectomy, radical cystectomy, and prostatectomy.

[NOTE: In contimuity with or “en bloc™ maans that all of the tissues wers removed during the same
procedure, but not pecessarily in a single specimen] Da Finei prostatectomy woald be codad as any other
prostatectomy dependin® on the extent of the procedure codes 50 -80 per FORDS.

When PROSTECTOMY IS DONE

SSF 3 MUST NOT =970
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Pathologic Extension - SSF 3

021

OBSOLETE DATA CONVERTED V0200 ERROR ERROR ERROR
See code 210

Involves one half of one lobe or less.

ERROR

022

OBSOLETE DATA CONVERTED V0200 ERROR ERROR ERROR
See code 220

Involves more than one half of one lobe, but not both lobes

ERROR

023

OBSOLETE DATA CONVERTED V0200 ERROR ERROR ERROR
See code 230

Involves both lobes

030

ERROR

OBSOLETE DATA CONVERTED V0200 ERROR ERROR ERROR
See code 300

Localized, NOS

Confined to prostate, NOS
Intracapsular involvement only
Stage B, NOS

ERROR

031

OBSOLETE DATA REVIEWED AND CHANGED V0102 ERROR ERROR ERROR

Into prostatic apex/arising in prostatic apex, NOS
(See Site-Specific Factor 4)

ERROR

032

OBSOLETE DATA CONVERTED V0200 ERROR ERROR ERROR
See code 320

Invasion into (but not beyond) prostatic capsule

ERROR

033

OBSOLETE DATA REVIEWED AND CHANGED V0102 ERROR ERROR ERROR

Arising in prostatic apex
(See Site-Specific Factor 4)

ERROR
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Pathologic Extension - SSF 3

415 Extension to periprostatic tissue: T3a T3a RE RE
Extracapsular extension (beyond prostatic capsule), NOS
Through capsule, NOS
420 Unilateral extracapsular extension T3a T3a RE RE
430 Bilateral extracapsular extension T3a T3a RE RE
480 Extracapsular extension and specific margins involved (see Note 6) T3a T3a RE RE
482 Microscopic bladder neck involvement T3a T4 RE RE
483 Stated as pT3a with no other information on pathologic extension T3a T3a RE RE
485 Extension to seminal vesicle(s) T3b T3b RE RE
Stated as pT3b with no other information on pathologic extension
490 485 + 482 T3b T4 RE RE
Extension to seminal vesicle(s) plus microscopic bladder neck involvement
495 Stated as pT3 [NOS] with no other information on pathologic extension T3NOS T3NOS RE RE
500 Extension to or fixation to adjacent T4 T4 RE RE
structures other than seminal vesicles
Bladder, NOS
Fixation, NOS
Rectovesical (Denonvillier's) fascia
Rectum; external sphincter
510 Extraprostatic urethra (membranous urethra) T4 T4 RE RE
520 Levator muscle T4 T4 D RE
Skeletal muscle, NOS
Ureter
600 Extension to or fixation to pehic wall or peic bone T4 T4 D D
“Frozen peMis”, NOS (see Note 8)
93

AJCC TNM and $$2000

Table 1.
TNM Staging System For Prostate Cancer
Primary Tumer (T)

Clinical

™ Primary tumor cannot be assessed

T0 No evidence of primary tumor

T Clinically inapparent tumor neither palpable nor visible

by imaging

T1a  Tumer incidental histologic finding in 5% or less of
tissue resected

T1b  Tumor incidental histologic finding in more than 5%
of tissue resected

T1c  Tumor identified by needle biopsy (e.g., because of
elevated PSA)

T2 Tumor confined within prostate*
T2a  Tumor involves one-half of one lobe or less
T2b  Tumor involves more than one-half of one lobe but

not both lobes
T2¢  Tumor involves both lobes
T3 Tumor extends through the prostatic capsule™
T3a ion (unil or bilateral)
T3b  Tumor invades the seminal vesicle(s)
T4 Tumor is fixed or invades adjacent structures other

than seminal vesicles: bladder, levator muscles,
and/or pelvic wall
“Mote: Tumor found in one or both lobes by needle biopsy, but not palpable or reliably
visible by imaging, is classified as T1c

“**Note: Invasion into the prostatic apex or into (but not beyond) the woswi\: capsule is
not classified as T3, but as T2

Pathologic(pT)*
pT2 ‘Organ confined
PT2a Unilateral, involving one-half of one side or less
PT2b Unilateral, invelving more than one-half of one side but not
both sides
pT2c Bilateral disease
pT3 Extraprostatic extension
pT3a Extraprostatic extension or microscopic invasion of the
bladder neck™
PT3b  Seminal vesicle invasion
pT4 Invasion of bladder, rectum

*Mote: There is no pathologic T1 classification.
**Note: Positive surgical margin should be indicated by an R1 descriptor (residual
microscopic disease).

Regional Lymph Nodes (N)

Clinical

NX Regional lymph nodes were not assessed
NO No regional lymph node metastasis

N1 Metastasis in regional lymph node(s)
Pathologic

PNX Regional nodes not sampled

PNO No positive regional nodes

pN1 Metastases in regional nodes(s)

Distant Metastasis (M)
0 No distant metastasis
M1 Distant metastasis
M1a Non-regional lymph node(s)
M1b  Bone(s)

M1c  Other site(s) with or without bone disease
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AJCC TNM and SS2000

o &

ANATOMIC STAGE/PROGNOSTIC GROBRS

Group T N M
I Tia-c NO MO
T2a NO MO
T1-2a NO MO Gleason X
1A T1a-c NO Mo Gleason 7
Tia-¢ NO MO Gleason <6
T2a NO MO Gleason <7
T2b NO MO Gleason <7
T2b NO MO Gleason X
[1:] T2c NO MO Any Gleason
T1-2 NO MO Any Gleason
Ti1-2 NO Mo Gleason =8
1] T3a-b NO MO

v T4 NO MO

Any T N1 MO

AnyT  AnyN M1

*Note: When either PSA or Gleason is not availabTe, grouping should bEetermined by
T stage and/or either PSA or Gleason as available,

SUMDMARY STAGE

0 In situ: Nonmvasive, iiraepi|
1 Localized only

Clinically mapparent tu
Stage A
Tla, Tlb, Tle
Confined to the prostat
Involvement of one|
T2a

More than one lobe
T2b

Confined to the pre
T2,NOS

Arising in prostatic ape]
Extension to prostatic |

Invasion mto (but not by

Intracapsular involvems

2 Reglonal by direct extension only

Extension beyond prostate:

Bilateral extracapsular extension (T3a)
Bladder neck (T4)

Bladder, NOS (T4)

Extracapsular extension (beyond prostatic capsule), NOS
Fixation, NOS (T4) =

Levator muscles (T4)"*

Periprostatic extension, NOS (Stage C, NOS)
Periprostatic tissue (Stage C1)

Rectovesical (Denonvillier's) fascia (T4)

Rectuny, external sphuncter (T4)

Semnal vesicle(s) (Stage C2) (T3b)

Skeletal muscle, NOS (T4)"

Through capsule, NOS

Unalateral extracapsular extension (T3a)"

Ureter(s) (T4)™*"

Stage C, NOS

T3,NOS

T4, NOS

No extracapsular extension, but margins imvolved®”

3 Regional Ilymph node(s) involved only

REGIONAL Lymph Nodes (including contralateral or bilatey

Stage B nur.Exos |
Localized. NOS Internal g.lét]:‘rﬂfr;mt) NOs:
Pelvic, NOS
Soc NS
Lateral (laterosacral)
Middle (Gerota’s node)
95
SSF1 | PSA Lab Value NES YES
SSF2 | PSA Interpretation - NES
SSF3 | CS Extension - Pathologic Ext pIES) MES
SSF7 | Gleason Pattern - biopsy/ TURP - YES
SSF8 | Gleason Score - biopsy/ TURP YES YES
SSF9 Gleason Pattern - . YES
prostatecomy/autopsy
SSF10 | Gleason Score - prostatectomy /autopsy YES YES
SSF11 Gleason Tertiary - . YES
prostatectomy/autopsy
SSF12 | Number of Cores Positive - YES
SSF13 | Number of Cores Examined - NES
9%
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PSA Lab Value - SSF 1

Code Deseription
'OBSOLETE DATA CONVERTED V0200
000 ‘See code 998
Test not done (test was not ordered and was not performed)
oy 0.1 orless nanograms/miliiter (ngirm)
{Exact vaiue to nearest tenth of ngimi)
0.2-97 9 ng/ml
002979 {(Exact value to nearest tenth of ng/mi)
980 98.0 ng/ml or greater
OBSOLETE DATA CONVERTED V0200
081.987 See code
98.1-98 T ngiml

Not applicable: Information not collectsd for this case
983 (I this item is required by your standard setter, use of code 988 will result in an edit error )
{Cases with code 988 in CSv1 converted 1o code 380)

OBSOLETE DATA CONVERTED V0200

989 See code 980

989 ng/ml

'OBSOLETE DATA CONVERTED V0200
990 Data converted to code 950

99.0 or greater ng/mi
997 Test ordered, results not in chart
998 Test not done (test not ordered and not performed)
o Unknown or no information

Not documented in patient record

97
http://www.stjohnprovidence.org
98
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Gleason to Grade Conversion

Gleason Score Differentiation Grade
Gleason 2-6 Well Differentiated 1
Gleason 7 Moderately Differentiated 2
Gleason 8-10  |Poorly Differentiated 3

99

Prostate Cancer
Treatment

100
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Treatment Options
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Active Surveillance
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PRINCIPLES OF ACTIVE SURVEILLANCE AND OBSERVATION

* The NCCN Prostate Cancer Panel and the NCCN Prostate Cancer
Early Detection Panel (See NCCN Guidelines for Prostate Cancer

* Observation involves monitoring the course of disease with the
to deliver therapy for the development of

Early Detection) remain about i is and over-
treatment of prostate cancer. The panel recommends that patients are imminent.
and their (ie, medical

primary care consider active sur

or change in exam or PSA levels that suggest symptoms

« Patients with clinically localized prostate cancers who are

based on careful consideration of the patient’s prostate cancer risk
profile, age, and heaith.

* The 2014 NCCN Guidelines for Prostate Cancer distinguish between
active surveillance and observation. Both involve no more often
than every-6-month monitoring but active survelllance may involve
surveillance prostate biopsies. Evidence of progression will prompt

1 to p ly curative In active surveillance
p.-mtnls wh-uas i until d.\l.lﬂp or
are eminent (ie, PSA >100 ng/mL) in obs!rvatlon Patlunls who will
then begin palliative ADT.

+ Active surveillance is preferred for men with very-low-risk prostate
cancer and life 220y. 0 is p for men
with low-risk prostate cancer with life expectancy <10 y. See Risk
Group Criteria (PROS-2).

« Active surveillance involves actively monitoring the course of
disease with the expectation to intervene with curative intent if the
cancer progresses.

« Cancer progression may have occurred if:

» Gleason grade 4 or 5 cancer is found upon repeat prostate biopsy
» Prostate cancer is found in a greater number of prostate biopsies
or occupies a greater extent of prostate biopsy.

for and choose active surveillance
should have regular follow-up. Follow-up should be more rigorous
in younger men than in older men. Follow-up should include:

» PSA no more often than every 6 mo unless clinically indicated

» DRE no more often than every 12 mo unless clinically indicated

» Needle biopsy of the prostate should be repeated within 6 mo of
diagnosis if initial biopsy was <10 cores or assessment discordant
(eg. palpable tumor contralateral to side of positive biopsy)

» A repeat prostate biopsy should be considered if prostate exam
changes or PSA increases, but neither parameter is very reliable
for detecting prostate cancer progression.

» A repeat prostate biopsy should be considered as often as
annually to assess for disease progression, because PSA kinetics
may not be as reliable as monitoring parameters to determine
progression of disease.

» Repeat prostate biopsies are not indicated when life expectancy is
less than 10 y or appropriate when men are un observation.

» PSADT appears i for
disease that remains curable. Although mulu-paramemc MRI is
not recommended for routine use, it may be considered if PSA
rises and systematic prostate biopsy is negative to exclude the
presence of an anterior cancer.

103
Active Surveillance
PRINCIPLES OF ACTIVE SURVEILLANCE AND OBSERVATION
+ Advantages of active surveillance:
» Avoidance of possible side effects of definitive therapy that may
be unnecessary
» Quality of life/normal activities potentially less affected
» Risk of unnecessary treatment of small, indolent cancers reduced
+ Advantages of observation:
» Avoidance of possible side effects of unnecessary definitive
therapy and early initiation and/or continuous ADT
+ Disadvantages of active surveillance:
» Chance of missed opportunity for cure
» Risk of progression and/or metastases
» Subsequent treatment may be more complex with increased side
effects
» Nerve sparing may be more difficult, which may reduce chance of
potency preservation after surgery
» Increased anxiety
» Requires frequent medical exams and periodic biopsies, which
are not without complications
» Uncertain long-term natural history of prostate cancer
+ Disadvantages of observation:
» Risk of urinary retention or pathologic fracture without prior
symptoms or concerning PSA level
104
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Surgery
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PRINCIPLES OF SURGERY

Pelvic Lymph Node Dissection:

« An extended PLND will discover metastases approxlmzlely twice as often as a limited PLND. PLND pi more
staging and may cure some men with n an PLND is when PLND is performed.

« An extended PLND includes removal of all node-bearing tissue from an area bound by the external iliac vein anteriorly, the pelvic sidewall
Iaterally, the bladder wall medially, the floor of the pelvis posteriorly, Cooper's ligament distally, and the internal iliac artery proximally.

+ A PLND can be excluded in patients with <2% of nodal by some patients with lymph
node metastases will be missed.
+ PLND can be performed using an open, lap: pic, or robotic

Radical Prostatectomy:

«RP is an appropriate therapy for any patient with clinically localized prostate cancer ‘l‘l-‘ll can be completely QlGISGﬂ surgically, who has a life
expectancy of 210 years, and has no sefious that would cor an elective

* High-velume surgeons in high-volume centers provide better

+ Laparoscopic and robot-assisted RP are used commonly. In experienced hands, the results of these approaches appear comparable to open
surgical approaches.

+ Blood l0ss can be substantial with RP, but can be reduced by careful control of the dorsal vein complex and periprostatic vessels.

» Urinary inceontinence can be reduced by preservation of urethral length beyond the apex of the prostate and aveiding damage to the distal
sphincter mechanism. Bladder neck preservation may decrease the risk of incontinence. Anastomotic strictures increase the risk of long-
term incontinence.

* Recovery of erectile function is directly related to age at RP, preoperative erectile function, and the degree of preservation of the cavernous
nerves. Replacement of resected nerves with nerve grafts has not been shown to be beneficial. Early restoration of erections may improve
late recovery.

* Salvage RP is an option lor hlghly selected patients with local recurrence after EBRT, brachytherapy, or cryotherapy in the absence of

but the loss of erection, anastomotic stricture) is high and the operation should be performed by

surgeons who are experienced wnh salvage RP.
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Radiation Therapy
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PRINCIPLES OF RADIATION THERAPY

Primary External Beam Radiation Therapy

+ Highly conformal RT techniques should be used to treat prostate cancer.

+ Doses of 75.6 to 79.2 Gy in conventional fractions to the prostate (£ seminal vesicles for part of the therapy) are appropriate for patients with
low-risk cancers. For patients with intermediate- or high-risk disease, doses up to 81.0 Gy provide improved PSA-assessed disease control.

* Moderately hypofractionated image-guided IMRT regimens (2.4~ Gy per fraction over 4-6 weeks) have been tested in randomized trials
reporting similar efficacy and toxicity to conventionally fractionated IMRT. They can be considered as an alternative to conventionally
fmcnnnauu regimens when clinically indicated.

IMRT/SBRT (6.5 Gy per fraction or greater) are an emerging treatment modality with
smglt institutional and pooled uports of similar efficacy and toxicity to They can be asa
cautious to at clinics with JpPrupnau technology, physics, and clinical expertise.

« Patients with high-risk cancers are candidates for pelvic lymph node irradiation and the addition of necadjuvant/concomitant/adjuvant ADT
for atotal of 2 to 3 y (category 1).

« Patients with isk cancer may be for pelvic lymph node and 4- to 6-mo
ADT.

+ Patients with low-risk cancer should not receive pelvic lymph node irradiation or ADT.
* The of should be impi by attention to daily prostate localization, with techniques of IGRT using CT, ultrasound,
i fiducials, i oran balloon to improve oncologic cure rates and reduce side effects.

Primary/Salvage Brachytherapy
. Low-dose rate (LDR) as h is for patients with low-risk cancers and selected patients with low-volume
risk cancers. isk cancers may be treated by combining LDR brachytherapy with EBRT (40-50 Gy) * 4 to 6 mo
moad]uvnnﬂ:oncommmuau]uvam ADT. P.'mlms wnn high-risk cancers may be treated with a combination of EBRT (40-50 Gy) and LDR
yt2tody ADT.

. Pau-nts wnll a very large prostate or very small prus(aw symptoms of bladder outlet obstruction (high IPSS), or a previous transurethral
resection of the prostate are more difficult to implant and may suffer increased risk of side effects. Neoadjuvant ADT may be used to shrink
the prostate to an p size; however, toxicity would be expected from ADT and prostate size may not decline.

* Post-implant Y must be ps to the quality of the implant.

*The uoses for LDR are 145 Gy for lodine-125 and 125 Gy for Palladium-103. The corresponding boost
doses after 40 to 50 Gy EBRT are 110 Gy and 90 to 100 Gy, respectively.

* High-dose rate (HDR) brachytherapy can be used alone or in combination with EBRT (40-50 Gy) instead of LDR. Commonly used boost
regimens include 9.5 to 11.5 Gy x 2 fractions, 5.5 to 7.5 Gy X 3 fractions, and 4.0 10 6.0 Gy X 4 fractions. A commonly used regimen for HOR
treatment alone includes 13.5 Gy x 2 fractions.

+ Permanent LDR or temporary HDR brachytherapy can be used as for g EBRT or primary brachytherapy.
Radiation dose depends on the original primary external beam dose and ran: s\'rom 100 |o1|0 Gy for LDR and 9 to 12 Gy X 2 fractions for HD
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Androgen Deprivation
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PRINCIPLES OF ANDROGEN DEFRIVATION THERAPY

ADT for Clinically Localized Disease

+ Neoadjuvant ADT for RP is strongly discouraged outside of a clinical trial.

* ADT should not be used as monotherapy in clinically localized prostate cancer.

+ Giving ADT before, during, and/or after radiation prolongs survival in selected radiation-managed patients.

* Studies of short-t (4-6 mo) and long-ts (2=3y) ]l ADT all have used complete androgen blockade. Whether the addition of
an antiandrogen is necessary requires further study.

+ In the largest randomized trial to date using the antiandrogen bicalutamide alone at high dose (150 mg), there were indications of a delay in
recurrence of disease but no improvement in survival. Longer follow-up is needed.

«Inone trial, and use of ADT in men with positive nodes following RP resulted in significantly improved
overall survival compared to men who received delayed ADT. Therefore, such patients should be considered for immediate ADT.

* Many of the side effects of continuous ADT are cumulative over time on ADT.

ADT for Bi Failure Without

* The timing of ADT for patients whose only evidence of cancer is a rising PSA is influenced by PSA velocity, patient anxiety, the short- and
long-term side effects of ADT, and the underlying comorbidities of the patient.

+ Most patients will have a good 15-year prog bbut their prog is best app by the absolute level of PSA, the rate of change
in the PSA level (PSADT), and the initial stage, grade, and PSA level at the time of definitive therapy.

« Earlier ADT may be better than delayed ADT, although the definitions of early and late (what level of PSA) are controversial. Since the benefit
of early ADT is not clear, should be until defi studies are done. Patients with a shorter PSADT (or a rapid PSA
velocity) and an otherwise long life expectancy should be encouraged to consider ADT earlier.

+ Some patients are candidates for salvage after biechemical failure, which may include radiation after failed operation or RP or cryosurgery
after failed radiation.

+ Men with prolonged PSADTs (>12 mo) and who are older are candidates for observation.

+ Men who choose ADT should consider intermittent ADT. A phase 3 trial that compared intermittent to continuous ADT showed that
intermittent ADT was not inferior to continuous ADT with respect to survival, and quality of life was better for the intermittent ADT arm. The
7% increase in prostate cancer deaths in the ADT arm was by more prostate cancer deaths in the continuous ADT
arm. An unplanned subset analysis showed that men with Gleason sum £-10 prostate cancer in the continuous arm had a median overall
survival that was 14 mo longer (8 y) than those in the intermittent arm (6.8 y).
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What’s New in Prostate CA

@ Next-Generation Gene Sequencing - Estrogen Receptors
play role in signaling pathways signaling cancer cells to
grow. How? Estrogen Receptors hijack the androgen-
signaling pathway which causes androgen deprivation
therapies to fail. NEAT1 is over-expressed in both early
stage prostate and in androgen-resistant tumors and
may be a biomarker and/or prognostic marker in urine.

@ Chronic Inflammation Increases Prostate Cancer Risk as
part of a SWOG trial that examined inflammation levels
among participants based on prevalence of immune cells
in the men’s prostate tissue samples. Nearly 90% had
signs of high inflammation - nearly twice that of others.

Weill Cornell Medical College, NY and Cancer Epidemiology, Biomarkers & Prevention April 2014 ;¢
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What’s New in Prostate CA

Widespread adoption of
robot-assisted prostatectomy
effects treatment and costs
with a huge increase in
robot-assisted radical
prostatectomies in just 5

ears; growing from less
than 1% to more than 40%
annually. Men are more
likely to be offered RARP in
urban hospitals and from
high-volume surgeons with
up to a 40% increase in
surgical expenditures over
traditional prostatectomy.

BJU International” (2014; doi:10.1111/bju.12850)

Fig. 3 Trends in the medical expenditures and utilisation of RP in the USA,
2003-2010
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What’s New in Prostate CA

@ Opver Detection of Recurrence after Primary Treatment for
Prostate Cancer based on rising PSA poses concerns. PSA
recurrence can occur years before clinical metastasis and
untreated PSA-R would not progress to clinical metastasis
within patient’s lifetime - 30% over-detection.

@ Key Prostate Site-Specific Factor Data found to be internally
inconsistent with high levels of invalid or incorrect codes and
up to 50% unknown, missing, or otherwise not coded values.

= Pathologic Stage
= PSA Lab Value at Dx

= Gleason Primary and Secondary Pattern on Core Bx or TURP
= Count of Number of Cores Positive/Examined

AACR Clinical Cancer Research (2014; doi:10.1158/1078-0432.CCR-13-336 and Cancer Dec 1, 2014 1,
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Questions
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