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Anatomy of the Male Reproductive System <>
Risk Factors — Signs & Symptoms

Screening Guidelines, Diagnostic Workup, and Lab Tests

Biological Tumor Markers, Single and Multi-Gene Testing

Incidental Finding versus Diagnostic/Staging Procedure
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2022 NCCN Treatment Guidelines for Testis
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At a Glance
Estimated New Cases in 2021 248,530 5-Year
Relative Survival
% of All New Cancer Cases 13.1%

97.5%

Estimated Deaths in 2021 34,130 2011-2017
.
| nt rO d u Ct I O n to % of All Cancer Deaths 5.6%

Neoplasms of

the Prostate »
Cancer Statistics
M"‘“‘m’—v—’my_m#'

Year

RateofNewcCases W Death Rate

https://seer.cancer.gov/statfacts/html/prost.html 5

New Cases, Deaths and 5-Year Relative Survival

Introduction to

Rateof NewCases W Death Rate
Neop lasms of S N R
Rates are Age-Adjusted.

, Males.
Modeled trend lines were calculated from the underlying rates using the Joinpoint Trend Analysis Software.
. .
Cancer Statistics

0
1875 180 1088 1080 1005 2000 2008 2010 015 201
vear

5-Year Relative Survival

https://seer.cancer.gov/statfacts/html/prost.html 6
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Introduction to Neoplasms - Prostate

g

Figure 1. Trends in Age-adjusted Cancer Death Rates® by Site, Males, US, 1930-2019
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2022 ACS Cancer Facts & Figures /

Introduction to Neoplasms - Prostate
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The age distribution of men diagnosed with prostate cancer in the period 1998-2009
Clinical Epidemiology DOI: 10.2147/CLEP.S20625 8
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Risk Factors — Signs & Symptoms

Risk Factors
* Age —rare in men younger than 40, rapid increase in risk begins at age 50
* Age —most cases (60%) occur in men over age 65
* Race/Ethnicity — African American & Caribbean Men at increased risk
* Race/Ethnicity — Asian American & Hispanic Men at decreased risk
* Geography — Most Common in North American Northwestern Europe, Australia, Caribbean Islands
* Geography — Less Common in Asia, Africa, Central America, South America
* Geography — Screening accounts for at least some of the increased risk in developed countries
* Family History & Genetic Factors — BRCA1, BRCA2, Lynch Syndrome, HNPCC — 1%t degree relative
* Personal History — Prostatitis & STDs, Obesity & Diet
* Chemical Exposures — Agent Orange
* Signs & Symptoms
* Urinary Difficulties — urge, stream, flow, dribbling, frequent/excessive urination, urinary retention
* Urinary Difficulties — loss of bladder (or bowel) control (cancer pressing on spinal cord)
* Blood in Urine
* Erectile Dysfunction
* Bone Pain — hips, back, chest
* Weakness/Numbness in legs, feet

9
At a Glance
Estimated New Cases in 2021 9,470
Relative Survival
% of All New Cancer Cases 0.5%
94.9%
Introduction to
Neoplasms of 7
L]
the Testis i
M M é 3
Cancer Statistics
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Introduction to
Neoplasms of
the Testis
Cancer Statistics

New Cases, Deaths and 5-Year Relative Survival

Rete Per 100,000 Persors

1975 1280 125 1280 1805 2000 2005 2010 E

5 2018
Year

Rateof New Cases W Death Rate

New cases come from SEER 8, Deaths come from U.S. Mortality.
All Races, Males. Rates are Age-Adjusted.
Modeled trend lines were calculated from the underlying rates using the Joinpoint Trend Analysis Software.
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Introduction to Neoplasms - Testis

Nordic countries
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Introduction to Neoplasms - Testis

18
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Testicular Cancer: Diagnosis and Treatment - The American Academy of Family
Physicians, 2018 Feb 15;97(4):261-268 13

Testicular Cancer Infographics
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Risk Factors — Signs & Symptoms

Warning Signs of
Testicular Cancer

A

Lower
Back
-, “ Pain
x

» A Painless
Swelling or
Lumpin 1 or
Both Testicles

> Pain or Feeling
Heaviness
in the
Scrotum

S Dull or
Aching
\ Pain
{ <3 | in the
|

V | Groin

Some

o
)/#\. —_—
times
/}' J Swollen
. Breasts

.

Testicular cancer
risk factors include:

An undescended testicle (one that
does not move down from the abdomen
to the scrotum before birth).

Family history of testicular cancer.

Personal history of cancer in
one testicle.

HIV and AIDS.

Living in the U.S. and Europe (isk is
lowest among men in Africa and Asia).

Source: American Cancer Society

DESCENDED
TESTIS

@J

—_——

UNDESCENDED
TESTIS

. -

TESTIS, UNSPECIFIED

15
15
Risk Factors — Signs & Symptoms
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Age Distributions by Testis Cancer Type — British Journal of Cancer ISSN 1532-1827 16
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Risk Factors — Signs & Symptoms
Tumor Size — Don’t Wait Until Tumor is >10cm

Tumor Sizes

ssssssssssss

17
17
Risk Factors — Signs & Symptoms
Testicular Mesothelioma
Pleural
Mesothodoma Pericardial
Mesothelioma
80 - 90% (heart)
of all cases
Less than
| 1% of all cases
Peritoneal l‘unlca v‘a?mAa.Iu_;. >
Mesothelioma i : .
(abdomen) | ===
; . . | Testicul Mesothetioma
13‘;'1:2;/: {\ N 3/, ‘ ?Ae;%ct:;'i—omu
\ - ===ty .| (testis)
i l i ‘ Less th
1% of all
18
18
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Anatomy of the
Male
Reproductive
System

Male Reproductive System

19

19
Regional Anatomy of the Male Genital System
‘ 2\
Ejaculatory duct N \\
Urethra (prostatic) AR ‘.~.'-“\
Urinary bladder i B \
“;1,'1‘ Seminal
77
Ductus deferens )/ / Prostate gland
Erectile tissue Urethra (membranous)
of penis Rectum
Shaft of penis Bulbourethral gland
Spongy (penile) (
urethra | | AN
Glans penis \ Y Epididymis
Prepuce il Testis
‘ Scrotal sac
20
20
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Head of epididymis

Efferent ductules Cavity of tunica vaginalis

Body.ofepididymis Seminiferous tubules

Epididymis
Rete testis
Testicular artery
Straight

seminiferous

Testicular vein tubules

Parietal layer of
tunica vaginalis -
testis

Septa testis
Ductus deferens Tunica vaginalis

Tunica albuginea

of testis Visceral layer of tunica

vaginalis testis

KEN
HUB
® www.kenhub.com

https://www.kenhub.com/en/library/anatomy/the-testes 21

Tail of epididymis

21

Anatomy
of the
Testis

[T —rS

https://fineartamerica.com/featured/anatomy-of-male-testis-stocktrek-images.html

22

22
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Hydro

* A hydrocele is a collection
of peritoneal fluid between

the parietal and visceral
layers of the tunica
vaginalis, the investing
layer that directly
surrounds the testis and
spermatic cord

Anatomy of the Testis

celes

Normal Nonc

hydrocele
Abdominal

Testicle

Scrotum

ating  Cc

ating Hydrocele

of the cord

© Healthwise, Incorporated

hydrocele

f
7o) [
f

=/

https://elmwoodpediatrics.com/health-library/healthwise/?DOCHWID=z2m2443 23
23
INTERAONTOCAVAL
PRE-AORTIC
PARA-AONTIC
& | eft testicular
artery
Right testicular ———fm= i
artery internal ——
iliac artery INFERIOR MESENTERIC
Right inferior il
plgmearery T bl
artery
Deferential
Right cremasteric =g arteries s B GRS
artery artery EXTERNAL
Fic. 3. Topography of retroperitoneal nodes.
Sidhu PS. Clinical and imaging features of testicular torsion: role of ultrasound. Clin Radiol 1999;54:134-143 24
24
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Anatomy
of the
Prostate

Prostate

25

25

Anatomy of the Prostate

A Y -~
wi :\\” YL

AT
SN

BLADDER
VAS DEFEREMNS
SEMINAL VESICLES
PROSTATE
PROSTATE CAPSULE
EJACULATORY DUCT
SPHINCTER
BULBAR GLANDS
SPONGY BODY
URETHRA —

https://www.redjournal.org/article/S0360-3016(05)00298-1/pdf
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Anatomy of the Prostate

Prostate
zones

Seminal vesicle
Ampulla of vas deferens

_——Central zone

Anterior > Prostatic urethra
lob ) .
obe Peripheral zone
Median . T it |
loba ransiuonai zone
Posterior _ P Fibromuscular zone
lobe Ejaculatory Ost .
erlor
ducts
ht Penile urethra
Rig
SEER Training Modules and Wikipedia Prostate 27
27
° @
<4% 4-8%  >8% Interaortocaval I.n.
[% of all lymph node total: 17 (4.2%)
metastasis]
Paracaval I.n. Paraaortic |.n.
total: 14 (3.5%) total: 52 (12.8%)
Right common iliac I.n. Left common iliac I.n.
total: 23 (5.7%) total: 30 (7.4%)
Right internal iliac I.n. || Leftinternal iliac I.n.
total: 15 (3.7%) | total: 12 (3.0%)
Right external iliac I.n. Left external iliac L.n.
total: 38 (9.4%) total: 35 (8.6%)
Sacral I.n. Perivesical I.n.
total: 20 (4.9%) total: 1 (0.3%)
Right obturator I.n. Left obturator I.n.
total: 41 (10.1%) total: 30 (7.4%)
Right pararectal |.n. Other lymph nodes Left pararectal I.n.
total: 7 (1.7%) total: 63 (15.5%) total: 8 (2.0%)
28
28
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Regional Anatomy - Prostate

29

29

Diagnostic Workup — Prostate

m What To Look For & Document When Reviewing Prostate Cancer Cases
m Age of Patient - Life Expectancy Estimate

m  Cancer Screening History - DRE/PSA History
m  MRI Prostate - PIRADS
m  Suspected Cancer or Incidental Finding with BPH as Primary Diagnosis
m History & Physical Exam - Digital Rectal Exam, History of PSA Testing (Dates/Values), Exposures
m Biopsy - FNA, Core Biopsy, Sextant/Extended/Saturation, TRUS, MRI/TRUS, TURP
m  Any Suspected Capsular Invasion or Bone Metastasis
m Pathology Report(s) - Gleason Pattern & Score
m  CT Abdomen - nodal or other metastasis
m Risk Stratification References - Mention of Risk Group Used in TX Planning

m Treatment Preference - Sexual Function Issues

m__Genetic Testing - BRCA1, BRCA2, ATM, PALB2, CHEK2, MLH1, MSH2, MSH6, PMS2, HOXB:L330

30

15
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Screening Guidelines - Prostate

US Preventive Services Task Force (USPSTF), the American Cancer Society, the American
Academy of Family Physicians (AAFP), and the American College of Chest Physicians.

USPSTF Recommend Prostate Cancer Screening

Population | Recommendation Grade
Men aged For men aged 55 to 69 years, the decision to undergo periodic prostate-specific antigen (PSA)-based @
55to 69 screening for prostate cancer should be an individual one. Before deciding whether to be screened, men

years should have an opportunity to discuss the potential benefits and harms of screening with their clinician

and to incorporate their values and preferences in the decision. Screening offers a small potential benefit
of reducing the chance of death from prostate cancer in some men. However, many men will experience
potential harms of screening, including false-positive results that require additional testing and possible
prostate biopsy; overdiagnesis and overtreatment; and treatment complications, such as incontinence and
erectile dysfunction. In determining whether this service is appropriate in individual cases, patients and
clinicians should consider the balance of benefits and harms on the basis of family history, race/ethnicity,
comorbid medical conditions, patient values about the benefits and harms of screening and treatment-
specific outcomes, and other health needs. Clinicians should not screen men who do not express a
preference for screening.

Men 70 The USPSTF recommends against PSA-based screening for prostate cancer in men 70 vears and older. D
years and
older

31

Screening Guidelines - Prostate

US Preventive Services Task Force (USPSTF), the American Cancer Society, the American
Academy of Family Physicians (AAFP), and the American College of Chest Physicians.

ACS Recommend Prostate Cancer Screening

The American Cancer Society (ACS) recommends that men have a chance to make an
informed decision with their health care provider about whether to be screened for prostate

cancer. The decision should be made after getting information about the uncertainties, risks,_
and potential benefits of prostate cancer screening. Men should not be screened unless
they have received this information. The discussion about screening should take place at:

e Age 50 for men who are at average risk of prostate cancer and are expected to live at
least 10 more years.

* Age 45 for men at high risk of developing prostate cancer. This includes African
Americans and men who have a first-degree relative (father or brother) diagnosed with
prostate cancer at an early age (younger than age 65).

= Age 40 for men at even higher risk (those with more than one first-degree relative who
had prostate cancer at an early age).

After this discussion, men who want to be screened should get the prostate-specific antigen
(PSA) blood test. The digital rectal exam (DRE) may also be done as a part of screening. (See

Screening Tests for Prostate Cancer.)

32
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Incidental Finding versus Diagnostic/Staging Procedure

An Incidental Finding of Prostate Cancer is an ‘unexpected’ finding during a TURP procedure to treat BPH.
The patient is being seen for BPH not Prostate Cancer — There is no suspicion the patient even has prostate
cancer. His PSA is normal, the DRE is normal, and there is nothing on prostate ultrasound to indicate tumor.

Before the PSA test — many patients with BPH acquired a diagnosis of prostate cancer when they had their
TURP to treat BPH —incidental finding of cancer. Today because of PSA test — we see few incidental cancers

If a man has a TURP to treat his BPH without any suspicion of prostate cancer — but, a prostate cancer is found
— this is an incidental finding of prostate cancer — the TURP was not intended to confirm a diagnosis of cancer.

A Diagnostic/Staging TURP is performed following some indication/suspicion that the patient has cancer; an
elevated PSA, an abnormal DRE, and/or a prostate ultrasound shows what is suspected to be a cancer.

If a man has a TURP with suspicion of prostate cancer — the TURP is diagnostic and is intended to gather
information to confirm the presence of cancer and characterize the cancer — Confirmation of Cancer, Gleason

Pattern and Score, Assess Tumor Volume. It is confusing that TURP is coded as ‘treatment’ for prostate cancer

Most of the TURP procedures we see are classified as ‘treatment’ though they are not curative in nature

33
INITIAL PROSTATE CANCER DIAGNOSIS2P: WORKUP
« Perform physical exam
+ Perform digital rectal exam (DRE)
to confirm clinical stage
+ Perform and/or collect prostate-
specific antigen (PSA) and
calculate PSA density and PSA See Initial Risk
Clinically localized doubling time (PSADT) Stratification and Staging
prostate cancer (Any T, + Obtain and review diagnostic " |Workup for Clinicall
N0, M0 or Any T, NX, MX) prostate biopsies ~torkup for Linicaly.
+ Estimate life expectancy (See Localized Disease (PROS-2
Principles of Life Expectancy
Estimation [PROS-A])
¢ Inquire about known high-risk
germline mutations®
+ Obtain family history®
See Regional Prostate Cancer
+ Perform physical exam PROS-8
Regional prostate + Perform DRE to confirm clinical stage
cancer (Any T, N1, M0) « Perform and/or collect PSA and
calculate PSADT
« Estimate life expectancy (See
Metastatic prostate Principles of Life Expectancy See Metastatic Prostate Cancer
cancer (Any T, Any N, M1) ————————————* | Estimation [PROS-A]] (PROS-12)
+ Inquire about known high-risk
germline mutations®
+ Obtain family history®
34
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Diagnostic Workup and Lab Tests - PIRADS v2-1

Sector Map
PI-RADS’
Prostate Imaging - Reporting
and Data System
209 | RN A
Version 2.1
1l
|
N |
Pz
cz
%
s ~
\ / i
@ RdMeTa%h \ S
: /
V4
R~ ESUR - AMIETeEn 1018 FRAGHIT
35
PI-RADS™ vz 1 assessment uses a 5-point scale based on the likelihood (probability) that a combination
of mpMRI findings on T2W, DWI, and DCE correlates with the presence of a clinically significant cancer
PI_RADS® for each lesion in the prostate gland.
Prostate Imaging —Reporting PI-RADS™ vz 1 Assessment Categories
and Data System
PIRADS 1 —Very low (clinically significant cancer is highly unlikely to be present)
Voi‘z?) i PIRADS 2 — Low (dinically significant cancer is unlikely to be present)
PIRADS 3 - Intermediate (the presence of clinically significant cancer is eguivocal)
PIRADS 5— High (clinically significant cancer is likely to be present)
PIRADS 5 — Very high (clinically significant cancer is highly likely to be present)
Appendix E1 - 2021 SEER Program Coding and Staging Manual
Prostate cancer cases with an PI-RADS category 4 or 5 Report based on
the American College of Radiology Prostate Imaging Reporting and Data
System (PI-RADS) definitions are reportable as malignant cancers.
ACR s ystem (PI-RADS) P g
OGY =
NOTE: PI-RADS categories 4 (high-clinically significant cancer is likely to
be present) and 5 (very high-clinically significant cancer is highly likely to
be present) are reportable, unless there is information to the contrary.
36
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Diagnostic Workup and Lab Tests — DRE

DRE — Digital Rectal Exam
It is ALWAYS done!!

© Harriet Greenfield

37
Diagnostic Workup and Lab Tests — PSA
PSA — It is ALWAYS done!!
oI
S |

*y R

sl 9
38
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Diagnostic Workup and Lab Tests — PSA

A PSA test measures the amount of PSA molecules
in a patient’s blood
PSA level
I | RAISED
9 for all men to have A raised PSA level can be
in their blood. a sign of prostate cancer, BUT...
PROSTATE
GLAND r . i
Releases o It can be raised for lots of other reasons including...
PS‘A :golgfulgs
into the bloo
A\ } A urinary or Recent
urinary tract {é?@ vigorous
H infection (UTI) ' exercise
KIDNEYS Prostate stimulation, Other prostate
((')) recent ejaculation «Y»  problems, such as
or anal sex an enlarged prostate
L4

Most men without prostate cancer have PSA levels under 4 ng/mL of blood.
A PSA below 4 is not a guarantee that a man doesn’t have cancer.
About 15% of men with a PSA below 4 will have prostate cancer if a biopsy is done.

Men with a PSA between 4 and 10 (borderline) have about a 1 in 4 chance of having prostate cancer.

If the PSA is more than 10, the chance of having prostate cancer is over 50%.

39

Diagnostic Workup and Lab Tests — NEW Tests

New Screening and Evaluation Tests & Markers

The Prostate Health Index (PHI), which combines the results of total PSA, free PSA, and proPSA
to help determine how likely it is that a man has prostate cancer that might need treatment

The 4Kscore test, which combines the results of total PSA, free PSA, intact PSA, and human
kallikrein 2 (hK2), along with some other factors, to help determine how likely a man is to have
prostate cancer that might need treatment

Tests (such as Progensa) that look at the level of prostate cancer antigen 3 (PCA3) in the urine
after a digital rectal exam (DRE). The DRE pushes some of the prostate cells into the urine. The
higher the level, the more likely that prostate cancer is present.

Tests that look for an abnormal gene change called TMPRSS2:ERG in prostate cells in urine
collected after a DRE. This gene change is found in some prostate cancers, but it is rarely found in
the cells of men without prostate cancer.

ExoDx Prostate (IntelliScore), or EPI, a test that looks at levels of 3 biomarkers in a urine sample
to help determine a man'’s risk of having aggressive (high-grade) prostate cancer.

ConfirmMDx, which is a test that looks at certain genes in the cells from a prostate biopsy sample.

40
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Diagnostic Workup and Lab Tests — Imaging

* TRUS — Trans Rectal Ultrasound Guided Biopsy — black and white standard ultrasound image
* Color Doppler Ultrasound — color images examines blood vessels, normal tissue, solid tumor
* MRI/TRUS Fusion-Guided Biopsy — combines MRI & TRUS in color images to target the biopsy

41
Diagnostic Workup and Lab Tests — Needle Biopsy
k Bladder Q
$& o o®
ofilo T
Mid 8 g) ¢ P 8:)0
ollog ot
¥
O'O 2 Peripheral
© Sextantbiopsy Q) Extended biopsy ) Saturation biopsy 42
42
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Diagnostic Workup and Lab Tests — FNA/Gleason

Gleason

Pattern & Score
It ALWAYS Done

43

Diagnostic Workup and Lab Tests — Tumor Volume

Number of Cores Positive/Examined

B

44
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Diagnostic Workup and Lab Tests — Risk Group

Gleason Pattern/Score & Risk Group

Risk Group* Grade Group Gleason Score
Gleason Score | Grade Group Characteristics Low/Very Low Grade Group 1  |Gleason Score < 6
» Yash ugiiasae Intermediate Grade Group 2 |Gleason Score 7 (3 + 4)
6 Grade Group 1 =W Vaty = oW growinia (Favorable/Unfavorable) |Grade Group 3 |Gleason Score 7 (4 + 3)
*  Lowrisk High/Very High Grade Group 4 |Gleason Score 8
« slightly agaressive Grade Group 5 |Gleason Score 9-10
3+4=7 Grade Group 2 + Slow growing . . .
+ Low to Intermediate risk Table 1: Risk of PSA Relapse 5 Years Following Radical
Prostatectomy, Based on Various Biopsy Gleason Scores.
* Moderately aggressive
4+3=7 Grade Group3 | * Fastgrowing Group1 Gleason Score 6 5%
* Intermediate to High risk
Group 2 Gleason Score 3+4=7 17%
Group 3 Gleason Score 4+3=7 35%
Group 4 Gleason Score 4+4=8 3%
Group 5 Gleason Score 9-10 76%

Diagnostic Workup and Lab Tests — Risk Group

Risk Stratification & Treatment Planning

PRINCIPLES OF RISK STRATIFICATION

Table 1. Initial Risk Stratification for Clini ized Disease
Category Tool Predicti P i int Trained For
NCCN No —ves BCR"
Clinical STAR-CAP! No Yes PCSM
CAPRA® No Yes BCR
mskcc? No Yes BCR and PCSM
Imaging MRI No Yes -
PET No Yes
Decipher Nn\ Yes
Gene Expression Testing Prolaris No Yes Time to B%?aasgg‘élrgaenaﬁlealh from
Oncotype DX Prostate No Yes Adverse pathology
Germline Testing BRCA2 No Yes -
*Very-low, low, favorable-intermedi. unfavorable-intermediate, high, very-high, and regional prostate cancer.

‘ Table 2. Tumer-Based Molecular Assays Can be Considered in Patients with Life Expectancy 210y as follows:

Favorable Unfavorable

Very low risk Low risk intermediate risk | intermediate risk

High risk | Very high risk

Decipher No Yes Yes Yes Yes No
Prolaris No Yes Yes Yes Yes No
Oncotype DX Prostate No Yes Yes No No No
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Diagnostic Workup and Lab Tests — Risk Group

Risk Stratification & Treatment Planning

INITIAL RISK STRATIFICATION AND STAGING WORKUP FOR CLINICALLY LOCALIZED DISEASE®

. ClinicaliPathologic Features . .
Risk Group See Sta ing STA Additional Evaluation®" Initial Therapy
Has all of the following
- cTic
- Grade Group 1
Verylow® |+ PSA <10 ng/mL « Consider confirmatory prostate biopsy + mpMRI if not performed prior to | See PROS-2
« Fewar than 3 prostate hiopsy fragments/cores positive, <50% biopsy to establish candidacy for active surveilance
cancer in each fragmenticore
« PSA density <0.15 ng/mLig
Has all of the following but does not qualify for very low risk:
Low® . gg;ﬂéﬁ‘m 1 + Consider confirmatory prostate biopsy + mpMRI if not performed prior to | Se& PROS-4
< PSA 10 ngimL biopsy {o establish candidacy for active surveillance
Has all of the following:
Has all of the following: - 1IRF Consider confirmato i
" . . ry prostate biopsy = mpMRIif net performed prior to
. ’;‘0 T\Qh'ﬂSk group E;;[;‘E'Em : ir‘asf‘%g:s r!u?;sz biopsy for those considering active surveillance See PROS-5
eatures S0% ¢
+ No very-figh-isk positive (eg, <6 of 12
.| group features cores)
Intermediate® | . Has one or more Has one or more of the
intermediate risk following:
3 «2or3IRFs i
:ﬁgmgﬁ Unfavorable | . Grade Group 3 Bone and soft tissue imaging'! N
» Grade Group 2 or 3 intermediate | 50% biopsy cores « If regional or distant metastases are found, see PROS-8 or PROS-12 =
» PSA 10-20 ng/mL POSIive (eg, = 6 of 12
cores)
Has no very-high-risk features and has exactly one high-risk feature i
+cT3aOR Bone and soft tissue imaging - _
High « Grade Group 4 or Grade Group 5 OR + If regional or distant metastases are found, see PROS-8 or PROS-12 See PROS-T
+ PSA =20 ng/mL
Has at least one of the following:
* CT3b-cT4 Bone and soft tissue imaging'!
. ging N S
Very high ggﬁ’g%ﬁiﬁ?ﬂ‘egaﬁ? 5 « If regional or distant metastases are found, see PROS-8 or PROS-12 Ses PROS-T
« =4 cores with Grade Group 4 or 5

47

Diagnostic Workup and Lab Tests — Risk Group

Risk Stratification & Treatment Planning

VERY-LOW-RISK GROUP
EXPECTED INITIAL THERAPY ADJUVANT THERAPY
PATIENT
SURVIVAL¥
Active surveillance (preferred)™
+ Consider confirmatol rostate biopsy with or without mpMRI to establish candidac; " :
for active siur\.reillzimr:rg“p Py : Y Eroglre.slmlv;d'l(sgase_”f_ i
+ PSA no more often than every 8 mo unless clinically indicated W
+ DRE no more often than every 12 mo unless clinically indicated mﬁase
+ Repeat prostate biopsy no more often than every 12 mo unless clinically indicated Wsz‘t—
« Repeat mpMRI no more often than every 12 mo unless clinically indicated [EROS-2)
>20y EBRT® or brachytherapy®
Adverse feature(s):"*
EBRT® + ADT'
or - -
o ; ; : See Monitoring for Initial
- Monitoring, with consideration of early RT for a aee Monitoring for nitial
Radical prostatectomy (RP)P detectable and rising PSA or PSA >0.1 ng/mL (See Definitive Therapy (PROS-9
PROS-9
No adverse features
Active surveillance™ . N u
+ Consider confirmatory prostate biopsy with or without mpMRI to establish candidacy Progrgs_s|veld|sease
for active surveillance” See Initial Risk .
10-20 y! ——|+ PSA no more often than every 6 mo unless clinically indicated Stratification and Stagin
« DRE no more often than every 12 mo unless clinically indicated Workup for Clinicall
« Repeat prostate biopsy no more often than every 12 mo unless clinically indicated Localized Disease (PROS-2
» Repeat mpMRI no more often than every 12 mo unless clinically indicated
<10 y®8 ——— Observationd See Monitoring (PROS-9;

48
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Diagnostic Workup and Lab Tests — Risk Group

Risk Stratification & Treatment Planning

FAVORABLE INTERMEDIATE-RISK GROUP

EXPECTED INITIAL THERAPY ADJUVANT THERAPY
:ﬁEER{LLk Active surveillance™
+ Consider confirmatory prostate biopsy with or without mpMRI and with or without .
lecular tumor analysis” to candidacy for active surveillance” P_rogresslve
+ PSA no more often than every 6 mo unless clinically indicated disease"
See Initial Risk_

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

+ Repeat prostate biopsy no more often than every 12 mo unless clinically indicated™ Stratification and

« Repeat mpMRI no more often than every 12 mo unless clinically indicated Staging Workup for
Clinically Localized

Disease (PROS-2)

EBRT® or brachytherapy®
»10 Adverse feature(s) and no lymph node
y metastases:"s o
EBRT® + ADT! Und ble PSA |See Monitoring for
or after RP or PSA Initial Definitive
Monitoring, with consideration of early nadir* after RT Therapy (PROS-9
RT for a detectable and rising PSA or PSA
>0.1 ng/mL (See PROS-9 See Radical
P i Prostatectomy
RPP £ P.ITND if predicted No adverse features or lymph node PSA Persistence/
probability of lymph node
Y metastases Recurrence
metastasis 22% PROS-10
Lyn_l\_Ph node metastasis:22 PSA persistence/
DT'bb (category 1) + EBRT® (category recurrenceY-
or See Radiation
Monitoring, with consideration of early Therapy
treatment for a detectable and rising PSA Recurrence
or PSA >0.1 ng/mL (See PROS-9) PROS-11
EBRT® or brachytherapy ©
5-10
y9< . See Monitoring
Observation (preferred)d (PROS-9)
49
UNFAVORABLE INTERMEDIATE-RISK GROUP
EXPECTED INITIAL THERAPY ADJUVANT THERAPY
PATIENT
SURVIVAL¥
Adverse feature(s) and no lymph node metastases:"S|
EBRTC £+ ADT!
or itori
Monitoring, with consideration of early RT for a :fter RP or PSF;\SA IaT:aTB;;EﬁT:R%for
detectable and rising PSA or PSA >0.1 ng/mL (See nadir® after RT Therapy (PROS-9
RPP + PLND if predicted PROS-9
probability of lymph No adverse features or lymph node metastases—» See Radical
node metastasis 22% Prostatectomy
PSA Persistence/
Lymph node metastasis:2? Recurrence
10y ADTP v 1) + EBRT® y 2B) PROS-10)
10y or
Monitoring, with consideration of early treatment for PSA persistence/
ggstgcgtable and rising PSA or PSA >0.1 ng/mL (See recurrence¥:?
EBRT®+ ADT! (4-6 mo) | 3oe Radiation
0 4 + t Recurrence
EBRT brachytherapy?®  ADT® (4-6 mc)l PROS-11
5-10ye
A See Monitoring
Observation PROS-9
50
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Diagnostic Workup and Lab Tests — Risk Group

Risk Stratification & Treatment Planning

HIGH- OR VERY-HIGH-RISK GROUP

EXPECTED
PATIENT
SURVIVALK

>5yor
symptomaticc®

RPP + PLND®®

INITIAL THERAPY
EBRT® + ADT! (1.5-3 y; category 1)

ADJUVANT THERAPY

or

EBRT® + brachytherapy® + ADT! (1-3 y; category 1 for ADT)
or

EBRT®+ ADT'(2 y) + docetaxel for 6 cycles (for very-high-risk only)
or

EBRT® + ADT! (2 y) + abirateronedd (for very-high-risk only)

—|

Adverse feature(s) and no lymph node metastases:*-s

EBRT® ADT!
or
Monitoring, with consideration of early RT for

PROS-9)

detectable and rising PSA or PSA >0.1 ngimL (See

See Monitoring
for Initial
— | Definitive
Therapy

(PROS-9)

Undetectable
PSA after RP

or PSA nadir*
after RT

See Radical
Prostatectomy
PSA
Persistence/
Recurrence

PROS-10)

No adverse features or lymph node

Lymph node metastasis:3@

ADTLDD (category 1) + EBRT® (category 2B)
or

Monitoring, with consideration of early
treatment for detectable and rising PSA or
PSA >0.1 ng/mL_(See PROS-9

PSA persi !
recurrenceY?

See Radiation
Therapy
Recurrence

PROS-11)

| Observationd

<6y and or ff
asymptomatic gIP i
EBRTOM

Best supportive care

+ See Monitorin:

PROS-9'

51
Risk Stratification & Treatment Planning
REGIONAL RISK GROUP (ANY T, N1, M0)
EXPECTED INITIAL THERAPY ADJUVANT THERAPY
PATIENT
SURVIVALK
t padetectable See Monitorin
EBRT® + ADT" (preferred)| PSA after RP or
or PSA nadir® PROS-9
EBRT® + ADT! + after RT
abirateronedd.9g
ADT! £ abiraterone?d.99
Adverse feature(s) and no lymph node metastases:"*
>5yor
symptomatic EBRT® £ ADT'
or oo . See Radical
Monitoring, with consideration of early RT for a detectable Prostatectomy
and rising PSA or PSA >0.1 ng/mL (See PROS-9) PSA Persistence/
Recurrence
RPP + PLND No adverse features or lymph node metastases PROS-10;
Lymph node metastases:@ PSA ist ,
ADT" bb (category 1) + EBRT® (category 2B) pliachind i
Manltorlng with consideration of early treatment for a
detectable and rising PSA or PSA >0.1 ng/mL (See PROS-9) See Radiation
Therapy
Ob iand Recurrence
<5yand servation (PROS-11)
asymptomatic —* ADT‘ - » Bestsupportive care
52
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Histologic Tumor Classification
Prostate

Almost all prostate (gland) cancers are adenocarcinomas (cancers that develop from glandular cells).
¢ The glandular cells may be described as ‘ductal’ or ‘glandular’ or ‘acinar’ — all are glandular cancers.

* Acinar Adenocarcinoma accounts for about 90% of all adenocarcinomas of the prostate.

¢ Ductal Adenocarcinoma accounts for about 10% of all adenocarcinomas of the prostate.

¢ Both Acinar and Ductal Adenocarcinoma are coded ‘Adenocarcinoma, NOS — 8140/3’
Non-invasive prostate cancers (PIN Ill, DCIS, and adenocarcinoma in-situ) are ‘not reportable’ cancers.

« Other types of prostate cancer are rare. Tumors of other types must be 100% the ‘other’ type.
« If a pathology report reads ‘adenocarcinoma with xyz features’ — code 8140/3 (adenocarcinoma)

¢ Other types of prostate include:
* Small cell carcinoma
¢ Neuroendocrine tumors (other than small cell carcinomas)
« Transitional cell carcinoma (usually of the prostatic urethra)
¢ Sarcoma

Autopsy Studies have shown that most older men who died of a cause other than prostate cancer actually
have some evidence of prostate cancer when they died. These are “incidental finding of cancer at time of

autopsy”. We used to see these a lot more before annual PSA screening began in the mid-1990s. 53

53

Screening Guidelines, Diagnostic Workup, and Lab Tests
Testis

Head of epididymis

Efferent ductules MA P——" Cavity of tunica vaginalis

Body of epididymis Seminiferous tubules

Epididymis e
4 >’. e Rete testis
Testicular artery ,)/
%} Straight
seminiferous
Testicular vein tubules

_
,)7 /e
Parietal layer of M
tunica vaginalis - '} 3 Septa testis
testis b
f

Ductus deferens Tunica vaginalis
Tunica albuginea "1

of testis Sy . Visceral layer of tunica

vaginalis testis

Tail of epididymis

54
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Diagnostic Workup

m  What To Look For & Document When Reviewing Testicular Cancer Cases

m Patient Age
m Testicular Self Examination

m Physical Exam - Size of Tumor

m Testicular Ultrasound to Assess Primary Tumor

m Lab Tests/Tumor Markers - AFP, Beta hCG, LDH

m  PET/CT - retroperitoneal, pelvic, abdominal, other nodes
m  Tumor Burden/Tumor Volume
m Pathology Report(s) - Resection of Primary and Nodal Status
m Pathology Report(s) - Tumor Classification (Seminoma/Non-Seminoma/Germ Cell Subtypes)
m  Genetic Abnormalities - PLAP, NANOG, SOX2, REX1

*
55
55
ﬂow TO PERFORM A SELF-TEST FOR
TESTICULAR CANCER:
V) JUST FOLLOW THESE SIMPLE STEPS:
i Check one
il § testicle at a time.
e Testicular \
Testicular 8 o ' YR )
Self-Exam Awareness I 1.~ /\\ ' [/ ;
Foundation (¢ ;[Q/_ + B A . Hold the testicle
— i i N\ -, “E between your thumbs
irershe b ficdy ol o S ) and fingers of both
use slight pressu s o8
1 . i hands and roll it
cup one testicle at a gently between your fingers.
e i bath i 2 1. Perform the test during or after a bath or hot
best performed during or .
after a warm bath or shower shower, when the skin of the scrotum is relaxed. . If you notice any
2. Hold the penis so it's not in the way and check of these symptoms...
Jeel for tumps, change in ) * hard lumps
lizeurln'e‘gfllnrlllef one testicle at a time.
. Nk ek * smooth o rounded bumps
familiarize yourself with the . S R D Oy e & ok s g, l.tnnsimnm:y
‘spermatic cord & epididymis 4. smooth d bumps, ing, or ..see a urologist right away.
tube like structures that connect \ ol
on the back side of each testicle d\ﬂn”s in the size' sham‘ or mm of the
56
56
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Diagnostic Workup — Testicular Ultrasound

Trans Left Testicle Hid

57

57
Lab Tests — Tumor Markers - Genetics

* Tumor Markers — Pre-Orchiectomy Only
* Beta-hCG (HCG) — human chorionic gonadotropin — a serum protein
* AFP - alpha-fetoprotein —a serum protein
* LDH - lactate dehydrogenase — an enzyme — assess tumor burden & metastasis

* HCG/AFP/LDH as Markers to Monitor and Evaluate Treatment &

Recurrence/Progression
* Seminoma - HCG
* Non-Seminoma - AFP
* Embryonal Carcinoma — HCG and AFP GERM CELL
* Choriocarcinoma — HCG TS Ao T — ‘| --------- HOM-SEMINOMA
 Teratoma — neither HCG or AFP FRes b }
* Yolk Sac Carcinoma/Tumor — AFP CHOR'E”_CH‘(\;C‘NOW‘ LK EAC E:"FE;RIE_mLG TERATOMA
* Miscellaneous Germ Cell Tumors - LDH [ I
 TERATOCARGINOMA

+ Genetic Markers AT pRee

* PLAP
: .+ NANOG
* SOX2 o
* REX1
58
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Diagnostic Workup — Retroperitoneal Nodes

59

59
DX & Staging — Retroperitoneal Nodes
Risk Stratification by IGCCCG
https://cancerimagingjournal.biomedcentral.com/articles/10.1186/s40644-019-0217-5 60
60

30



2/13/2022

IGCCG Prognostic Groups for Testicular Cancer

Good Prognosis
Nonseminoma:

*  Testis/retroperitoneal primary, and

+  No nonpulmonary visceral metastases, and
+ Good markers—all of:

https://eortc.shinyapps.io/IGCCCG-Update/

Poor Prognosis
Nonseminoma:
+  Mediastinal primary, or

o Alpha—fetoarolein (AFP) less than 1,000 ng/mL, and +  Nonpulmenary visceral metastases, or
o Human chorionic gonadotropin (hCG) less than 5,000 IU/mL (1,000 ng/mL), and *  For markers-any of:
o Lactate dehydrogenase (LDH) less than 1.5 x the upper limit of normal o AFP more than 10,000 ng/mL, or

56%—61% of ngnseminomas

5-year progression-free survival (PFS) is 89%; S-year survival is 92%-94%. o

Seminoma:

*  Any primary site, and

+  No ngnpulmonary visceral metastases, and
* Normal AFP, any hCG, any LDH

90% of seminomas

S-year PFS is 82%; S-year survival is 86%.

o hCG more than 50,000 IU/mL (10,000 ng/mL), or

LDH mare than 10 x the upper limit of normal
16%—26% of ngnseminomas
5-year PFS is 41%; 5-year survival is 71%.

Seminoma:
*  No patients are classified as poor prognaosis

Intermediate Prognosis

Nonseminoma:

¢ Testis/retroperitoneal primary, and

¢  No nonpulmonary visceral metastases, and

® Intermediate markers—any of:
o AFP 1,000 ng/mL or more and 10,000 ng/mL or less, or
o hCG 5,000 IU/L or more and 50,000 1U/L or less, or
o LDH 1.5 or more x N* and less than 10 x N

13%—28% of nonseminomas

5-year PFS is 75%; 5-year survival is 80%—83%.

Seminoma:

*  Any primary site, and

¢ Nonpulmonary visceral metastases, and
e Normal AFP, any hCG, any LDH

10% of seminomas

S-year PFS is 67%; 5-year survival is 72%.

W Presence of lung metastases

site of primary:

Pre-chemo AFP level (ng/mL or pg/|
Pre-chemo HCG level (mIUfmL or 1)
Pre-chemo LDH level:

LDH Upper Limit of Normal (ULN):

Run calculator

61

Diagnostic Workup — Node & Distant Spread

liver

lung

mbar (Para-aortic)
lymph nodes

Common iliac

lymph nodes
€ Testicular artery
Internal iliac External iliac
lymph nodes lymph nodes
&
[}
J
(1}
L]
,°€— Deep inguinal
'E E lymph nodes

Superficial inguinal
lymph nodes

Cistorna chyl (chylo cistorn)
s _-Abdominal aorta

> Left renal arter
= oy

—> From tasts
From scrotm

Lot tosticular artery

__~ Extemai ac artery

_—Perineal branch of intemal
anery

— Superficialinguinal
lymph node

[ Cremasteric artery (branch
ot nfonor epigastnc artery)

"~ Femoral artery

"~ Exteral pudendal
branch of femoral artery

Antenor scrotal arteries
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Histologic Tumor Classification - Testis

* Germ Cell Tumors — 90%
* Pure Seminoma (50% of Germ Cell Tumors)
* Non-Seminoma (more aggressive — many subtypes/often mixed — rarely a ‘pure’ single subtype)
*  Mixed Germ Cell Tumors (has both seminoma and non-seminoma elements)
* Stromal Tumors — 5%
* Leydig Cell Tumor & Sertoli Cell Tumor — Sertoli/Leydig Tumor
* Mesothelioma-1%
* Lymphoma/Leukemia— 4%
* Seminoma
* Classical Seminoma (85% of seminoma cases in young men — age 25-45)
* Anaplastic Seminoma (10% of seminoma cases)
* Spermatocytic Seminoma (5% of seminoma cases in older men — age 65 years)
* Non-Seminoma & Mixed Non-Seminoma Germ Cell Tumors
* Embryonal Carcinoma — 40% but only 3%-4% are pure embryonal cell carcinoma
* Yolk Sac Carcinoma/Yolk Sac Tumor/Endodermal Sinus Tumor, Infantile Embryonal Carcinoma — pediatric
* Choriocarcinoma — rare and more aggressive
* Teratoma — usually part of a mixed non-seminoma germ cell tumor — chemo & radiation resistant
* Mature Teratoma
* Immature Teratoma
* Teratoma with Somatic Type Malignancy
* Intratubular Germ Cell Neoplasia — Carcinoma In Situ 63
» Mixed Germ Cell Tumors — Seminoma and Non-Seminoma

63

NAACCR 2022 Implementation Guidelines

V22 NAACCR Data Standards and Data Dictionary

NAACCR XML Dictionaries

NAACCR V22 Edits Metdfile (including Changes Spreadsheet)

SEER Program Coding and Staging Manual (includes Summary of Changes)
Commission on Cancer STORE Manual

Site Specific Data Items (SSDI) and Grade Manual v2.1 (includes change log)
AJCC Cancer Staging System

SEER RSA (EOD, Summary Stage, SSDI's, Grade) v2.1 (includes summary of changes)
Summary Stage 2018 (includes revision history)

Extent of Disease (EOD) 2018 (includes change log)

Solid Tumor Rules (includes summary and changes)

ICD O 3.2 (includes new codes, coding guidelines, and changes)

SEER Site/Histology Validation List

« Hematopoietic Manual and Database (see revision history on the left)

2022 Updates
to
Manuals

64

64
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2022 Prostate Solid Tumor Rules

* One Primary per Lifetime — Unless a New Pure Histology is Identified
* Adenocarcinoma
* Sarcoma
* Small Cell Neuroendocrine Carcinoma

e Almost All are Adenocarcinoma

* Any Other Histology Must Be 100% of Tissue — not ‘features’

65

65

2022 Testis Solid Tumor Rules

* Usually Only One Primary per Lifetime — Exception - New Histology
* Seminoma
* Non-Seminoma
* Sertoli/Leydig Cell Tumor

* Recurrence/Progression can be Mixed Germ Cell Tumor

* Predominant or % of primary/lesser components of Mixed Germ Cell Tumors
Teratoma

Seminoma

Yolk Sac Tumor

Embryonal Carcinoma

* Choriocarcinoma

66

33



2/13/2022

Site-Specific Data Items - Prostate

* Prostate

* PSA Lab Value — pre-diagnosis/pre-biopsy

* Gleason Patterns and Score

* Gleason Patterns Clinical — biopsy/TURP

* Gleason Score Clinical — biopsy/TURP

* Gleason Patterns Pathological — radical prostatectomy
* Gleason Score Pathological — radical prostatectomy

* Gleason Tertiary Pattern — radical prostatectomy

* Number of Cores Positive
* Number of Cores Examined

Site-Specific D

Effectivegflth Cases Diagnosed 1/1/2018 aMEorward
Published (September 2020)

Version 2.0

67

67
. e _ .
Testis - Clinical S Category — combines results of AFP, hCG and LDH
* AFP Pre-Orchiectomy Lab Value Into a Summary Value S1, S2, $3, SX
* AFP Pre-Orchiectomy Range code [ Deseripiion
L hCG Pre-orchiectomy I_ab Value o 50: Marker study levels within normal levels
. 1 51: At least one of these values is elevated AND
* hCG Pre-Orchiectomy Range LDH less than 1.5 x N* AND
: hCG (mIU/L) less than 5,000 AND
* LDH Pre-Orchiectomy Range AFP (mg/mL) less than 1,000
* S Category Clinical 2|
LDH1.5xN* to 10 x N* OR
. . hCG (mlUJL) 5,000 to 50,000 OR
* Testis — Pathological AP (me/mL 1,000 10 10000
_ H 3 53: Only one elevated test is needed
* AFP Post-Orchiectomy Lab Value LD remeer than 105 N° OF
o AFP Post_Orchiectomy Range hc (mlUfmL) greater than 50,000 OR
. AFP (ng/mL) greater than 10,000
* hCG POSt'orChleCtomy Lab Value 5 Post-orchiectomy serum tumor markers unknown or not done but pre-orchiectomy
. Serum tumor markers were normal
* hCG POSt_OrChIeCtomy Range 9 5X: Not documented in medical record
° S Category Path0|0gica| 5 Category Pathological not assessed or unknown if assessed
*N indicates the upper limit of nermal for the LDH asza\.'.|
68
68
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2022 Stage Prostate & Testicular Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

m There are three components to AJCC Cancer Stage and to assign Summary Stage 2018:

°,

< Where and how big the original mass or primary tumor is =T

°,

< Which nodes the cancer has spread to including how many positive = N

°,

< Whether the cancer has spread to 1 or more distant site(s) = M

m The T, N, and M information is joined to assign a Summary Stage and an AJCC “Stage Group” (now called
Anatomic Stage/Prognostic Group with addition of genetic and bio-molecular tumor markers and other
prognostic factors in the AJCC 8t edition)

m All cancers must be assigned a Summary Stage - SS2018
m All cancers are assigned clinical stage - verify histology inclusion for TNM Chapter
m Surgically resected cancers are assigned pathological stage - verify histology inclusion list
m Patients completing pre-surgical chemo, radiation, or other therapy are assigned post-treatment stage

69
2021 Staging for Prostate Cancer — Summary Stage
‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘
NOT REPORTABLE - PIN llI, CIS ‘
T 0 In situ, intraepithelial, noninvasive
Primary organ
1 Localized only (localized, NOS)
¢ Clinically apparent or inapparent tumor
+ Confined to prostate, NOS
o Intracapsular involvement only
Primary organ ¢ Invasion into (but not beyond) prostatic capsule
Localized Stage + No extracapsular extension
e One or more lobes involved
70
70
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2021 Staging for Prostate Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

2 Regional by direct extension only

Bladder neck

Bladder, NOS

External sphincter

Extraprostatic/extracapsular extension (beyond prostate capsule), unilateral, bilateral,
NOS

Extraprostatic urethra (membranous urethra)

Fixation, NOS

Levator muscles

Periprostatic tissue

Rectovesical (Denonvillier's) fascia

Rectum Regional Stages
Seminal vesicles | A Direct extension

B. To regional lymph nodes
Skeletal muscle C. Combination of Aand B
Through capsule, NOS
Ureter(s)

71
71
2021 Staging for Prostate Cancer — Summary Stage
‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘
3 Regional lymph node(s) involved only
+ Hypogastric
o Iliac. NOS
o External
o Internal (hypogastric) (obturator), NOS
s Pelvic, NOS
¢ Periprostatic
« Sacral, NOS
o Lateral (laterosacral)
o Middle (promontory) (Gerota's node) Regional Stiges
o Presacral ! Iat l:iract?xtension
_ . To regional lymph nodes
¢ Regional lymph node(s), NOS C. Combination of Aand B
o Lymph node(s). NOS
72
72
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2022 Staging for Prostate Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

Distant Nodes

Distant lymph node involvement

Secondary site

Implantation metastases

7 Distant site(s)/lymph node(s) involved

« Distant site(s) (including further contiguous extension)
o Bone
Extension to or fixation to pelvic wall or pelvic bone
"Frozen pelvis", NOS
Other organs
Penis
Sigmoid colon
o Soft tissue other than periprostatic
« Distant lymph node(s), NOS
o Aortic (lateral [lumbar], para-aortic, periaortic, NOS)
Cervical
o Common iliac
o Inguinal (deep, NOS)
= Node of Cloquet or Rosenmuller (highest deep inguinal)
= Superficial (femoral)
o Retroperitoneal, NOS
o Scalene (inferior deep cervical)
o Supraclavicular (transverse cervical)
+ Distant metastasis, NOS
o Carcinomatosis
o Distant metastasis WITH or WITHOUT distant lymph node(s)

o0 0o o

73
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2022 Staging for Testicular Cancer — Summary Stage
‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘
Testicular Cancer - Pediatric COG Staging
e e Stage | stage Il Stage Iil
Lungs
stage Il Stage IV
Testicle Testicle l Testicle
74

74
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2021 Staging for Testicular Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

Basement membrane

Primary organ

Insitu Stage

Primary organ

Localized Stage

0 In situ, intraepithelial, noninvasive

¢ Germ cell neoplasia in situ
o Intratubular germ cell neoplasia

1 Localized only (localized, NOS)

¢«  WITHOUT lymphovascular invasion or UNKNOWN if lymphovascular invasion

a

o 0 0 0 0

Body of testis

Rete testis

Surface implants (surface of tunica vaginalis)
Tunica albuginea

Tunica vaginalis mvolved

Tunica, NOS

75
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2021 Staging for Testicular Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

2 Regional by direct extension only

WITH lymphovascular invasion

o Tumor limited to testis (including rete testis invasion)
Any of the following sites WITH or WITHOUT lymphovascular invasion
Dartos muscle, ipsilateral

Epididymis

o o o0 0 0 0 0 0

Hilar soft tissue
Mediastinum (of testis)
Scrotum, ipsilateral
Spermatic cord, ipsilateral
Vas deferens

Visceral mesothelial layer

Regional Stages

A. Direct extension

B. To regional lymph nodes
C. Combination of Aand B
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2021 Staging for Testicular Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

3 Regional lymph node(s) involved only

[e]

]

o

e Lymph nodes WITH or WITHOUT previous scrotal or inguinal surgery

= Lymph node(s), NOS !

e Lymph nodes WITH previous scrotal or inguinal surgery

External iliac

Inguinal node(s), NOS
*  Deep, NOS
= Node of Cloquet or Rosenmuller (highest deep inguinal)
= Superficial (femoral)

Pelvic, NOS

o Aortic, NOS
= Lateral (lumbar)
* Para-aortic
»  Periaortic
»  Preaortic
*  Retroaortic
o Pericaval, NOS
» Interaortocaval
= Paracaval
*  Precaval
» Retrocaval
o Retroperitoneal, NOS
o Spermatic vein
o Regional lymph node(s), NOS Regional Stages

A. Direct extension
B. To regional lymph nodes
C. Combination of Aand B
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2022 Staging for Testicular Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

Regional Nodes

7 Distant site(s)/lymph node(s) involved

« Distant site(s) (including further contiguous extension)
o Adrenal (suprarenal gland)
o Kidney
o Penis

o Retroperitoneum

o

o

Distnt Nodes
Distant lymph node involvement
Scrotum, contralateral
Testis, bilateral
o Ulceration of scrotum
« Distant lymph node(s), NOS
o Deep, NOS
o Node of Cloquet or Rosenmuller (highest deep inguinal)
o Superficial (femoral)
= Pelvic, NOS
o Lymph nodes WITHOUT previous scrotal or inguinal surgery or UNKNOWN if
previous scrotal or inguinal surgery
= External iliac
= Inguinal nodes, NOS
« Distant metastasis, NOS
o Carcinomatosis
o Distant metastasis WITH or WITHOUT distant lymph node(s)

Secondary site

Blood-borne metastases

Implantation metastases
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Colon Cancer
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Treatment - Prostate Cancer
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Treatment - Prostate Cancer

* Vaccine Therapy for Prevention

* First Course of Therapy versus Subsequent Therapy
*  Watchful Waiting — Active Surveillance
¢ High Intensity Focused Ultrasound (HIFU) — ultrasound ablation — early stage
* Surgery — radical prostatectomy with/out lymphadenectomy
¢ Hormone Therapy (ADT — Androgen Deprivation Therapy)
¢ 5-alpha reductase inhibitors — supplement active surveillance or PSA rise

¢ Finasteride (Proscar)
¢ Dutasteride (Avodart)
* Abiraterone (Zytiga)
* Enzalutamide (Xtandi)
* Radiation Therapy
¢ Brachytherapy
* Conformal Radiation Therapy

* Intensity Modulated Radiation Therapy

* HYPORT Radiation Therapy
* Proton Beam Radiation

* Neoadjuvant ADT/XRT or ADT/Surgery

¢ Chemotherapy — docetaxel and cabazitaxel — advanced disease

* Immune Checkpoint Inhibitors combined with Vaccine Therapy

* RFA (Radiofrequency ablation) to help control pain from bone mets

81
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Treatment - Prostate Cancer

Watchful Waiting — Active Surveillance

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
Early Detection) remain concerned about overdiagnosis and
overtreatment of prostate cancer. The panel recommends that
patients and their physicians (ie, urologist, radiation oncologist,
medical oncologist, primary care physician) consider active
surveillance based on careful consideration of the patient’'s
prostate cancer risk profile, age, and health.

* The NCCN Guidelines for Prostate Cancer distinguish between
active surveillance and observation. Both involve no more often
than every-6-month monitering but active surveillance may
involve surveillance prostate biopsies. Evidence of progression
will prompt conversion to potentially curative treatment in
active surveillance patients, whereas monitoring continues
until symptoms develop or are imminent (ie, PSA >100 ng/mL
or change in exam) in observation patients, who will then begin
palliative ADT.

« Active surveillance is preferred for patients with very-low-risk
prostate cancer and life expectancy 220 years. Observation is
preferred for patients with low-risk prostate cancer with life
expectancy <10 years. See Risk Group Criteria (PROS-2).

« Patients with favorable intermediate-risk prostate cancer (See
Risk Group Criteria [PROS-2]) may be considered for active
surveillance. See Discussion.

» Active surveillance involves actively monitoring the course of

di with the exf ion to intervene with curative intent if the
cancer progresses.

» Cancer progression (risk group reclassification) may have
occurred if:

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

« Patients who choose active surveillance should have regular follow-up.
Follow-up should be more rigorous in younger patients than in older
patients. Follow-up should include:

» Consider confirmatory prostate biopsy with or without mpMRI and
with or without molecular tumor analysis to establish candidacy for
active surveillance. Molecular tumor analysis also can be used to
confirm candidacy in patients with low and favorable intermediate-risk
prostate cancer.

» Assess PSA no more often than every 6 months unless clinically
indicated.

» Perform DRE no more often than every 12 months unless clinically
indicated.

» Repeat prostate biopsy no more often than every 12 months unless
clinically indicated.

» Repeat mpMRI no more often than every 12 months unless clinically
indicated.

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

» MRI-US fusion biopsy may improve the detection of higher grade
(Grade Group 22) cancers.

» A repeat prostate biopsy should be considered if there are prostate
exam changes, MRI suggests more aggressive disease, or PSA
increases, but no parameter is very reliable for detecting prostate
cancer progression.

» A repeat prostate biopsy is not generally recommended more often
than annually to assess for disease progression unless clinically
indicated.

» Repeat prostate biopsies are not indicated when life expectancy is
less than 10 years or appropriate when patients are on observation.

» PSADT appears unreliable for identification of progressive disease
that remains curable.
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82

41



2/13/2022

Treatment - Prostate Cancer

Biochemical Progression/Biochemical Recurrence

* First Course Therapy/Subsequent Therapy — Which is it after ‘Watch & Wait’?
* Very few references to increasing PSA as ‘progression’ after ‘Watch & Wait’

* Biochemical Failure is defined as an increase in prostate-specific antigen (PSA)
following primary treatment for prostate cancer. The impact of BCR on
subsequent mortality is uncertain, however, especially given competing
causes of death.

* Biochemical progression-free survival events were defined as PSA of > 0.4
ng/mL following postoperative radiotherapy, PSA > 2.0 n%]/mL at any time,
clinical progression, initiation of non-protocol hormone therapy, and death
from any cause.

* Biochemical Recurrence is defined as a rise in PSA to 0.2 ng/mL and a
confirmatory value of 0.2 ng/mL or greater following radical prostatectomy,
or a rise of 2 ng/mL or more above the nadir PSA after radiation therapy.

83

83

And the Controversy Over ‘Neoadjuvant’ ADT/XRT & ADT/Surgery

Treatment - Prostate Cancer
Use of Androgen Deprivation Therapies

‘ Who Drives the Treatment Narrative — Cancer Registry Instructions, Physicians Treating the Patient or the Latest Research? ‘

Many Urologists/Surgeons/Radiation Oncologists now tell us that ADT is ‘neoadjuvant’ starting at 2-6 months
prior to definitive radical prostatectomy and/or radiation therapy (especially short-term/high-dose radiation)...
... and that the ADT/XRT or ADT/Surg (radical prostatectomy) is First Course Therapy after Active Surveillance.

« CAnswer Forum (4/21/21 @ 8:14am answer) has ‘no’ as answer to treating the ADT as neoadjuvant therapy

* SEER agrees ADT is not neoadjuvant and has instructions about progression with change in test results (rising PSA) — end of first course treatment after Active Surveillance

* NOBODY knows for sure how registrars should document & code these — especially when physicians disagree with cancer registry rules that disagree with their intent of treatment
¢ FCDSR

* Code the Active Surveillance is the First Course TX — even when ADT/XRT or ADT/Surg is planned following increase PSA/Gleason/Cores+

* Risk Stratification MUST be discussed to Clarify TX Decision Tree — see today’s webcast notes

« |If treatment does not start within 12 months after decision for ‘active surveillance’ — then ADT/XRT or ADT/Surg should not be included as first course.
* Rising PSA is a ‘chemical progression’ — marks the end of first course TX - BUT, can the registrar call it ‘progression’ without a physician statement? YES — see criteria

* Most agree that Active Surveillance ends at time of elevated PSA and was reason they started ADT. Do we include other factors/markers as ‘progression’? YES — see criteria
« ADT/XRT and ADT/Surg are not yet recognized as ‘neoadjuvant therapy’ in cancer registry — inconsistently — and duration is a factor

« ADT/XRT and ADT/Surg — ADT can still be given with intent as ‘neoadjuvant’ therapy (duration?) — but the ADT/XRT or ADT/Surg is ‘subsequent therapy’ after Active Surveillance
* Many Urologists/Surgeons/Radiation Onc want/expect that ADT/XRT or ADT/SURG be counted as the First Course Tx — not the period of Active Surveillance

* Many physicians also want the ADT to be counted as ‘neoadjuvant’ because this is the intent— shrink tumor, lower PSA, lower Gleason Score

* However, standards generally state that Neoadjuvant ADT is ‘strongly discouraged’ outside a clinical trial — recognizing that physicians are already doing this as standard therap:
* Hard to explain registry coding rules to the MDs — who recognize other ‘standards of care’ and ‘research’ on this topic

* We all need more clear guidelines as to what we should do in this situation — similar to many other ‘neoadjuvant’ situations for other cancers.

ecommendations:
Review Initial Treatment Plan when Available
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Types of Surgery for Prostate Cancer

Surgery is a common choice to try to cure prostate cancer if it is not thought to have spread outside the prostate gland.

The main type of surgery for prostate cancer is a radical prostatectomy. The procedure includes removal of the entire
prostate gland plus some of the tissue around it, including the seminal vesicles. The surgeon may also include a pelvic
lymph node dissection or pelvic node sampling to assess these nodes surgically— if they are questionably involved.

Types of Radical Prostatectomy Include:
* Radical retropubic prostatectomy
* Radical perineal prostatectomy
* Laparoscopic radical prostatectomy
* Robotic-assisted laparoscopic radical prostatectomy

TURP is NOT A RADICAL PROSTATECTOMY - You cannot assign Pathological Grade or Pathological Stage.
Suprapubic prostatectomy is NOT A RADICAL PROSTATECTOMY — No Path Stage/Grade

Simple Prostatectomy is NOT A RADICAL PROSTATECTOMY — No Path Stage/Grade

85
85
Types of Radiation Therapy for Prostate Cancer
PRINCIPLES OF RADIATION THERAPY
Table 1: Below are examples of regimens that have shown acceptable efficacy and toxicity. The optimal regimen for an individual patient warrants evaluation of comorbid conditions, voiding
symptoms and toxicity of therapy. Additional fractionation schemes may be used as long as sound oncologic principles and appropriate estimate of BED are considered.
See PROS-3, PROS-4, PROS 5, PROS -6, PROS -7, PROS -8, PROS-12, and PROS H for other recor including ions for i ADT.
NCCN Risk Group
(' indicates an appropriate regimen option if radiation therapy is given)
Regimen Preferred Dose/Fractionation Very Low Favorable Unfavorable High and . Low Volume
and Low Intermediate Intermediate Very High Regional N1 M1?
EBRT
3IGyx201x
Moderate Hypofractionation 27 Gyx 26 fx v v v v v
(Preferred) 25Gyx28fx
275 Gy x 20 fx v
Conventional Fractionation 1.8-2 Gy x 3745 fx v v v
7.25-8Gyx5fx v v
Ultra-Hypofractionation 6.1Gyx7fx v N
6 Gy x 6 fx v
Brachytherapy Monotherapy
LDR
lodine 125 145 Gy
Palladium 103 125 Gy ¥ M
Cesium 131 115 Gy
HDRInd\um-WBZ 13.5 Gy x 2 implants % v
9.5 Gy BID x 2 implants
EBRT and Brachytherapy (combined with 45-50.4 Gy x 25-28 fx or 37.5 Gy x 15 fx)
LDR
lodine 125 110-115 Gy v v
Palladium 103 90-100 Gy
Cesium 131 85 Gy
HDR 15Gyx 1fx v v
Iridium-192 10.75 Gy x 2 fx
a High-volume disease is differentiated from low-volume disease by visceral metastases andf/or 4 or more bone metastases, with at least one metastasis beyond the 86
pelvis vertebral column. Patients with low-volume disease have less certain benefit from early treatment with docetaxel combined with ADT.
86
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Treatment - Testicular Cancer

National Comprehensive

NCCN | Cancer Network®

NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®)

Testicular Cancer

Version 2.2022 — January 4, 2022
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Risk Stratification & Treatment - Testis

ALL CANCERS SHOULD RECEIVE Radical Inguinal Orchiectomy (may include prosthesis)
TX Depends on Histology — Pure Seminoma or Non-Seminoma or Mixed Germ Cell
TX Depends on Stage of Disease — Local/Regional/Distant or AJICC TNM Stage Group

Post-Orchiectomy - Stage 0, IS, IA, IB Seminoma — confined to testis
¢ Active Surveillance (pT1-pT3)
* Single Agent Carboplatin
* XRT (20 Gy or 25.5 Gy)
Post-Orchiectomy - Stage 0, IS, IA, IB Germ Cell Tumor — confined to testis
* Active Surveillance
* Nerve-Sparing RPLND (retroperitoneal lymph node dissection)
¢ Primary Chemotherapy with BEP (Bleomycin, Etoposide, Cisplatin)
Post-Orchiectomy Metastatic Germ Cell Tumor — ANY Stage Il (A,B,C) or Ill (A,B,C)
¢ Conventional Dose Chemotherapy — TIP or VelP
* High-Dose Chemotherapy — Carboplatin/Etoposide (plus Paclitaxel/Ifosfamide)
* RESTAGE after Chemotherapy for Residual Disease
* Post-Chemo RPLND when residual retroperitoneal mass after chemo + markers
* Third-Line Chemotherapy for Metastatic Disease

https://eortc.shinyapps.io/IGCCCG-Update/

88

IGCCCG Update

Age (years):
15 30

M Presence of non-pulmonary visceral

metastases

M Presence of lung metastases

Site of primary:
Gonadal
Pre-chemo AFP level (ng/miL or Pg/L):

Pre-chemo HCG level (mIU/mL or IV/L):

Pre-chemo LDH level:

LDH Upper Limit of Normal (ULN):

Run calculator
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DIAGNOSIS AND TREATMENT OF EARLY STAGE
TESTICULAR CANCER: AUA GUIDELINE ALGORITHM
DIAGNOSIS AND TREATMENT OF EARLY STAGE MIXED GCT/NSGCT
TESTICULAR CANCER: AUA GUIDELINE ALGORITHM
TESTIS MASS i b4
+ ising i Special C [
AFP or HCG with clinical ¥ « Patients with stable or orchiectomy
it Consulaon stage . IA, or IIB beaeae eeinaha| [t DIAGNOSIS AND TREATMENT OF EARLY STAGE
» Testlular Ui T lawed
* Serum AFR HCG, LDH ¥ 10 confirm rising bevels TESTICULAR CANCER: AUA GUIDELINE ALGORITHM
Risk-appropriate multi- » sokated edevated LDH
agent, crsplatin-based one i ot an indication
Alternatives. chemotherapy for chematherapy
Inguinal Orchiectomy | = Testis-Sparing Surgery (T55) if
bilateral GCT or functonaly PURE SEMINOMA
soltary tests and mass <2 om
Confirmed Diagnosis of Germ Cell
Tumor STAGE | STAGE lIA STAGE lIB [ |
+ Special considerations Stage | ‘ Stage IIA/IIB with Stage 1B with
Staging . E.m\mm if m‘umum Preferred: | mass <3cm mass >3cm
« €7 Abdomen/Pelis with contrast N P'"“"":’"::"I"'"‘I‘ed . - - - Surveillance  Dog leg radiotherapy -appropriate
. * Patlents with elevated AFP, r 1T X p i
» Chest imaging (CXR or CT) B, e ardieciony A ® = a . Alternatives <30 Gy multi-agent, cisplati
oy bpees * RAND Prefered: Risk | based chemothera
. SegmMP‘ HCG, LDH measured post- be followed to estabish nad . appropriate o Adjivant pars-sortic OR Py
occhiectomy levels ! L
. . multi-agent, radiotherapy ® Risk-appropriate
e BT « Survellance | | ° Fiskeappropriate dsplatin-based multi-agent, cisplatin-
i f nodal muli-agent OR
« CT chest i evidence of Serveillance e, chematheragy | based chemotherapy
metastatic disease o fising tumor 08 cisplatin-based o Adjwant carboplatin | |
s Alternatives | |4 gpiyp chematheragy Alemative chemotherapy
» MRi as alterative to CT AP if » RFLND o8 = RPLND |
contraindications exist L
. R * BEPK1
= BEPx1 Chemotherapy *IGCCCG good risk chematherapy BEPx3 or EPx4.
Chemathesagy
Pure Seminoma Mixed GCTINSGCT Post RPLND: Pathological Stage
_i B —— PN1: Observation
Ahemative: Adjsant chemotherapy BEPY EPx2
PN213: Adjivant chemothesagy BEPx2/ EPx2
Alternativ: Obstrvation 89
*IGCCCG good rak chemotherapy BEP:3 o
Inteemediat of poor ik BEPxd
National X-RAYS/SCOPES/SCAN PRIMARY SITE
atlona INFORMATIONAI Include: RESOURCES
all 1 Include: wty perto The prostate only has one site for coding
Regisirars 4 Guide o vetern e e | ) Http//naacororg/ Applications, ContontReatr/ 76=17
Association facility and)/or prior to admission. I Site-Speciic Data ltem (SSDI) Manual:
pertinent findings from the studies | HISTOLOGY Manual
extent of disease and/or metastas| Include: Evidence-Based Treatment by Stage Guldelines
e abstract s the basts ot . negative findings from pertinent st « Histologic type of tumor bttpe/, s/t guideli
o absiract i the basis of all registry ¥
stage and to aid cancer mwnrhglnt?e[u well- * Most common is adenocarcinoma. If NCI: Understanding Lab Tests/Test Values
P © Chest X:Ray (CXR): Determines | nal iaginosis from pathology report
information needed to provide a concise| metastasis. iis Acinar adenocarcinoma, code as oot
reatment. . Adenocarcinoma, NOS.
T assist registrars in preparing abstracts © Bone Scan: Detarmines bone me Multiple Primary & Histology Coding Rules:
of informational abstracts. These sito-s| TREATMENT hitp://seer.cancer.gov/tools /mphrules/
detormining wha text to fnelude. The ov LABS Intade: Solld Tumor Rules:
e e Include: + Active Survellance: I a tumor is sl ttps://scet.cancer.got/ tools/ solldtumor,/
ll:.f:,ﬁ“;;m:m "'l‘:‘:"“n‘;iymn“"“ . leini;:sfrccl‘n: M;\I&en (:sAy and :\:urgrmmnz 37:/::1:1:\::'. ﬂznve NCI Physiclan’s Data Query (PDQ):
e serum PSA levels, whether abnors surveilance is a valid treatment option.
PP ————— ot Fotet mey e fotoned b PoA st DR SEER X AntooplasicDrgs Dtabase:
or repeat blopsles at regular intervals to hitps: //seercancer.gov, tools/seermx/
When using the informational abstract, assess for disease progression..
sections. Be concise by using phrases, DIAGNOSTIC PROCEDUR Ste-Specific Surgery Codes: STORE Manual, Appendix B
disease process and the speciic cancer s + Surgery: Name of procedure as recorded
" - Forany of the diagnostic procedure; in the operative report, prostatectomy, or| -
e e dpsimctis completed,reviey procedures that detect the cancer riation. Examples: radical reyopubc, manuel 2018 esbe
PHYSICAL EXAM/HISTORY not remove It inolue the date, nar| adicel suprapbic, laparoscopic radical
/! procedure, and a bref descrption sty bpagiitinsion
Include: findings. or other surgery type s recorded in
¢ Demographics: Age, sex, race, ethnici operative report. Another type of surgery|
the patient. PATHOLOGY is called cryotherapy, also referred to as
* Chief Complaint (CC): Write a brief Include: cryoablation (used for small localized
statement about why the patent soug] © Blopsy Findings: Most common tumors). Record LN biopsy/dissection if
medical care. (There are no early wari| Transrectal Ultrasound (TRUS) Gu| performed, and record resuts.
signs of prostate cancer. & patient may Prostate Biopsy. + Radlation Therapy: Radiation may be gh
have had a routine Digital Rectal Exam
« Hist : G ce, iF the tumoris low grade and primarily
e e L Hie S| b b ler gt iy |
prompting further evaluation. i rere positive cores? Bilateral involvem| modality o radiation therapy and boost,
that prostate cancer is found in a pati not. if radiation is given. Alse record location
younger than 40 years) . oy ot (facity where radiation giver), dosage
 Physcal Examination (P): Dte o Sugers Patelogy: Mostcormel fven (rscord n o), argeed s, and
‘exam and documentation of informatio| ot pmmmynuww fe number of fx (fraction).
pertinent to the prostate cancer. Ppathology number, tumor size (if
« History: Persona histary of any cancer Gleason grade, presence or abse]
fmiy history of prostate or any other of Lymphovascuiar Invasion (Y1),
cancer; tobaccos ype, frequency, amot whether there was biateral or unl
alcanal: frequency, amount; st signif involvement. If there was ary peri
relevant co-morbiities, particularly tho Seminal vesice imiasion, nclude
that impact treatment decisions. status. If there was residual canc|
+ Genetics: List appropriste conditions remaining on specimen, record a
as found in the patient’s record or ot or posiive. If hymph nocies were 1
information. I not appiicable, state thd record the status, even f negati
1/1 periprostatic LN positive. Rec
pathologists staging. Record f t P—
1 s aaats - 2 rasont e 2 e aaasts » el 4 et e gt it - 8520 st s St 520 e, 22534
[ —————
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Reé’is TArS A Guide to Determi
Association

National INFORMATIONAL|

Thie abstract i the hasis of al registry fund
stage and to 4 cancer wsoarch; thorvfon
information novded to provide a comciso 3
treatmant

To assist rogistrars In proparing abstracts,
of Informational abstracts, These site-sped
dote what fext to Include. The outl
eftichency and inclides ctght soctions: Py
Diagnostic Procedurcs: Pathology; Primar]
resources s located at the end of each i

When using the Informationsl abstract, o
i, B i 0 e e

discaso process and tho spec
oot shtract s comod, rovem 8

PHYSICAL EXAM/HISTORY

Include:

© Demographies: Age. sex. tace, etnoiciy
the patient.

 Chief Complaint (CC): Write & brief
statement about why the patient sought

. : Personal or family history of s
‘cancer and the faméy member involved
List the smaking and alconol history of

pationt-type, trequency, and amount|

« Genetics: Inciude birth defects of other
rolated genetic conditions.

703 290 0846 - wod

X-RAYS/SCOPES/SCANS

Lass
LOM (U/liter)
Marcer studies |
50 Normal
st <15 x normal
2 1510 normal
s >10x nommal
Include: AFP: alpha fetoprotein; BHCG:
beta Human Chorionic Gonadotropin; LDH:
Lactate Dehycrogenase.
Nota:High P s car i el typ o g
ol by howing whathe i pure e
o 67 o ot made

DIAGNOSTIC PROCEDURES
For any of the diagnostic procedures,
procedures that detect the cances, but do
ot remave L. inciuds the date, name of
procedure, and a bilef description of the
tndings.

PATHOLOGY

Date end & brief summeary of findings of all
pathologieal reparts. List in ch
order, most recent to first.

TEXT DOCUMENTATION - TESTIS

imension: 1.1cm. pT2 i1
+PreDrchisctormy Serum Tumar Marhers|
+__ Unknown + _ Serum marker stucf
within noema limits
+_ Mphafetoprotein (AFP) elevation
T Betn subuntt of maman chorionic
gonadotropin (-hCE) sievetion
+__ Lactate dehydrogenass (LOH)
eleation
+ PostOrchiectomy Serum Tumor Marker
+_a_ Unkneam
+___ Serum marker studlies within narm{
s
__ Alphsfetoprotsin (AFF) slevation

+__ Lactate dehydrogerase (LOH)
slevation

MARY SITE
Include:

The primary site where the cancer starte|
HISTOLOGY

Include:

‘The exact call type of the cancer.

TREATMENT

Include:

‘= Operstive report
* Sungeey: Right ratical inguinal orchiect|
Doruple /1714 L«Murmmu

nmrdhn:innl Disedion dwnw
‘subcutansous fat and fascia o the exterr|
inguinal ring. LeR testicle idertid for
removal the spermatic cord and
vas deferens, Attention was then tumed
dissection of ieft para-aortic dmph nodes,
+ Rudlation: Beginning ard and dates.
of tratment, type of radiation, 1o what|

* Chemotherapy/Hormoe Therapy:

» Clinkeal Trials: The name and number of

neames of drugs, and routs of
‘sdministration. If availsble, include

o Wy the g was changed end when
the new drug started,
Note: Adpent restma oyt oo st
Sapy o chamthucapy 3050 ity wth
bching e

enrolled, the dete of enroliment, snd any.
other detaits of the petient’s experience.
May include patients who have not yet
been treated, Some trials test trestments
for patients who have not gotten better;
other trals test new ways to stop cancer
from recurring or reduce the side effects of
cancer treatment.

Example: PH § Retroperitaneal Lymph Node

Dissection in Treating Patients with Testicular

(BEP) x 3 oycles.

tage
LB Testiculer Seminoma (NCT 02537548).

ICF (nformed Consent Form signed
10/1/2018.
Other: Ay other trestment that does not it
o oo of the categcres sbane.

RESOURCES

American Urological Asscclation:

Mt/ e suanet. o

bt/ /datadictionary.nascer.ovg/ Y17 3

Cotiege of American Pathology:

protocel

templates jspx

Evidonce Based Treatrent by Stage Guidelines:

The NCON Guidelines are most frequently used for treatment and are also used for

information on diagnostic workup.

NCI: Understanding Lab Tosts /Test Vlues:

Solld Tumor Rules:
Witps://seet.cancer.gov, tools /solldtumyce/

Multiple Prirmary & Histology Coding Rules:

bty //sest.cances.gov /teols /mphrules,

* Extent (extension) of the primary tumor:
Often found in the miroscopic description
of the pathology repart.

* Any evkdence of further speead:
found in the microscopic description of the.
petholoty report.

‘* Masgins: note extent of invoement of
‘surgical mergins.

2 [ ——
o aensass - mencey

part of body it was given, dosage and o ' Duta Query (PO

reaction 1o treatment, f noted. Mote: e P
e el bt //wwew.cancer gov/ cancertopics,/pdq

acministeresd, SEER RX Anthooplastic Drugs Database:

P ———— hitp://secr.cancet.gov/teols /soem/

iy ot sty Sie-Specific Surgery Codes: STORE Manual, Appendix B:

oy 19 e Yot o g e AL s
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Miscellaneous Notes

Figure 52. Potential Impact of the COVID-19 Pandemic on Future Cancer Outcomes

Prevention
& Early DMagnosis
Detectlon

COVID-19
PANDEMIC
Reduced Delayed
Access to Care Routine Care
= Fear af infection = Preventative visits
= Reallocation of = Screening
health care rescurces = Abnormal test
= Unemploymment follow-up
leading te financial = Symptom follow-up
insecurity &
insurance ks
= Shutdawns &
social distancing

Coronavirus image courtesy of CDC.

Treatment

Later-stage

Disgnasis

= Lvaveer probability
ofsu l\'IPl'I|

= Pastponed surgery,
radiation, and

- Feveer treatment chemotherapy

opticns =L
~Mure intensie
treatment .
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