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2tadlomolnon

TLelvatto TNM?

* H ta&vounon tov kakonbwv oykwv (TNM) givon Eva
TOYKOCUIMG  OVOYVOPICUEVO  TPOTLTTO  Y1OL TNV
Toclvounon e €KTaonG NG €CATAMGONG  TOL
KOPKivov.

* 'Exel amoxktnoel gupeian 01ebvi) amoooyn yio TOVG
TEPIGCOTEPOVS  TOMOVC  KOPKIvev,  €vd Ol
TEPIGGOTEPOL OYKOlL €youvv TN Ok tovg TNM
TOCIVOUNGT).



2tadlomolnon

TL etvarto TNM?

T - nmepwypadel To MEYEBOC TOU QpPXLKOU
(mpwtomaBouc) Oykou Kol €Adv €Xel eloBaAeL o€
TOPATIAEUPEC OLVOTOULKEC SOUEC

N - Tmeplypadel Tomkouc (mepidpepikoug)
Aepdadevec tou epTTAEKOVTOL

* M - meplypadel TN pakpvn petaotaon (dtadoon
TOU KOPKLVOU aTo €vo MEPOC TOU OWMOTOC OF
aAANO)



Originator of

TNM
Classification

Pierre Denoix, MD 1912-1990

L’Institut Gustave Roussy

Villejuif, France



2tadlonolnon

T - Primary Tumour

T
TO
T

T2

T3

T4

Primary tumour cannot be assessed

Mo evidence of primary tumour

Clinically inapparent tumour that is not palpable

T1a Tumour incidental histological finding in 5% or less of tissue resected
T1b Tumowur incidental histological finding in more than 5% of tissue resected
T1c Tumour identified by needle biopsy (e.g. because of elevated prostate-specific antigen [PSA])
Tumour that is palpable and confined within the prostate

T2a Tumour involves one half of one lobe or less

T2b Tumour involves more than half of one lobe, but not both lobes

T2c Tumour involves both lobes

Tumour extends through the prostatic capsule™

T3a Extracapsular extension (unilateral or bilateral) including microscopic bladder neck
involvement

T3b Tumowur invades seminal vesicle(s)

Tumour is fixed or invades adjacent structures other than seminal vesicles: external sphincter,
rectum, levator muscles, and/or pelvic wall

M - Regional Lymph Nodes?

X
MO
M1

Regional lymph nodes cannot be assessed
Mo regional lyvmph node metastasis
Regional lymph node metastasis

M - Distant Metastasis2

MO
MA

Mo distant metastasis

Distant metastasis

M1a Mon-regional lymph node(s)
M1b Bone(s)

M1c Other site(s)




>tadlomolnon

TuxpelaleTol yLa va YIVEL CWOTA,
DRE
PSA
TRUS
Buoyia

AmtelkovioTikeC eéetaoelc (mp-MRI, CT, Bone
scan, PET/CT)



DRE
I

Is a digital rectal examination necessary in the diagnosis
and clinical staging of early prostate cancer?

JOE PHILIP, SUBHAJIT DUTTA ROY*, MOHAMMED BALLAL*, CHRISTOPHER S. FOSTERt and PRADIP JAVLE
Departments of Urology and *Surgery, Leighton Hospital, Crewe, and +Department of Pathology, Royal Liverpool University Hospital, Liverpool, UK

Accepted for publication 29 November 2004
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DRE

available at www.sciencedirect.com %

journal homepage: www . europeanurology.com

w ] 5=
European Association of Urclogy = b

The Role of the Digital Rectal Examination in Subsequent
Screening Visits in the European Randomized Study of
Screening for Prostate Cancer (ERSPC), Rotterdam

DRE Biopsy Gleason score <7 (%) Biopsy Gleason score =7 (%) Biopsy Gleason score =7 (%) Total
(A) Screening visit 1*
Normal 233 (RS.6) 63 (40.6) 9 (29.0) 305
Abnormal 122 (34.4) 92 (59.4) 22 (71.0) 236
Total 355 (100) 155 (100) 31 (100) 541
(B) Screening visit 2°
Normal 249 (72.6) 44 (53.7) 5 (31.2)) 298
Abnormal 94 (27.4) 38 (46.3) 11 (68.8) 143
Total ECERNLLY)] B [T00] T6 [I00] 441
(C) Sareening visit 3°
Mormal 112 (72.7) 14 (58.3) 1{1413) 127
Ebnnnnaj 42 (27.3) 10 (41.7) 6 (B5.7) 58
Total 154 [100) 24 [100) 7 (100 185

* Chi-sguare test p < 0.001.
® Chi-square test p < 0.001.
® Chi-sguare test p = 0.002.




DRE

'vwpiloupe otL 0 Pca Bploketal ouvnBwc otnv neptdepikn {wvn

Epwtnon: MmopoUue va avixVeEUOOUUE Kol va otadlomoljooupe tov Pca
ue DRE;

Arntavtnon (1): H DRE pmopei va aviyvevoetl Pca > 0.2 mL.

Arntavtnon (2): e aocBeveic pe PSA < 2 ng/mL €xeL mpoyvwoTtikn ala amno
5-30%.

Artavinon (3): Av €xoupe Betikny DRE €xoupe ocuvnBwe uPpnAd Gleason
Score.



PSA

e OLxapnA&c TLpeg tou PSA dgv onpaivouv otl

dev umapyel Pca

Table 5.2.1: Risk of PCa in relation to low PSA values

PSA level (ng/mL) Risk of PCa (%) Risk of Gleason > 7 PCa (%)
0.0-0.5 6.6 0.8
0.6-1.0 10.1 1.0
1.1-2.0 17.0 2.0
2.1-3.0 23.9 4.6
3.1-4.0 26.9 6.7




>tadlonoinon - PSA

PROSTATE SPECIFIC ANTIGEN IN THE STAGING OF LOCALIZED
PROSTATE CANCER: INFLUENCE OF TUMOR DIFFERENTIATION,
TUMOR VOLUME AND BENIGN HYPERPLASIA

ALAN W. PARTIN,* H. BALLENTINE CARTER, DANIEL W. CHAN, JONATHAN I. EPSTEIN,
JOSEPH E. OESTERLING,T ROBERT C. ROCK, JED P. WEBER anp PATRICK C. WALSH

Fram the Departments of Urclogy, Laboratory Medivine and Pathalogy, The Johns Hopkins University School of Medicine, The James Buchanan
Brady Urologieal Institute, The Johns Hopking Hospital, Baltimore, Marviand

ATtO TNV aAAn, Ta entimeda tov PSA cuvnBwc
auvéavovtal Ye To oTtadlo TNC VOoOoU
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THE USE OF PROSTATE SPECIFIC ANTIGEN, CLINICAL STAGE
AND GLEASON SCORE TO PREDICT PATHOLOGICAL STAGE IN
MEN WITH LOCALIZED PROSTATE CANCER

ALAN W. PARTIN,* JOHN YOO, H. BALLENTINE CARTER, JAY D. PEARSON, DANIEL W. CHAN,
JONATHAN 1. EPSTEIN anp PATRICK C. WALSH

From the Departments of Urology, Pathology and Laboratory Medicine, The Johns Hopkins University School of Medicine and the James
Buchanan Brady Urological Institute, The Johns Hopkins Hospital and The Longitudinal Studies Branch of the Gerontology Research Center,
National Institute on Aging, Baltimore, Maryland

TasvLE 4. Distribution of serum PSA levels in 703 men with clinically
localized prostate canfn_er_b;_w' puthq;!:ﬁical stage

Pathological Stage
- |y NoPte “Organ  Established Pos. h';ﬂ Lok oo
A (ng./ml.} (%)  Confined Capsular Seminal =y A"70F Serum PSA levels are limited
Disease Penﬂmliﬁn Vesicles No ;%r - .
No. (%) No.(%) No. (%) ' for accurate prediction of final
0-4.0 284 {40) 211 (75) 85 (29) 4 (1) 4 {1) .
4.0-10 246 (35) 131 (B3] T (32} B (3 99 (12} pathologlcal stage
10-20) 118 (17) 31 (26) 45 (38) 21 (18) 21 {18}
2030 27 4y T(26) 10(37) 3 (11) 7 {26)
30-40 12 {2y 1 8 2017 4 (33D 542}
4050 5 1) 103) 5 (25) 3 (37} 2 (25) PROSTATE CANCER - UPDATE MARCH 2018
Greater than 50 & (1) — 1 (13} 1(13) £ {74}

Totals TO3(100) 582 (o4) 203 (20) I (e T4}




BIOWIA

Gleason Score

To ovotnua Babuoloynong Gleason xpnolpormoleitat yia tnv aloAoynon
NG TPOYVWONC TOU KAPKLVOU TOU MPOOoTATN

M pe to Ovoud tou amo tov Donald Gleason
Xpnotuorolel ta Stadpopornotnueva potifa tou oykou

To potifo 1 eival to kaAutepa Sladopormolnpévo kat to potifo 5 to
Alyotepo SLadopoToLlNUEVO

H BaBuoloyia dev  PBaoiletat oto  peyaAvutepo  (Ayotepo
Stadopormnotlnpevo) potifo, aAAd avti ywa auto, €ival €vag ocuvOuaoHOG
TOU ouxXvotepou Kkal Ttou Oeltepou TO ouxvol potifou ToUL
QTTOLVTWVTOL LECOL OTOV OYKO.



BIOWIA

The 2014 International Society of Urological Pathology
(ISUP) Consensus Conference on Gleason Grading of
Prostatic Carcinoma

Definition of Grading Patterns and Proposal for a New Grading System

Jonathan I. Epstein, MD,* Lars Egevad, MD, PhD,T Mahul B. Amin, MD,} Brett Delahunt, MD,§
John R. Srigley, MD, || Peter A. Humphrey, MD, PhD,¥ and the Grading Committee

Table 4.2: International Society of Urological Pathology 2014 grades

Gleason score ISUP grade
2-6 1
7 (3+4) 2
7 (4+3) 3
8 (4+4 or 3+5 or 5+3) 4
9-10 5




[TocooTo ent Twv BoPLwv

Histopathology 2008, 53, 177-183. DOI: 10.1111/4.1365-2559.2008.03087.x

Prognostic value of various morphometric measurements
of tumour extent in prostate needle core tissue

F Brimo.' R T Vollmer.” | Corcos.” K Kotar.* L R Bégin,” P A Humphrey® & T A Bismar”*
'Department of Pathology, McGill University Health Center, Montreal, QC, Canada, *Department of Pathology, VA and
Duke University Medical Centers, Durham, NC, USA, *Department of Urology, *Department of Oncology, McGill
University and Jewish General Hospital, Montreal, QC, “Division of Anatomic Pathology, Hépital du Sacré-Coeur de
Montréal, Montreal, QC, Canada, ® Barnes Jewish Hospital and Washington University School of Medicine, St Louis, MO,
USA, and *Department of Pathology, McGill University and Jewish General Hospital, Montreal, QC, Canada

In conclusion, this study has highlighted the signif-
icant association between cancer millimetric length of
the prostatic needle biopsy specimen and biochemical
failure state following RP. '




[MocooTo Kot aplOpoc Twv BroPLlwv

0022-534T021675-20320
Tae Journal oF UroLoay®

Vol. 167, 2032-2036, May 2002

Copyright © 2002 by Asmemcan Urovoaican Associatios, Inc® Printed in .5A.

PERCENT OF CANCER IN THE BIOPSY SET PREDICTS PATHOLOGICAL

FINDINGS AFTER PROSTATECTOMY

DAVID J. GROSSKLAUS, CHRISTOPHER S. COFFEY, SCOTT B. SHAPPELL, GREGORY 5. JACK,

SAM 5. CHANG anp MICHAEL 5. COOKSON

From the Departments of Urologic Surgery and Pathology, Vanderbilt University School of Medicine, Nashuville, Tennessee, and
Department of Biostatistics, University of Alabama School of Public Health, Birmingham, Alabama

CiONCIATSIONS

These results suggest that percemnt of tumor 1 the bhropsy

Sp-eCiITer
1rTITNe, sarwd

correlates with pathological stage and tuamor wol-
when combimned wwaith the pretreatment variables of

percent of tuarmor i the biopswy set,. preoperative PSA and

bilateral j

positive cores are most predictive of prostate cancer

stage amnd

| total tumor volume. These fimdings also add addi-

tiomnal support to inocorporating the percent of tuamor insolwve-

ment per

biopsy set with Eknown predictors, such as PSA and

(Fleason score, imto future Muodels for predicting radical pros-
tatectormy pathology and altimately patient oatocornme.



Mepveupikn 6inOnon otn Ployia

REVIEW ARTICLE

Perineural invasion as a predictor of extraprostatic extension of prostate
cancer: A systematic review and meta-analysis

GABRIELE COZZI, BERNARDO MARIA ROCCO, ANGELICA GRASS0O, MARCO ROSSO0,
DAVIDE ABED ELL RAHMAN, ISABEILL A OLIVA, MICHELE TALSO, BEATRICE COSTA,
ARDIT TAFA, CARLOTTA PALUMBO, FRANCO GADDA & FRANCESCO ROCCO

Urniiversita degli Studi di Milano, Clinica Urologica I, Fondazione IRCCS, Ca® Granda — Ospedale Maggiore Policlinico,
Milan, Iralv

* OLaoBevelc pe Mepwevpkn AnOnon (MN) paiiov
£XOUV > TTOOOOTA EEWTPOCTATIKNC EMEKTAONC

e AEV UTTAPYOUV TUXOLOTIOLNLEVEC LEAETEC



AwnBnon orteppatodoxwV KUCTEWV
otn Bloia

Elvoll TpoyvwoTLKA yla TNV TOTILKNA UTtOTPOTI aAAQ Kol
ylo mBavn LETAOTATLKI VOOO

H Blodia twv omepuatodOXwV KUOTEWV UTTOPEL va
BeATLWOEL TNV TPOEYXELPNTIKA oTtadlomoinon

Agv CUOTAVETAL YL TIPWTNG YPALUAC E€ETAON

AoBeveic pe vPnAou kKivduvou Pca pumopouv va
urtoPAnBouv oe BloPia Twv oEPUATOOOXWV LLE OKOTIO
TNV aAAayn th¢ BepaTEUTIKAC TOUC TIPOCEYYLONG



TRUS

The value of three-dimensional transrectal
ultrasonography in staging prostate cancer

Michael Mitterberger, Germar-Michael Pinggera, Leo Pallwein*, Johann Gradl*,
Ferdinand Frauscher®, Georg Bartsch, Hannes Strasser, Thomas Akkad and

Wolfgang Horninger
Departments of Urology and *Radiology If, Medical University of Innsbruck, Austria

TRUS
Transrectal ultrasound is no more accurate at predicting organ-confined disease than DRE [239]. Transrectal

ultrasound derived technigques (e.g. 3D-TRUS, colour Doppler) [240, 241] cannot differentiate between T2 and
T3 tumours with sufficient accuracy to be recommended for staging.



>tadlomnoinon - mpMRI

e 1.5 Tesla kaAn edkoTnTA AAAQ PELWMEVN
evalocOnola og T3 otadlo

* 3 Tesla €xelL BeAtiwpevn evatocOnoia yua
eEWMPOOTATLKN EMEKTAON KoL yLa Tnv 6nnon
TWV OTIEPUATOOOXWV KUOTEWV
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Editorial by Anwar R Padhani, Giuseppe Petralia and Francesco Sanguedolce on pp.
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Accuracy of Magnetic Resonance Imaging for Local Staging of
Prostate Cancer: A Diagnostic Meta-analysis

Maarten de Rooij *, Esther H.J. Hamoen, J. Alfred Witjes, Jelle O. Barentsz,

Maroeska M. Rovers

Rodboud University Medical Centre. Radboud Institute for Health Sciences Nijmegen The MNetherands

(A) Owerall
With ERC

Without ERC

1Tand 15T

T

T2W only

T2WI + one functional technique
T2Wl + two functional technigues
mphiRI

AT+ERC
3T#noERC
15T+ERC
1.5T+no ERC

3T+ mphEIl

3T+ nompMRI
L5T+mpMERI

1.5 T+ no mphRI
mpMRI + ERC
mphAl -+ ng ERC

Mo mpMRI + ERC

No mpMRI + no ERC
Fatient only

Region only
Participants =50
Participants <50
Frevalence =10%
Frevalence <10%
QUADAS high risk
QUADAS no high risk
Risk category high
Risk category mixed
Risk category low
Risk category MR

Sensitivity

0.57 (0.43-0.64}
0.57 |0.48=0,65)
0.58 (0.43-0.72)
0.55 (0.45-0.65)
0.61(0.48-0.72)
0.53 {0.44-063)
.62 [0.45-0.74)
0.69 {0.39—0.28)
0.63 (0.51-0.74)
0,60 (0.40-078}
0.61 {0.45-0.75)
0.55 [0.45-065)
0.54 |0.28-0.78}
0.68 |0.50-0.82)
0.53 (0.38-0.68)
0.60 (0.43-0.75)
0.53 |0.40-0.65)
0.59 (0.44-0.73}
0.71 [0.51=0.86)
0.55 |0.44—0.66)
0.49 (0.32-066)
0.55 (0.47-0,63)
0.70 |0.53-0.23)
0.57 (0.48-0.66)
0.56 {0.42-0.70}
0.58 (0.49-0,65)
0.49 (0.28-0.71)
0.56 [0.45-0.67)
0.57 (0.47=0,67}
0.63 [0.35-0.85)
0.57 [0.48-0.55)
0.33 {0.27-0.40}
0.67 [0.49-081)

Specificity
091 (0.88-0.93}
0.92 [0.88=0.94)
0.88 (0.81-0.92}
0.92 {0.88-0.94}
0.88 (0.82-0.92}
0.91 (0.86-0.94}
0.91 (0.86-0.95)
0.91{0.75-0.97}
0.91(0.86-0.94}
0.88 (0.82-0.92}
0.87(0.77-0.93}
0.93 (0.89-0.95}
0.83 (0,78-0.95}
0.86 (0.77-0.92}
0.89 (0.82-0.94}
0.94 {0.89-0.97}
0.91 (0.85-0.94
0.91(0.87-0.94}
0.9010.72=0.97}
0.92 [0.87-0.95)
0.86 (0.80-0.50}
0.91 {0.88-0.93}
0.89 {0.78-0.95}
0.50 {0.86-0.53}
0.92 (0.83-0.95}
0.50 {0.87-0.92}
gary 10.93—0.99}"
0.92 (0.86-0.96}
0.90 {0.86=0.93}
0.91 {0.81-0.96}
0.88 (0.84-0.01}
0.92 (0.84-D96)*
0.96 (0.91-0.99}

Sensitivity Specificity
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(B)

QOverall

With ERC

Without ERC
1Tand 15T

3T

T2WI only

TIWI + ene functional technique
T2WI + two functional technigues
mphRI

3T+ERC
3T+noERC

15 T+ERC

15T+ noERC

3T+ mpMFRI

3T+ no mpMRI

L5 T+ mpMRI

LS T+ no mpMRI
mphiR| + ERC
mpMRl + no ERC
Mo mpMRI + ERC
No mpMR| + no ERC
Patient only

Region only
Participants 250
Participants <50
Prevalence 10%
Prevalence <10%
QUADAS high risk
QUADAS no high risk
Risk category high
Risk category mixed
Rlsk category low
Risk categary NR

Sensithvity

0.58 (0.47-0.68)
0.59 (0,50-0.67)
0.51(0.23-0.78)
0.58 (0,46-0,70)
0.57(0.37-0.75)
0.53(0.39-0.67)
0.66 (0,48-0,80)
0.53(0.31-0.81)
0.64 (0.48-0.76)
0.45 (0.30-0,60)
0.65 (0.30-0.89)
0.62 (0.51-0.71)
0.37 (0.0E—0.80)
0.73 (0.45-0.90)
0.19(0.26-0.54)
0.60 (0.44-0.73)
0.58(0.40-0.75)
0.65 (0.48-0.78)
0.73(0.43=0.91)
0.60 (0.48-0.71)
0.29(0.07-0.70)
0.54 (0.44-0.65)
0.78 (0.67-0.87)
0.57 (0.45=0.68)
0.65 (0.43-0.82)
0.60 (0.44-0.73)
0.55 (0.,42-0.67)
0,65 (0.46—0.80)
0.55 (0.43-0.67)
0.69 (0.48—-0.84)
0.56 (0.43—-0.68)

0.62 (0,32-0.85)

Specificity
0.56 (0.95-0.47)
0.57 (0,950 98)
0.54 (0.90-0.97)
0.57 (0.95-0,98)
0.45 (0.91-047)
0.56 (0.94-0.97)
0.86 (0,92-0,98)
0.58 (0.55-0.99)*
047 (0.94-0.98)
0.57 (0.92-0.99)*
094 (0.87-0.97)
0.57 (0.95-0 98)
0.94 (0.87-0.98)
0.95 (0,890 48)
0.95 (0.90-097)*
0.57 (0.94-0.99)*
0.56 (0.94-098)
0.57 (0.95-0.98)
055 (0.84-0.85)
0.47 (0.94-0,98)
0.54 (0.91-0.96)*
0.96 (0.95-0.97)
0.6 (0.92-0.98)*
0.57 (0,95-0 9§
0.55 (0.90-0.47)*
0.55 (0.93=097)
0.58 (0.96-0.99)*
0.47 (0.95-0.99)
0.56 (0.94-0.87)
057 (0.86—0.99)*
0.56 (0.95-0.87)

0.92 (0.85-096]*

Sensitivity

02 04 08 O

Specificity
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e EE&wMpoOoTATIKN EMEKTAON EvalcOnaoia Kol
eldkotnta 0.57 kat 0.91%

* AtNBnon omeppatodoxwyv evatcOnoia Ko
eldkotnta 0.58 kat 0.96 %

* T3 otadlo evaoOnoia kat edikotnta 0.61 Kai
0.88%
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Platinum Priority — Review - Prostate Cancer
3

P T IPI N B IR SR Al - . SRR T R e i T 5 A F A F e footra
caltoria |.:'_'. Anwar /& Fadnani, Llll-:-!“'l-";-";-"'." Fetralld and rrancesco .'flll-ll!:_j':-!l-"--"["'tl-f on II'1II'1' —'J_':I'I —'_rl" ["I.'f [nis 1s5ue

Accuracy of Magnetic Resonance Imaging for Local Staging of
Prostate Cancer: A Diagnostic Meta-analysis

Maarten de Rooij *, Esther H,J. Hamoen, |. Alfred Witjes, Jelle O. Barentsz,
Maroeska M. Rovers

Rodboud University Medical Centre, Raodboud Institute for Health Sciences, Nijmegen, The Netherlonds

4. Conclusions

MRI appears to have high specificity but poor and

heterogeneous sensitivity for detection of ECE, SVI, and
overall stage T3. ERC use yielded no additional benefit for

ECE detection, but slightly improved the sensitivity of SVI
detection.



N staging

Pelvic lymph node (LLIN) metastasis is an important prog-
nostic factor in all male and female malignant urogenital
neoplasms. Prior to surgery, familiarity with the lymphatic
drainage pathways and accurate mapping of positive LINs
may reduce the postoperative recurrence and prolong sur-
vival, as well as decrease the morbidity and mortality
caused by the gold standard. pelvic LLIN dissection

Heesakkers et al., Lancet Oncol. 2008,9:850—-6
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Fig. 2 The illustrations of specific lymphatic drainage pathways of pelvic tumors
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Otav Bpayeio dtapetpoc > 8 mm tnv mvedo Kot > 1 €K €€w
arno avtr Bewpovvtal taBoloyikol

To LOaVIKO OPLO TIOPAEVEL OLOAPEC

AvoTtuxwe, N peyain aduvopia TNG AELKOVIONG €lval  OTL
£WC Kol To 45% Twv petaotatikwy Asepdadevwy eival <0.4 cm
o€ OLAMETPO, MLA TR KATW OTIO TA KPLTHPLOL VEVUPECNC TIOU
£XOUV Ta cUMPaTKA epyaleia Stayvwonc onwc n MRI kat n
CT.

Evangelista et al., Eur Urol 2013 (63) 1040-1048
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Review Article

BASELINE STAGING OF NEWLY DIAGNOSED PROSTATE CANCER: A
SUMMARY OF THE LITERATURE

4.264 aoBeveic, amod touc omoioug 654 (15.3%) eiyav BetikouC
LNs oto LND, n CT tav Betikn} og povo 105 aoBeveig (2,5%)

(I LTS TS

BPFasced on our findings, the likelibood of & positive bone scan
markedly increases when PSA exceads 20 ngmml, a Gleason
score of 8 or more is reported., or locally advanced disease (T3
aAand T4) is suspected. Pelvic OT appears warranted for pesa-
tients withh a Gleason score of 8 or greater, or locally =ad-
wanced disease. In these clindical scenarios such imvestiga—
tiomns would be indicated. Althouugh patients with inocreased
PSA are at risk for pelvic adenopathy, OT appears poorly able

= = COnl - OIle SCcarl Shioil F=Tw] Caredi e F=3 s [=Jar=>
when patients creport bonmnue paildn or expeeriennce: ImcCresasaes L
alkaline phosphatase.



N staging

1109 aoBeveic mou vmoBANOnkav kat o Aspudadeviko

kaBaplopo, CT evawoOnola povo 8,8% kat eldblkotnta
98%

World Journal of Urology
April 2016, Volume 34, Issue 4, pp 517-523 | Cite as

Is there still a role for computed tomography and bone
scintigraphy in prostate cancer staging? An analysis from
the EUREKA-1 database
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PET/CT choline

— 2nuaopevn Choline

— XopunAn evowodnoia ( 10-73%) uPnAn edikotnta
(>90%)

— PET vs. DW-MRI : avTtidpatika amoTeAECHATA YL
TO TL €lval KAAUTEPO

— Agv ouvLoTATOL N XPNON TNS WC pouTiva
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Prostate-specific membrane antigen-based PET/CT

— 2nUoopEVO LE 68Ga - or 18F avtiowpa Evavtl TnG
NMPOOCTATLKNG MEUBPAVNC

— EL81KOTNTA EVAVTL TOU MTPOCTATLKOU LOTOU Qv Kot
urtopel vat aavénBet kat og aAAa veomAaopaTo

— H amoppodpnon tou padlodappakou ennpealeTol
aro to GS + PSA pe onpavtikn avénon autng oe
GS>8 kal PSA>10
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EUROPEAN UROLOGCY 7O (2

- e R %
awvailable at www sciencedirect.com ‘ =1 " OIPE AT

European Association of Urology =

Sensitivity, Specificity, and Predictors of Positive
S8Ga—Prostate-specific Membrane Antigen Positron Emission
Tomography in Advanced Prostate Cancer: A Systematic Review
and Meta-analysis

Metavaluon 5 avadpoukwv €6eLée 86% svalobnoia
Kat eLdkoTNTa o€ eminedo aoBevouc ko 80% kot 97%
o€ eninedo BAABNC
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* Bone scan:
- H 110 eupEwC XpNOLLLOTIOLOU LLEVN EEETALON.
- 2Xe60V oL pLoec BAaBec dev avayvwpilovradl.

- GS, PSA kal kKAwkO otadlo emnpealouV CNUOVTLKO
N S1ayVWOTLKN TOU LKavotnta

e PSA <10 povo 1o 2,3% twv bone scan Atav BeTka evw
16,2% pe PSA : 20-40.

* NMoooota aviyvevong o€ locally advanced ntav 5,6% ko
29,9% yia GS 7 kol > 8 avtiotoyo
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e Choline PET

— Aev unapyouv &ekaBapa dedopeva av eival Lo
evaloOntn amd To bone scan oAl €Xel
vPnAotepn eOLKOTNTA LE KAAN evatcOnoia

e Fluoride PET

— MNapopota etdkotnTo aAAa KaAUTepPN evalodOnoia
arto 1o Bone scan

— Eilvat akpipotepo amo to bone scan kat dev
avixvevel LN omtwc n xoAtvn,.
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* DW-MRI
— YynAotepn evaoOnoia oo to bone scan o€ high risk

— H oAoocwpun MRI vpnAotepn evatobnoia kot
eldKoTNTA ATO TOV cLUVOUAOUO bone scan & CT

— Qoatvetat ot n MRI €xeL peyaAutepn evaobnoio armno
TNV XOAlvn oTnV QVLXVEUGCN OOTIKWV LETOOTACEWY, UE
XALLNAOTEPN OMWC €LOLKOTNTAL.

* H MRI & Pet Choline pmopouv va aviyvevcouv
KOlL OTTAOXVLIKEC LETOOTAOELG, EVW bone scan &
Fluoride PET pnOVO OOTLKEC.
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* Ynapyouv rAeov data otL to choline PET, to PSMA PET
kat N MRI elval o evaioBntec otnv avoyvwplon Kol
otadlornoinon LNs kat Mets amo to kAaoowko work up
e bone scan+ CT.

 ElpooTe E€TOLUOL VO TOL ELOAYOUUE OTNV KaBnuepvn
mpagn?

e To KAWLKO TIAEOVEKTNUO QIO TNV avixveuon Twv
LLETAOTACEWV Vwplitepa pevel va amtodedeyBetl
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Definition

Low-risk Intermediate-risk High-risk

PSA < 10 ng/mL PSA 10-20 ng/mL PSA > 20 ng/mL any PSA

and GS <7 (ISUP grade 1) |or GS 7 (ISUP grade 2/3) | or GS > 7 (ISUP grade 4/5) | any GS (any ISUP grade)
and cT1-2a orcT2b orcT2c cT3-4 or cN+

Localised Locally advanced

GS = Gleason score; ISUP = International Society for Urological Pathology; PSA = prostate-specific antigen.
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5.3.4 Guidelines for staging of prostate cancer
Any risk group staging LE Strength rating
Do not use computed tomography and transrectal ultrasound for local staging. 2a Strong
Low-risk localised PCa LE Strength rating
Do not use additional imaging for staging purposes. 2a Strong
Intermediate-risk PCa LE Strength rating
In predominantly Gleason pattern 4 (= ISUP 3), use prostate multiparametric 2b Weak
magnetic resonance imaging (mpMRI) for local staging.
In predominantly Gleason pattern 4, include at least a cross-sectional 2a Weak
abdominopelvic imaging and bone-scan for metastatic screening.
High-risk localised PCa/locally advanced PCa LE | Strength rating
Use prostate mpMRI for local staging. 2b Strong
Perform metastatic screening including at least cross-sectional abdominopelvic 2a Strong

imaging and a bone-scan.




JUMTEPAOLATO

A) Anopaitnin ywa tnv €mloyn twv acBevwyv yla mpwipn
OUOTNUATLKA TtopEUBaon Kal TNV avtamokpLlon Toug otnv
Beparmneia

B) Antapaitntn yla va tpoBAEYPoOULLE TNV TTOPELA TNE VOO OU

A) Anopaitntn ywa va nipoPAsdoupe tnv ermiPlwon ToOU
acBevouc

) Artapaitntn yLa TG KAWVIKEC OOKLUEG
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