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PDD

Hungerhuber et al.

875 pacientu

«23,7% pozitivnich biopsii u pacientu s
negativnim nalezem pri konvencni CSK.
* 92% senzitivitu pro PDD vs 76% pro
KCSK .

« zvySena detekce nadorovych lézi ve vSech
rizikovych skupinach TCC pfi pouziti HAL
« absolutni 10% snizeni vyskytu recidivy
v prubéhu dvanacti mésicu
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EAU Guidelines on
Non-muscle-invasive

Bladder Cancer
(TaTl and CIS)

Take biopsies from abnormal-looking urothelium.

Biopsies from normal-looking mucosa (trigone, bladder dome, and right, left, anterior and posterior
bladder walls) are recommended when cytology is positive or when high-risk exophytic tumour is
expected (non-papillary appearance). If equipment is available, use PDD-guided biopsies.

ake biopsy ot the prostatic urethra in cases of bladder neck tumour, when bladder Is present
or suspected, when there is positive cytology without evidence of tumour in the bladder, or when
abnormalities of the prostatic urethra are visible. If biopsy is not performed during the initial procedure,
it should be completed at the time of the second resection.

Take the biopsy from abnormal areas in the prostatic urethra and from the precollicular area (between
5 and 7 o’clock position) using a resection loop. In primary non-muscle-invasive tumours when
stromal invasion is not suspected, cold-cup biopsy with forceps can be used.

Refer the specimens from different biopsies and resection fractions to the pathologist in separate
containers and label them separately.

TURB protocol must describe tumour appearance, all steps of the procedure, as well as the extent
and completeness of resection

In patients with positive cytology, but negative cystoscopy, exclude a UTUC, CIS in the bladder
(random biopsies or PDD-guided biopsies) and tumour in prostatic urethra (prostatic urethra biopsy).

European
Association
of Urology




Narrow-band imaging - NBI

Zlepseni kontrastu mezi
abnormalni lezi a normalni
sliznici mechyre pomoci
restrikce svetelného
optického spektra
pouzitého v prubéhu CSK.

Zuzeni svéetelného spektra
filtry, které povoluji
transmisi svétla s vinovou
délkou 415-540nm .

Absorpce hemoglobinem §

540 nm

Haemoglobi
spectrum

zvyseni viditelnosti kapilarfiss . —i—
a submukoznich krevnich Wavelength (nm)
cev.



Uplatnéni v GE - metaplasie a prekancerozy
zaludku,jicnu, v prubéhu kolonoskopie

‘hypervaskularita je nespecifickym nalezem, budou
potrebne multicentrické kontrolované studie

k potvrzeni role NBI v diagnostice prekanceroz a
malignich Iézi méchyre



Zdroj: Brisuda A., Hrbacek J., Babjuk M. et al. Vyuziti fotodynamické diagnostiky a izkopasmového zobrazeni v diagnostice a Iécbé
svalovinu neinfiltrujicich nadorii moc¢ového méchyre Ces Urol 2013; 17(2): 79-87.
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A Randomized Prospective Trial to Assess the Impact of
Transurethral Resection in Narrow Band Imaging Modality on
Non-Muscle-Invasive Bladder Cancer Recurrence

Angelo Naselli®", Carlo Introini®, Luca Timossi® Bruno Spina®, Vincenzo Fontana®,
Riccardo Pezzi®, Francesco Germinale?, Franco Bertolotto, Paolo Puppo ®4

* Department of TR i i S i =
of Anatomy and

S ol Conclusions: TUR performed in the NBI modality reduces the recurrence risk of NMIBC
cncro, Cenos. 1 yy at least 10% at 1 yr.

Article info Abstract
Article history: Background: Narrow band imaging (MBI} is an optical enhancement technology that
Accepted January 10, 2012 filters white light into two bandwidths of illumination centered on 415 nm (blue) and

540 nm (green). NBI cystoscopy can increase bladder cancer (BCa) visualization and
detection at the time of transurethral resection (TUR). NBI may therefore reduce
subsequent relapse following TUR

Objective: Assess the impact of NBI modality on 1-yr non-muscle-invasive BCa (NMIBC)
Keywords: recurrence risk.

; Design, setting, and participants: Consecutive patients with overt or suspected BCa
were included in a prospective study powered to testa 10% difference in 1-yr recurrence

Published online ahead of
print on January 18, 2012

Urinary bladder neoplasms

Cystoscopy risk in favor of cases submitted to NBI TUR. Excluding patients with muscle-invasive BCa,
Recurrence negative pathologic examination, or without follow-up, the smudy population was
Diagnostic imaging composed of 148 subjects randomized from August 2009 to September 2010 to NBI

TUR (76 cases) or white light (WL) TUR (72 cases).

Intervention: TUR was performed in MBI or standard WL modality.

Measurements: The 1-yr recurrence risks in NBEI or WL TUR groups were compared
using odds ratio (OR) point and interval estimates derived from logistic regression
modeling.

Resulis and limitations: The 1-yr recurrence-risk was 25 of 76 patients (32.9%) in the
NBI and 37 of 72 patients (51.4%) in the WL group (OR=0.62; p = 0.0141). Simple and
multiple logistic regression analyses provided similar OR points and interval estimates.
Condusions: TUR performed in the NBI modality reduces the recurrence risk of NMIBC
by at least 10% at 1 yr.

i) 2012 European Association of Urology. Published by Elsevier BV, All rights reserved.
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Current Evidence of Transurethral En-bloc Resection of
Nonmuscle Invasive Bladder Cancer

Mario W. Kramer®, Vincenzo Altieri”, Rodolfo Hurle®, Lukas_Lusuardi", Axel S. Merseburger®,
Jens Rassweiler®, Julian P. Struck“, Thomas R.W. Herrmann’-*

Recommendations for transurethral resection of the bladder (TURB) and/or biopsies and

pathology report

Perform en-block resection or resection in fractions (exophytic part of the tumour, the underlying

bladder wall and the edges of the resection area). The presence of detrusor muscle in the specimen is

required in all cases except for TaG1/LG tumours.

Perform a second TURB in the following situations:

¢ after (suspicion of) incomplete initial TURB (in the case of any doubt about completeness of a
TURB);
if there is no muscle in the specimen after initial resection, with exception of TaLG/G1 tumours
and primary CIS;

* InT1 tumours.

Register the results of a second TURB as it reflects the quality of the initial resection.

at improving quality of surgical specimens. Available evidences s:uggcst s-afcty and
oncologic equivalence compared with the standard transurethral resection of bladder
tumor.

() 2016 European Association of Urology. Published by Elsevier B.V. All rights reserved.

* Corresponding author. Hannover Medical School, Department of Urology and Urologic-Oncology,
Carl-Neuberg-Straffe 1, Hannover 30625, Germany. Tel. +4940)511-532-4892;

Fax: +48-(0)511-532-1015.

E-mail address: herrmann.thomas@mh-hannover.de (Thomas R.W. Herrmann).
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A Consensus Molecular Classification of Muscle-invasive Bladder
Cancer

Aurélie Kamoun ™", Aurélien de Reyniés®', Yves Allory "1, Gottfrid Sjodahl *',

A. Gordon Robertson ®', Roland Seiler’, Katherine A. Hoadley ¢, Clarice S. Groeneveld ",
Hikmat Al-Ahmadie’, Woonyoung Choi’, Mauro A.A. Castro", Jacqueline Fontugne ",
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William Y. Kim'"", David J. McConkey’, Peter C. Black", Lars Dyrskjot*, Mattias Hoglund ¥,
Seth P. Lerner”, Francisco X. Real”, Francois Radvanyi®, the Bladder Cancer Molecular
Taxonomy Group'




% of MIBC 24%

8% 15% 15%
Luminal Luminal Non- Luminal ; Neuroendocrine-
Class Name  Sppillary (LumP) | Rl n)] Ly  Stroma-ich - like (NE-like)

Differentiation Urothelial / Luminal Neuroendocrine

FGFR3 +
PPARG +
CDKN2A -

TP53 -, RB1 -,

PPARG + | PPARG +
‘ Cellcycle +

‘ E2F3 +, ERBB2 +
1 Genomicinstability
Cellcycle +

Oncogenic
mechanisms

ELF3 (35%) TP53 (76%),
ERCC2 (22%)
' TMB +, APOBEC +

FGFR3 (40%),
KDMB6A (38%)

TP53 (61%),
RB1 (25%)

Mutations TP53 (94%)
RB1 (39%)*
Smooth muscle

Fibroblasts Fibroblasts

Fibroblasts 3
.\ Myofibroblasts |  Myofibroblasts

Stromal infiltrate

Immune infiltrate B cells i CD8T cells

NK cells

Neuroendocrine
differentiation
(72%)

Micropapillary
variant (36%)

Squamous

Histology Papillary . lan
. differentiation (42%)

morphology (59%)

Women +
T3/T4 stage +

Older patients +
(80+)

Median overall ' 1.8
survival (years)

Clinical T2 stage +
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* 94% of these tumors
present either RB1
mutationordeletion

European Urology
Volume 77, Issue 4
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Luminal

KRT20+, GATA3+, FOXA1+

\V

Luminal-infiltrated

"FGFR3 mut, fusion, amp |

Papillary histology
SHH+
Low CIS

[ Low risk
NAC*
| FGFR3 inhibitors

* Low predicted

likelihood of response,

based on preliminary

UPKs
KRT20
SNX31

Low purity

EMT markers (TWIST1, ZEB1)
miR-200 family

Medium CD274 (PD-L1), CTLA-4
Myofibroblast markers

Wild type p53

\

|
o7

Anti-PD-L1, PD-1, CTLA-4 ifTargeted'therapy? )
Cisplatin-based NAC** >

** Low response rate

Basal/Squamoqs

KRT5.6.14+, GATA3-,. FOXA1

Female

Squamous differentiation
Basal keratin markers

High CD274 (PD-L1), CTLA4
Immune infiltrates

Anti-PD-L1, PD-1, CTLA-4
Cisplatin-based NAC

SOX2

DLX6

MSI1
PLEKHG4B
E2F3/S0X4 amp
High cell cycle

(Etoposide!Cusplatin NAC
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Molecular Subtyping of Clinically Localized Urothelial Carcinoma
Reveals Lower Rates of Pathological Upstaging at Radical
Cystectomy Among Luminal Tumors

Yair Lotan“", Stephen A. Boorjian b Jingbin Zhang©, Trinity J. Bivalacqua, Sima P. Porten®,
Thomas Wheeler’, Seth P. Lerner’, Ryan Hutchinson®, Franto Francis®, Elai Davicioni®,
Robert S. Svatek®, Chun-Liang Chen?, Peter C. Black", Ewan A. Gibb €

a Department of Urology, University of Texas Southwestern Medical Center, Dallas, TX, USA; " Mayo Clinic, Rochester, MN, USA; € GenomeDx Inc, Vancouver,
BC, Canada; 4John Hopkins Medical Institute, Baltimore, MD, USA; © University o ria San Francisco, San Francisco, CA, USA; fBaylor College of
Medicine, Houston, TX, USA; ® University of Texas Health San Antonio, San Antonio, TX, USA; " Vancouver Prostate Centre, University of British Columbia,
Vancouver, BC, USA




Variables Luminal Nonluminal

Total, n (%) 100 (48) 106 (52)
Upstaging (>pT3 and/or pTanyN+), n (%)

o — i e— )

Pathological upstage (pT3-4 only), n (%)
pT0-2 75 (75) 55 (52)
pT3-4 24 (24) 50 (47)
Unavailable 1(1.0) 1(0.90)
Node positive (Tany, N+ only), n (%)
NO 4
Yes 21 (21

A T1/T2 Combined

Event rate
nal 29% (19-38%)
inal  21% (12-30%)

24 36
Time from TURBT (mo)
Nen-luminal 44

luminal 51
Number of patients at risk

206 pacientu s MIBC ze 7 center ktefi neo
CHT

cT1/2 luminalni subtyp == signifikantné nizsi
mira upstagingu po RACE (34% oproti 51%; p =

0,02)
—)
luminalni nizs§i CSM
data jsou retrospektivni, neovérfena a zejmeéna
incidence LU+ byla

podobna mezi luminalnimi a neluminalnimi podtypy
(21% oproti 26%; p = 0,4).
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% 30 publikovanych praci o ca m.m.

& vyskyt CTC signifikantneé koreluje se stadiem nemoci (<
Il vs I, 1IV), gradingem (I, Il vs llI), metastazemi a pozitivhimi
regionalnimi LU.

& detekce CTC signifikantné spojena se Spatnou prognézou
PFS,CSS

& Detekce CTC je takeé prognostickym faktorem pred RACE .

» pp s detekci CTC meéli signifikantne vyssi riziko recidivy a vysSi
CSM i OM

& CTC jsou nezavislym prediktorem pro vSechny konecCné
ukazovatele nemoci.

Zhanqg Z, Fan W, Denqg O, et al. The prognostic and diagnostic value of circulating
tumor cells in bladder cancer and upper tract urothelial carcinoma: A meta-analysis of
30 published studies. Oncotarget 2017 Jun 16:8(35):59527-59538.



https://www.urotoday.com/recent-abstracts/urologic-oncology/bladder-cancer/96607-the-prognostic-and-diagnostic-value-of-circulating-tumor-cells-in-bladder-cancer-and-upper-tract-urothelial-carcinoma-a-meta-analysis-of-30-published-studies.html




NIMBUS

Study Design and Endpoints

Standard
Frequency Induction Maintenance
Key Inclusion Criteria BCG weekly, BCG weekly, wi-3; 15 BCG instillations
- BCG-naive High wl-6 m3,6,12
grade (HG) NMIBC
(TaorT1)
- Primary / recurrent re- Randomi- Cystoscopy and urine cytology:
- Single / multiple TUR® SR every 3 months until 2 years
With / without CIS ‘ every 6 months until 4 years
Absence of high-
grade papillary #
NMIBC after routine Induction Maintenance
reiun ea108) BCG weekly, BCG weekly, w1,3; 9 BCG instillations
Reduced w1,2,6 m3,6,12
Frequency
Stratification: Ta/T1, Cis, single/multiple tumor, BCG strain Primary Endpoint

time to first recurrence

Secondary Endpoints

- number and grade of recurrent tumors
rate of progression to a higher stage (2 T2) of disease
Safety (treatment-related toxicity > grade 2)

* Patients with histological detection of high-grade papillary NMIBC in re-TUR underwent a second re-TUR

# Protocol Amendment 5: Ta HG NMIBC could be included without re-TUR, if muscle tissue was provided in
a biopsy specimen allowing to confirm complete removal of the tumor

Consolidated Standard
of Reporting Trials diagram
countries partcipatn

Reduced frequency arm Standard frequency arm
RF-arm (n = 170) SF-arm (n = 175)

* Received BCG: n = 165

* Did not receive BCG: n= 10
* Ineligible: n = 2@
+ Consent withdrawn: n = 4
» Treatment not started: n =3
* Investigator decision: n = 1

* Received BCG: n = 165
* Did not receive BCG:n=5
* Ineligible: n =3
* Consent withdrawn: n = 1
* Treatment not started: n = 1

wk: week,

BCG: Bacillus Calmette-Guérin

ITT: intention to treat

* Consent withdrawn in total:
14 in SF-arm vs. 3 in RF-arm

ITT population / ITT population /
Total analysis set: n = 170 Total analysis set: n = 175

Safety population: n = 165 Safety population: n = 165




NIMBUS

Patient outcomes

[ RF-arm (n=170) | SF-arm | Total

End of study, n (%) Yes 69 (40.6) 52(29.7) 121 (35.1)

No 101 (59.4) 123 (70.3) 224 (64.9)
Recurrence, n (%) 46 (27.1) 21(12.0) 67 (19.4)
Progression to 2 T2, n (%)*
Distant metastases, n (%)
Survival Status, n (%) Alive 163 (95.9) 172 (98.3) 335 (97.1)

Dead 7(4.1) 3(1.7) 10 (2.9)

AEs, n 670 1469 2139
No. of patients with AEs, n (%) 113/165% (68.5)  136/1655(82.4)  249/330% (75.5)

» at first recurrence

L none related to study drug: 1x autoimmune encephalitis or paraneoplastic syndrome, 1x pulmonary embolism, 1x sepsis, 5x
other reasons

#%  none related to study drug: 1x acute cardiac death, 2x other reasons

§ of patients treated at least once with BCG

Kaplan Meier Survival Analysis - Time to Recurrence
(time between randomization and date of first recurrence or last follow-up)

Patients observed for at least 6 months
All patients (intention to treat analysis) since their randomisation in the study
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18 . 30 36 months
Time to recurrence Time to recurrence

4€

HR 0.403 (97.5% Cl: 0.241 — 0.676) HR 0.391 (97.5% Cl: 0.231 — 0.662)




NIMBUS

Premature ending of trial

Reality:

97.5% Cl, one sided 97.5% Cl, one sided

1,0

Inferior | Non-inferior Superior

Upper limit of 97.5% Cl of HR recurrence below 0.75:
IDMC advised to prematurely stop the study
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KEYNOTE-057 Phase 2 Trial of
Pembrolizumab for Patients With High-Risk
Non-Muscle-Invasive Bladder Cancer
Unresponsive to Bacillus Calmette-Guérin:
Updated Interim Results

A. V. Balar'; G. S. Kulkarni?; E. Uchio?; J. L. Boormans#; L. Mourey5; L. Krieger®; E. A. Singer?; D. Bajoring;
A. Kamat®; P. Grivas'% H. K. Seo'!; H. Nishiyama'?; B. Konety'3; K. Nam'4; E. Kapadia'#; T. Frenkl!'4;
R. de Wit*

'Perimutter Cancer Center at NYU Langone Health, New York, NY, USA; 2UHN Princess Margaret Cancer Center, University of Toronto, Toronto, ON,
Canada; 3UC Irvine Health, Orange, CA A; “Erasmus University Medical Center, Rotterdam, Netherlands; ®Institut Universitaire du Cancer Toulouse
Oncopole, Toulouse, France; °Royal North Shore Hospital, Northern Cancer Institute, St Leonards, NSW, Australia; 7Rutgers Cancer Institute of New Jersey,
New Brunswick, NJ, USA; 8Memorial Sloan Kettering Cancer Center, New York, NY, USA; ®The University of Texas MD Anderson Cancer Center, Houston,
TX, USA; "%University of Washington, Seattle, WA, USA; '"National Cancer Center, Goyang, Republic of Korea; 12University of Tsukuba, Tsukuba, Ibaraki,
Japan; 3University of Minnesota, Minneapolis, MN, USA; '*Merck & Co., Inc., Kenilworth, NJ, USA




KEYNOTE 057

NMIBC and the PD-1/PD-L1 Pathway

* Programmed death-1 (PD-1) pathway
activation has been implicated in BCG
resistance’

1 ’
Tumor-associated

Pembrolizumab, a PD-1 inhibitor, has i : antidh
shown significant and durable antitumor ; -
activity in metastatic urothelial

carcinoma?3

— Overall survival benefit versus
chemotherapy in platinum-refractory
disease?

Little is known about anti-PD-1
monotherapy for NMIBC

1. Fukumoto K et al. Ann Surg Oncol. 2018;25:2484-2491. 2. Balar AV et al. Lancet Oncol. 2017;18:1483-1492. 3. Bellmunt J et al. N Engl/ J Med. 2017;376:1015-1026.



KEYNOTE 057

KEYNOTE-057: Single-Arm, Open-Label
Phase 2 Study (NCT02625961)

Patients

+ HR NMIBC patients unresponsive to
BCG who decline to undergo or are
ineligible for cystectomy
Pembrolizumab

200 mg Q3W

= Patients with papillary disease must
have fully resected disease at study
entry

* 2 cohorts

— Cohort A (n = 130): CIS with or
without papillary disease
(high-grade Ta or T1)

Cohort B (n = 130): papillary
disease (high-grade Ta or any T1)
without CIS

If no persistence or recurrence of HR NMIBC at any assessment

Evaluations with
cystoscopy, cytology,
biopsy Q12W x 2 years,

then Q24W x 2 years
and once yearly
thereafter
and

CTU Q24W x 2 years or
more frequently as
clinically indicated

Continue assessments
and pembrolizumab until
recurrence of HR NMIBC,

PD, or 24 months of
treatment complete

Discontinue treatment;
enter survival follow-up

Primary End Points
* CR (absence of HR

NMIBC) in cohort A
+ DFSin cohortB

Secondary End Points
* CR (absence of any

disease: high-risk or
low-risk NMIBC) in
cohortA

* DORin cohortA

+ Safety/tolerability




KEYNOTE 057

Overall Response Rate at Month 32

Total Population (N = 102)
% 95% CI
CR 40.2 30.6-50.4
Non-CR 55.9 45.7-65.7
Persistent® 40.2 30.6-50.4
Recurrent® 5.9 2.2-12.4
NMIBC stage progression¢ 8.8 4.1-16.1
Non-bladder malignancy® 1.0 0.0-5.3
Progression to T2 0 NA-NA
Nonevaluablef 3.9 1.1-9.7

Response

aSummary of overall responses of HR NMIBC per central assessment at month 3 in all patients who received 21 dose of trial treatment, had baseline evaluations, and also had 21 postbaseline
disease assessment. "Defined as patients with CIS at baseline who at month 3 also had CIS + papillary tumor. cDefined as pathologically confirmed appearance of papillary tumor (high-grade Ta or
T1) without CIS at month 3.%ncrease in stage from CIS and/or high-grade Ta at baseline to T1 disease. ¢Defined as presence of lesions suspicious for locally advanced or metastatic bladder
cancer on imaging. Patient developed new liver lesions, as seen on imaging, and was later found to have a second primary malignancy of pancreatic cancer. Subsequent review of the baseline
scan showed subtle findings that, in retrospect, could be attributed to pancreatic cancer. 'Patients whose protocol-specified efficacy assessments were missing or who discontinued from the trial for
reasons other than progressive disease were considered not evaluable for efficacy.

Database cutoff: September 14, 2018.




KEYNOTE 057

Conclusions

In this updated interim analysis of 102 patients from an ongoing study, pembrolizumab
continued to show encouraging antitumor activity in patients with HR BCG-unresponsive CIS
(with or without papillary disease) who declined to undergo or were ineligible for cystectomy and
who had limited alternative treatment options

- 40.2% CR rate at month 3; median duration of CR, 12.7 months (0.0+ to 20.5+ months)

No patients with recurrent HR NMIBC experienced progression to muscle-invasive or metastatic
bladder cancer while on study therapy

Pembrolizumab AE profile is consistent with that of previous studies

A phase 3 study to evaluate efficacy and safety of pembrolizumab plus BCG in HR NMIBC that
is persistent/recurrent after BCG induction is currently open to enrollment (KEYNOTE-676,
ClinicalTrials.gov identifier, NCT03711032)
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Impact of time to second transurethral resection on oncological
outcomes of patients with high-grade T1 bladder cancer treated

with intravesical Bacillus Calmette-Guerin
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Recurrence free survival (%)

20 40
Time elapsed from TURBT (mo)
Number at risk
6 weeks 60 35 28 20
89 66 44
41 31 23

3
®
2
c
s
2
o
e
<
2
2
2
e
a

——
20 30 40 50 60
Time elapsed from TURBT (mo)

59 48 44 35 27

- 2 2 5 Stredni doba sledovani 49,3m

Cc

Cancer specific survival

20 30 40 50
Time elapsed from TURBT (mo)

49 45 34
107 85 62
45 35 27

Fig. 1 Kaplan—Meier plots showing recurrence-free survival (a),
progression-free survival (b) and cancer specific survival (¢) accord-
ing to time to Re-TUR (group A:<6 weeks; group B:>6-12 weeks;
group C:> 12-18 weeks)







available at w
journal homej

€al
i

Extendeq
Cancer P
from a P

Jurgen E. Gsq
Johannes M.
Michael Stoq
Stephan Rot)

TN

UROLOGY

er
Results

r Albers"”,
an Kalble',
K

Retz“




458 patients assessed for eligibility

57 ineligible
23 refused
1 had a relevant second cancer
15 had less than pT1G3 or other than primary TCC
3 had prior pelvic radiation
2 had neoadjuvant chemotherapy
4 had a clinical T4b tumor
2 had lymph node metastases above the aortic bifurcation
7 had visceral metastases

/ 401 randomized \
203 assigned to limited LND 198 assigned to extended LND

190 received limited LND per protocol 173 received extended LND per protocol

(Removal of 24 to 6 limited LND fields and 24 lymph nodes) (Removal of 210 to 14 extended LND fields and =12 lymph nodes)

13 did not receive limited LND per protocol 25 did not receive extended LND per protocol
1 had no LND 2 had no LND
7 had a LND with less than 4 fields and/or 23 had LND with less than 10 fields and/or
with less than 4 lymph nodes removed with less than 12 LNs removed
§ had an extended LND

203 included in intention-to-treat analysis 198 included in intention-to-treat analysis




Extended Versus Limited Lymph Node Dissection in Bladder

Cancer Patients Undergoing Radical Cystectomy: Survival Results
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o leté prezivani bez relapsu 59% PLND x
64% ePLND

v rameni ePLND signifikantne vyssi mira
vyskytu lymfokély(8,6% oproti 3,4%; p =
0,04).

probiha rozsahla studie (SWOG S-1011),
ktera by se k této otazce méla definitivne
vyjadrit.
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