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Where atewwenaoyy?

AExpert panel assesses evidence, decides
recommendations, writes draft

ADraft sent to RCPath for comments (WGCS
ADraft modified by expert panel

ADraft sent for consultation

AComments reviewed

ADraft modified.

AFinal version published
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AOur approach to writing dataset



Our problems

Almperfect evidence base



Prostaie caneerevidence:
Imperfect

ASampling erroof nontargeted biopsy
AMultifocality of prostate cancer

Alndolent nature of prostate cancer
ANeed for very long term followp

AMost studies use pathology surrogates
(grade, stage) or biochemical recurrence
after radical as endpoints



Our problems
Rapitlly cchanipdandscape

ATechniques
AMultiparametric MRI

ATemplate biopsies

ATargeted biopsies




Our problems
Rapitlly cchanipdandscape

AReporting
AISUP Gleason grading consensus meeting 20.
AICCR 2016
AWHO Blue Book 2016



Our problems

ADataset obsolete before published?



Our problems

ADataset obsolete before published?

AUpdate overdue: 6 years since last version
AICCR and WHO 2016 discussions completed



Our approath

ARules vs Guidance

ASought to provide practical guidance with
diagrams where necessary



Surgical margin
Cancerglands

Stage pT2 5 Benign glands

» Stageis not
affected by margin
status but the
level of the cancer
glands in relation
to benign glands

* pT4no longer
used when margin
positive/above
benign glands

Seminal vesicle

Extraprostaticfat

Stage pT3a

Intraprostatic

ejaculatoryduct ‘ EPE, pT3a Seminal vesicle
Invasion, pT2 invasion, pT3b Figure 3: Definition of bladder neck invasion — the neoplastic glands have to be above the
level of benign glands in the sections taken from the base of the radical prostatectomy to be
Figure 2: Definition of seminal vesicle invasion staged as pT3a.

Anterior

Intraprostatic
positive
margin

Extraprostatic
positive
margin

Posterolateral

Posterior

Figure 4: The location and whether intraprostatic or extraprostatic margin should be recorded.




Our appreath

ARules vs Guidance

ABiopsy pathology morémportant than
radical pathology



Prostate meelicbiopsy prognestic clata
Climically cerntttcal
AClinical and radiology unreliable

AOnly selected cases undergo excision

AMost management decisions based on
needle biopsy pathology data

ATumour extent
ATumour grade
ATumour stage



Prosiatectomyprognesticlgata
Climicallyltessrmpatiant

ASerum PSA excellent tool for monitoring for
early recurrence postadical
Aldentifies recurrence before clinical/radiology

AUnlike colon/breast cancer: mets identified
only when clinically/radiologically apparent

ALess reliance on pathology to identify higiisk
patients for adjuvant therapy



Our approath

ARules vs Guidance

ABiopsy pathology morémportant than
radical pathology

AResisted temptation to include data items
such as Gleason score at margin



Our appreath

ARules vs Guidance
ABxmore important than radical

AAllow significant leeway (options) to
reporting pathologist

AKeep core data items to minimum



Core ddata items
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Core cdataittems

AMinimum requirement
AMandatory
APart of COSD (England)



Cofe ddataitems

AMinimum requirement
AMandatory
APart of COSD (England)

AOther items may (should) be collected for
research, audit or local MDT requirements
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Prostaie clataset22015
Core diataittens
ABiopsy
ATURP
ARadical
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Changesrisenp previou Genetdl

ACLINICAL
Added:serum PSA



Changesrisenp previou Genetdl

ACLINICAL

Added:serum PSA
02LIWA2YY day2i



Changesrisenp previou Genetdl

AMICRO

Added:Grade groupsY
Aeg 3 + 4 =7 (grade group I1)



New grattesgioupings V
Advantages

APatients

AGleason score 6 is in lowest group
AUrologists

A3+4 and 4+3 separated
APathologists

ANo extra work
ANo need to distinguish 4+5, 5+4, 5+5 (all



Needlle: Clinicdl

A PSA (if available)
A Number of cores
A Site of cores

A Type of bx
AStandard TRUS guided
ATargeted TRUS guide
ADigitally guided
A Saturation
ATemplate



Needlle: Clinicdl

A PSA (if available)

ANumber of cores

A Site of cores

A Type of bx
AStandard TRUS guided
ATargeted TRUS guide
ADigitally guided
A Saturation
ATemplate



Number of coresiaken

ANumber positive should not be greater thar
number taken!



Number of coresiaken

ANumber positive should not be greater thar
number taken!

ANumber of cores taken cannot be
determined by macroscopy or microscopy
AThis information must be provided by operator

ANumber of cores taken from each side (at lea



Needle: Micro

AType

AGrade

AExtent

APerineural invasion
AEPE



Needle: Micro

AType

AGrade

AExtent

APerineural invasion
AEPE



Gradle.Gleasonsseare

AGlobal (composite)?
AWorst in core/specimen?



Gleason.ccomposite oNorst?
ICCR

AWorstc mandatory
AGlobal (composited optional



Gleason . Ccomposite on\iVerst?
Problems

AHistorical UK dataComposite score
AContemporary data (ICCR)orst score



Gleason.cCCompasite on\Werst?
Problems

AWhich is more accurate?
ASomeOl 4 S & ¢ i & 2 KBdidositE



Scenario!l

‘ ‘ " Gleason pattern 3
‘ “ ‘ Gleason pattern 4

Gleasonsscore:
Composite3 +4 =7
Worst: 4 +4 =8



‘ Gleason pattern 3
00 00 00 @ oo ptens

Radical:
2 tumours: 3+4 and 4+4
Worst score correct as prognosis will be of 4 + 4




Scenario’2

3+3

4+4

Gleasonsscore:

Composite 3 +4 =

Worst: 4 +4 =8

7

Gleason pattern 3

‘ Gleason pattern 4



‘ Gleason pattern 3
‘ ‘ ‘ ' Gleason pattern 4

Radical:
3+4=7
(Worst will overgrade In this scenario)
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Gleasonsscorecore diataittams

ABoth composite (global) and worst
AScore and grade group



Gleasonsscorecore diataittams

ABoth composite (global) and worst
ARecord location of core with worst scor



Report lhoth compesite:addwwors!
Problem

AWhich should be used?

AUrologist/oncologist
AResearch
ACancer registries



Online sunwveyoofustlegisisioncalogists
(n=128)



Right apex: 3mm, 10%, Gleason score 4 + 4 =

Right base: 6mm, 80%, Gleason score 4 + 3 =

Left apex: 10mm, 60%, Gleason score 3 + 3 =
Overall (global) Gleason score 3+4 =7

Worst: 6%
Global: 13%
Core with highest %: 11%



CompositeconWors?
My suiggesiton

Aln most cases composite and worst is
same

A3 + 3
A3 + 4



Aln most cases composite and worst is
same

Aln few cases where different:
Alndicate which is more likely to be correct



