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Prostate Cancer

“Precision makes perfect”
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Prostate cancer screening

Review — Prostate Cancer
Prostate-specific Antigen Testing as Part of a Risk-Adapted Early

Detection Strategy for Prostate Cancer: European Association of
Urology Position and Recommendations for 2021

Hendrik Van Poppel “", Monique J. Roobol b Christopher R. Chapple®, James W.F. Catto de
James N’'Dow’2, Jens Senksen ™', Arnulf Stenzl’, Manfred Wirth*®




Prostate cancer screening

Age group '

60-70 years **

Van Poppel et al, Eur Urol 2021
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Healthy men >70yr without
important comorbidities and a
life expectancy >10-15 years
may continue PSA testing




Prostate cancer screening

Risk stratification (nomograms):
— = Family history

PSA density
PSA velocity
Risk calculator

¥

Low risk
(MRI avoided)
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Risk stratification including
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Stockholm3 — MRI trial
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Stockholm3 — MRI trial

1 Systematic biopsies

Men aged 50-74 PSA23
invited from the 4 Or
general population Stockholm3 > 11%

Positive MRI
| MRI | Targeted + systematic

Stockholm3 2 25%

Systematic biopsies
Negative MRI -

Stockholm3 < 25%
1 No biopsy

Figure 1 Study design overview of STHLM3MRI Main Study.

Eklund M, et al. NEJM 2021




Stockholm3 — MRI trial

Enrolled participants ] Randomised participants
All (n=12750)* All (n=2293) Standard group (n=921)

Age, years

Family history of prostate cancer
Previous benign biopsy

On 5-a reductase inhibitor treat ment
PSA atinclssion, ng/mlL

Stodcholm3 at inclusiont

Prostate volume, mLt
Pl-RADS score

=2

3

4

5

No MRIdone
s dai

Eklund M, et al. NEJM 2021

Experimental grouvp (n=1372)

61 (55-67) 66 (61-71) 67 (61-71) 66 (61-71)
1947 (15- M%) 413 (18-0%) 176 (191%) 237 (17-3%)
033 (4-2%) 252 (11-0%) 98 (10-6%) 164 (11-2%)
255 (2-0%) 78(3-4%) 25 (2.7%) 53(3.9%)
1.0(0-6-1-9) 35(26-4-9) ﬁ-ﬁ (2-6-4-9) 3:5(2-6-4-8)
0-14 (0-10-0-20) 014 (0-10-0-20) 0-14 (0-10-0-20)
40 (30-55) 39 (30-52) 40 (31-55)
0 815 (59-4%)
] 261 (19-0%)
0 115(8-4%)
1(01%) 69 (50%)
920 (999%) 112 (8-2%)




Stockholm3 — MRI trial

No. per 10,000 Men Undergoing
Prostate Cancer Screening

Diagnostic Strategy:

B Experimental strategy

-62% ﬂ

B Standard strategy

m:

Experimental Strategy — no.
Standard Strategy — no.

Absolute Difference

(95% Cl) — percentage points (-0.7 to 1.6)

Relative Difference
(95% €l1)

Eklund M, et al. NEJM 2021

12504
10004
7504
. -48%
5004
| -73%
2504
0
PSA Levels MRI Biopsy Benign
=3 ng/mil Procedures Procedures Biopsies
1221 1112 444 132
1175 2 853 504
0.5 — -4.1 -3.7
(-5.0 to -3.2) (-4.3 to -3.0)
1.04 — 0.52 0.27
(0.94t0 1.14) (0.45t0 0.60)  (0.22 to 0.34)

Gleason 6
Cancers

54
142
-0.9

(-1.2 ta -0.5)
0.38

(0.26 to 0.55)

Gleason
=3+4
Cancers

252

206

0.5
(-0.1 to 1.0)

1.22
(0.97 to 1.55)

Gleason
=4 +3
Cancers

28
24
0.0
(-0.3 to 0.4)
1.05
(0.72 to 1.54)




Stockholm3 — MRI trial

Population-based invited prostate cancer screening

Blood test => MRI => prostate biopsy
Less unnecessary biopsies
Less insignificant cancers found => less overtreatment

As much significant cancers found

Implications for development of national and international prostate cancer screening
programs

Eklund M, et al. NEJM 2021




LAPRO trial 8y update

Prospective non-randomized trial
Open (n=885) versus Robot (2699) radical prostatectomy (2008-2011)

14 Swedish centres

Prostate Cancer
Functional and Oncological Outcomes After Open Versus

Robot-assisted Laparoscopic Radical Prostatectomy for Localised
Prostate Cancer: 8-Year Follow-up

Anna Lantz“"", David Bock*, Olof Akre“, Eva Angenete ““, Anders Bjartell*/, Stefan Carlsson *,
Katarina Koss Modig®", Martin Nyberg */, Karin Stinesen Kollberg?', Gunnar Steineck/,

Johan Stranne®", Peter Wiklund “*, Eva Haglind “°

Lantz A, et al. Eur Urol 2021




LAPRO trial 8y update

Robotic surgery = improved short-term outcomes
1 blood loss
4 pain
I complications
Shorter hospital stay

What about oncologic outcome ?
1 Australian RCT: 2y-BCR 9% open vs 4% robot (P=0.02)
Long term ??

Lantz A, et al. Eur Urol 2021; Coughlin G, et al. Lancet Oncol 2018




LAPRO trial 8y update
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Fig. 2 - (A) All-cause mortality for RALP versus RRP. Prostate cancer-specific mortality for (B) RALP versus RRP and for D'Amico (C) low-risk, (D)
intermediate-risk, and (E) high-risk groups. ( = confidence interval; HR = hazard ratio; RALP = robot-assisted laparoscopic prostatectomy; RRP = open
retropubic radical prostatectomy.

Lantz A, et al. Eur Urol 2021




LAPRO trial 8y update

Lantz A, et al. Eur Urol 2021

High risk

RALP RRP
(n=220) (n=77)
PSM, n/N (%) 44210 (21) 25/73 (34)
Risk ratio (95% Cl)
Unadjusted 0.61 (0.41-0.92)
Adjusted " 0.66 (0.44-1.00)
Adjusted " + PE
Adjusted " + AC
Residual disease, n/N (%) 14/214 (5.5) 14/70 (20)

Risk ratio (95% Cl)
Unadjusted
Adjusted *
Adjusted * + PE

: "

033 (0.16-0.65)
No convergence

BCR, n/N (%)

80/158 (51)

38/55 (69) |

1sk ratio )
Unadjusted
Adjusted *
Adjusted “ + PE

0.73 (0.58-0.93)
0.80 (0.62-1.03)

I Overall mortality, n/N (%)

26/220 (12)

16/77 (21) |

Hazard ratio {m:]
Unadjusted
Adjusted *
Adjusted *
Adjusted @ + PE

d,

0.56 (0.30-1.04)
0.56 (0.30-1.06)
0.54 (0.28-1.01)

PCSM, n/N (%)

14220 (6.3)

11/77 (14) |




LAPRO trial 8y update

Better oncological outcome with robot-assisted radical prostatectomy

Hypothesis:

Better visualisation + improved dexterity
More precise surgery

Better surgical plane

Increased chance of radical tumor removal
Lower PSM rate

Lower BCR

Lower mortality

+

Experienced surgeons in both groups
Prospective data
Long follow-up

Lantz A, et al. Eur Urol 2021

+

Non-randomized

=> Longer follow-up awaited + data from (only 1!) RCT




Bladder Cancer

“Treatment going viral”




Impact of delayed diagnosis

* Reduction in 10-year
net survival incurred
from a 3-month delay
of diagnosis

Sud A, et al. Lancet Oncol 2020

Age group (years)

Melanoma of skin

Pancreas

Prostate

Stomach

Testis

12.86%

11.76%

12-11% 9-00%

718%

10-74%

8.85%




Nadofaragene firadenovec in NMIBC

High-risk non-muscle invasive bladder cancer (NMIBC)
Intravesical Bacillus Calmeté Guerin (BCG)
>50% will develop BCG-unresponsive disease

Standard of care = radical cystectomy

Bladder-sparing strategies ?
Immunotherapy (phase lll trials, pembrolizumab FDA approved)

Intravesical Nadofaragene firadenovec




Nadofaragene firadenovec in NMIBC

rAd-IFN/Syn-3

IFNa
encodes

— A

for

Replication-Deficient
Adenovirus

Bogen J, et al. Frontiers in Oncology 2021
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Nadofaragene firadenovec in NMIBC

Patient Population
» High-grade BCG-unresponsive NMIBC patients

Key » 218 years and ECOG s2

High-Grade
Inclusion .
BCG-unresponsive NMIBC® Criteria Kl CiStTa/T1 (CIS with or without high-grade Ta/T1)
N=157 . High-Grade Ta/T1 (without concomitant CIS)
Cohorts: Key * Current or previous ev'@ence of muscle invasive (muscularis
n CIS+Ta/T1 Exchusion propna) or metastatic disease

Criteria * Intravesical therapy within 8 weeks prior o beginning study

High-Grade Ta/T1 treatment

[a] BCG-unresponsive NMIBC is defined as (1) persistent high-grade T1 recurrence <12 months after SCG inliation: (2) redapse with CIS afer initial compiete response
<12 months after last BCG treatment, of (3) relapse with high-grade Ta'T1 NMIBC 6 months after last BCG treatment.’

Intravesical NF every 3 months for up to 4 doses (+ cystoscopy/cytology)
After 1 year: 5-site bladder biopsies
In case of complete response: possibility of continued treatment every 3 months

Boorijan S, et al. Lancet Oncol 2021




Nadofaragene firadenovec in NMIBC

Patients Free from High-Grade Recurrence CIS (+/- Ta-T1) cohort
(N=103)
100%
‘ Restricted-mean folow up of 23.5 months (95% CI1 22.9-24.0) 53% com plete response
90% 18103 (17.5%) pts received 24 months of tx

At 24 months:

— * 32% underwent cystectomy (5% for T2)
* 94,4% OS

60% 1 s83.4%
0%
40.8% . .
40% IB.O% Subgroup analysis: no difference
30% 24.3% * Age
20% 19.4% * Sex
10% n * Number of prior treatments
0%

a
3 Months 6 Months 2 Months 12 Months 24 Months




Nadofaragene firadenovec in NMIBC

Good tolerability !
Only 2 patients discountinued treatment

Adverse events:

 Instillation discharge (24%)
* Fatige (23%)

* Bladder spasm (18%)

* Urgency (17%)

Future:
* FDA / EMA approval awaited
* Efficacy in earlier NMIBC stages ?




Very promising therapy, BUT ...
P 5 Py < of the hardest things for

people to say

1. | was wrong

2.1 need help

3. Worcestershire Sauce




ctDNA in MIBC

CSS following radical cystectomy (RC) for
muscle-invasive bladder cancer (MIBC)

Bladder Cancer-specific Survival Probability

100

-
=]

5 8 588

" [Pis n=51

"[P1 n=113

Byr. +SE

10 yr. £ SE

24 n=e3| Pis 87.2:73%
Pa 939 +59%

P1 859 +47%

P2 789+31%
P3 477 +43%

87.2+7.3%
90.5 ¥9.2%
775 +72%
64.5 £5.5%
429 +4.7%

P4 310 457%
4 6 8 10 12 14
Years after Radical Cystectomy

227 +67%
16 18




ctDNA in MIBC

Benefit of adjuvant immunotherapy ? DFS in ITT Population

100 4 Atezolizumab Observation

(N = 406) (N = 403)
DFS events, n (%) 212(52) 208 (52)
Median DFS (95% Cl), mo | 19.4(159,248) | 166(112, 248)
| 18-moDFS rate (95% CI), % . 51(46,56) | 49 (44,54)
DFS HR (95% CI)* 0.89(0.74, 1.08); P = 0.2446°

Atezolizumab (IMVIGOR-010): negative

Atezolizumab

Observation

0 3 g 8 21 24
No. at risk Months

Atezolizumab 406 332 281 248 223 201 169 142 115
Observation 403 305 240 211 188 177 156 131 109

Diseasa-free Disease-froe
ivents) Survival Survival
‘atients  at 6 Mo (95% CI)  at12 Mo (95% CI)

%
353 74.9 [69.9-r9.2) 628 (37.3-618)
356 B0.3 [54.9-65.3) 466 (41.1-31.9)

Nivolumab (Checkmate-274): positive !

Hazard ratio for disease recurrence ar death,
0,70 {38,225 €1, 0,55-0.90)
P,001

Patients Alive and Disease-free
(%]

Mao. at Risk
Mivolurmab 353 196 244 212 178 154 126
Placeba 356 248 158 157 134 121 105




ctDNA in MIBC

IMVIGOR-010 DFS in ITT Population

100 4 Atezolizumab Observation
(N = 4086) (N =403)

212(52)

DFS events, n (%) 208 (52)

80 1

Median DFS (95% Cl), mo = 19.4(15.9,248) | 166(11.2,248)
18-mo DFS rate (95% Cl), % 51 (46, 56) 49 (44, 54)
60 DFS HR (95% Cl)* 0.89(0.74, 1.08); P = 0.2446°

DFS

DFS S T , Atezolizumab

1.00 oy =
Observation
20
0.754 oA — e
ctDNA(-): 63% 0 3 6 9 12 15 18 21 24 27 30 33 36 30 42 45 48
: ‘ p No. at risk - Mon?hs . ’
Koot S S| RS i iR &

HR1.14
0.50 - 95% C10.81-1.62
P=0.45

ctDNA(+): 37%
AT HR 0.58
mDFS, mo.: 95% Cl 0.43-0.79 ctDNA = worse outcome = PROGNOSTIC
0.0044.4 « 59 P=0.0005
0 10 20 30 40 50

Months ctDNA = atezolizumab benefit = PREDICTIVE

ctDNA(+) CctDNA(-)

tezoliz 406 332 281 248 223 20 9 142 115 92 67 52 15
Observation 403 305 240 211 188 177 156 131 109 @87 67 42 17 12 2

0.254

Disease-free survival

Observation
Atezolizumab




ctDNA in MIBC

IMVIGOR-011 (currenty enrolling)

Screening Surveillance Run-n

invasive bladder cancer post-cystectomy (C,) | collectionand

imaging forupteo =~ === ===
pT2-Tda or ypN+ and MO > 21 months post-C,

at cystectomy for patients
with prior NAC

|

> pT3-Tda or yph+ and MO W |
at cystectomy for patients { CtONA~ through

[

W \ ctDNA+ within Atezo x1yr ]
e High-risk muscle- Min. € weeks Serial blood 21 months of C, * I "

Placebo x 1 yr ]

without prior NAC
e Patients with no prior Enroliment starts 21 months Receive SOC
NACaustboclpltfa. ¢ SRR ERENT outside the study ®
ineligible or refuse
cisplatin-based adjuvant
chemotherapy
e Postcystectomy
<14 weeks
e Noevidence of residual
disease

O T v — Currently recruting !




ctDNA in MIBC

[ | -.
1S R al
o o
,/j Cancer detection; Molecular Detection
L (= screening or profiling or of residual
A earlier diagnosis  prognostication disease
I "n\ e |
/] [\ @ Clone 1
[/ \\ ® Clone 2
b | @ Clone3 |
Wil
: -
L[] =i
W) 3
(S W
Yane Surgery (or other) =

N

| S . - . - Quantitative analysis
Serial liquid biopsies & : Rolseasesit:?;:igtoring
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Monitoring  Monitori _\/
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o I T RS L »
'S l \
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S B NSSS
/ (
Ban= ST "o ............ 1 &N l /\\_——
| ; Genomic analysis
| 2 * Mutation profiling
p i * Treatment selection
' * Monitoring clonal
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Treatment 1

e g e

~

Treatment 2

Treatment selection ——

Nature Reviews | Cancer




Renal cell carcinoma

“Harmony between surgery and systemic therapy”




Carmena update

3-6

N=225_ CN weeks Subitinib
Key eligibility Criteria N=450 meEneE
mCCRCC Tx naive Randomization
MSKCC int/poor risk 1:1 Stable disease: 18%
ECOG PS 0-1 - -

Stratification Sunitinib CN

Primary endpoint: OS MSKCE;S;EWDUPE N=224 50mg QD472

Design: non inferiority (HR OS <1.20)
N (powercalc): 576
Pl: Amaud Méjean




Carmena update

A Overall Survival

100
90
304
704
GIE
50
A0 -
304
20+
104
1]

Patients Who Were Alive (%)

0

Mo. at Risk

Mephrectomy— 226

sunitinib

Sunitinib alone 224

16 48
Months

40 19

44 26

——— Nephrectomy—sunitinib

B Progression-free Survival

1004
—_ 90-
R
- 204
=
$ 70-
(¥
£ 604
E 50-
= 40 <
z
v 304
E In_
-
a 104
0
0 12
Ma. at Risk
Mephrectomy— 226 59
sunitinib
Sunitinib alone 224 74

Sunitinib alone




Carmena update

Hazard ratio Hazard ratio
Study or subgroup o5% Cl 95% Cl
1.1 Randomized controlled trials (LOE: 1b)
Mejean(2018) 1.13(0.91, 1.40) T

! J1 b

k. - CARMENA TKI (26)

*g 1.1 1 —_—— CARMENA CN-TKI (44)
50 K 4
; - th TOO GOOD FOR CARMENA
- g | CN+AS (49) é
i
2% [Il e o et _|_‘
| I _____
t | .
p < 0.0001 ‘ ) .
% 10 20 0 a0 50 60 70 80 90 100 10 120
Months
Number at risk .
A I L T T R S R A subgroup of patients may
= 8 40 4 a2 29 24 14 12 12 T 6 4 3 2
-1 2 15 7 5 2 1 1 0 0 0 0 0 0 0 1 1 1
T benefit from immediate CN

Bhindi B, et al. Eur Urol 2019; Roussel E, et al. Scand J Urol 2020




Carmena update

sk

Karnofsky PS <80%

Hb < normal

e Patient groups reclassified to IMDC
* OS update
e Stratified by

* number of risk factors

* number of metastases

e delayed CN

LDH > 1,5x normal
Corrected Ca%* > 10 mg/dL

Time from diagnosis to
treatment < 1 year

Neutrophil count > normal

XX N BEERR

Platelet count > normal

Good prognosis: O risk factors (rfs)
Intermediate prognostis: 1-2 rfs
Poor prognosis: >2 rfs




1 vs 2 or more IMDC risk factors

Median OS (months)

31,4
] HR 1,30 (95% CI 0,85-1,98)
25,2

1.00 ~
s IMDC 1RF arm A = Nx + sunitinib
=== IMDC 1RF arm B = sunitinib alone
0.80 4
2 === IMDC 2RF arm A = Nx + sunitinib 31,2
g IMDC 2RF arm B = sunitinib alone 17,6
% 0.60
QO
o
o
3
0.40 ~
% .
4
0.20 T
0.00 4
T T T T T
0 12 24 36 48

Time (mo)

Mejean et al, Eur Urol 2021




1 vs 2 or more metastatic sites

Median OS (months)

] HR 1,09 (95% CI 0,75-1,59)

‘best’ OS with only lung metastases
CN + sunitinib 44,0 months
Sunitinib alone 31,5 months

1.00 - —= 1site arm A= Nx + sunitinib 23 2
: w1 site arm B = sunitinib alone 22’7
0.80 —— >1sitearmA =Nx + suntinb 14 4
2 >1 site arm B = sunitinb alone 16 7
E 0.60
2 i
L]
§ 0.40
-
©
¥4
0.20
0.00 ~
T T T T T T
0 12 24 36 48 60
Time (mo)

Mejean et al, Eur Urol 2021




Delayed CN

1.009 =1 Mo surgery
““]\ | Delayed Nx
0.80 - .y N
. \ ., . 48,5 months
(1] LY L Y
E \L“" ) ‘ r.. a a
% 060 I‘L\ ) .
5 | o .
-4
0.40 - .
£ .y, 15,7 months
x Y
'
0.20 - \
e
\_\_\_‘ . 1
R W
0.00 -
] | | | | 1
0 12 24 36 48 60

Time (mo)

Mejean et al, Eur Urol 2021

= 40 (18%)

7 emergency treatment of local tumor
33 response at metastatic sites

Only 31% continued sunitinib afterwards

A subgroup of patients may
benefit from deferred CN




Cytoreductive nephrectomy: when and who ?

Multidisciplinary decision based on
IMDC risk factors
Tumor burden
Performance status

Symptoms




Cytoreductive nephrectomy: when and who ?

Poor performance status

Systemic therapy

Primary clear-cell mRCC

l

No symptoms of
local tumor

‘ Good performance status

L

Requiring
systemic therapy

Not requiring

> 3 IMDC factors

Systemic therapy

Van Praet et al, Turk J Urol 2020

Immediate CN
+ MDT if all

| 11MDC factor

Immediate CN
Systemic therapy

2 IMDC factors

lesions resectable

Systemic therapy

Deferred CN . ]
[ Surveillance

if no progression

systemic therapy

|
Symptoms of
local tumor

Immediate CN

Further
treatment

according to
metastatic extent
and IMDC risk

group




Cytoreductive nephrectomy: when ?

Systemic treatment + deferred CN Immediate systemic
(SURTIME) treatment
Upfront CN . / i Ny
Resection to NED + adjuvant Surgery for
systemic treatment symptom palliation
(KEYNOTE-564)

Increasing disease volume and number of IMDC risk factors

Cytoreductive surgery
Systemic therapy

Roussel E, et al. Eur Urol 2021




Neo-adjuvant therapy

Surgery = standard of care for localized and locally advanced RCC

Neo-adjuvant therapy
with TKI

More nephron-sparing surgery Less morbid surgery

“Ukrainian RCT” NAXIVA trial




Neo-adjuvant therapy

N =58
2 cycles TKI

Voylenko O, et al. Adv Urol 2021

N=118
Patients with RCC T-T, NO M0;
central location > 2cm, peripheral location with RFPV > 55%

|

Randomisation by random numbers 1:1

'4

Neoadjuvant targeted therapy
|

CT-scan and evaluation of efficacy N
according to RECIST 1.1. criteria
(tumor response)

8

Surgical treatment (partial or radical nephrectomy)

60




Neo-adjuvant therapy

Indicator Statistical units Main group, n=358 (%) Control group, n= 60 (%)
Age, years M+5D(95% CI) 553+ 103 (52.6-538) 5345+ 12(51.4-57.6)
Male, n (%) 39(67.2) 34 (56.7)
> Female, n (%) 19 (32.7) 26(43.3)
la, n (%) T(12.1) 5(8.3)
b, n (%) 35(60.3) 31517
! 2a, n (%) 1 2(20.7) 22 (36.7)
2b, n (%) 4(6.9) 2(3.3)

I Kidney tumour size, mm

M + 5D (95% CI)

60.7 + 19.8 (55.5-66) 62.5 +16.7 (55.2-66.9) I

Voylenko O, et al. Adv Urol 2021




Neo-adjuvant therapy

% tumor volume reduction in the neo-adjuvant group (N = 58)

60

50

40

= 30

20

10-F------o o THAHHE

Voylenko O, et al. Adv Urol 2021

1 3 5 7 9 111315171921 23 2527 29 31 33 35 37 39 41 43 45 47 49 51 53 55 57

RCC cases

Median 20%
=12mm

Max 60%

24% partial response




Neo-adjuvant therapy

_ Neo-adjuvant therapy Immediate surgery

Partial nephrectomy 53 (91%) 20 (33%)

Radical nephrectomy 5 (9%) 40 (67%)

“The surgical strategy was discussed on a multidisciplinary board” ...

No central review

No long-term oncological outcome yet

Voylenko O, et al. Adv Urol 2021




Neo-adjuvant therapy: NAXIVA

NAXIVA
Phase Il multicentric UK trial, 12/2017 — 01/2020

RCC with venous tumor thrombus: T3 a-b-c, MO or M1
Single-arm: 8 weeks axitinib followed by surgery

N =21

MRI at baseline & before surgery




Neo-adjuvant therapy: NAXIVA

Diaphragm \

Hepatic vein \//\—_

|
Mayo classification of venous thrombus in RCC -1 grade 5

|

RECIST (18/21 evaluable)
Partial response: 3
Stable disease: 13
Progressive disease: 2

Median reduction in tumor thrombus length: -21,5%

To lower Mayo grade: 6/21 (27%)

h - Reduced extent of surgery

- Reduced morbidity

Complications Clavien-Dindo grade >2
-1grade 4




Neo-adjuvant therapy: conclusions

Neo-adjuvant TKI in localized or locally advanced RCC

Feasible
Option in imperative indications (solitary kidney, ‘inoperable’ T3 tumor)

Further data and long-term oncological outcome awaited

Adjuvant therapy in RCC ?

KEYNOTE-564: pembrolizumab




In summary

Prostate cancer

Screening EAU update

Stockholm3 trial
Screening with MRI = better

LAPRO trial update

Better oncological outcome at 8 years with robotic radical prostatectomy in
high-risk PCa




In summary

Bladder cancer

NMIBC: nadofaragene firadenovec in BCG-unresponsive high-risk disease

MIBC: ctDNA testing in peri-operative management

Renal cell carcinoma

Carmena update: still a place for immediate or deferred cytoreductive nephrectomy

Neo-adjuvant TKl in localized and locally advanced RCC is feasible
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