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TABLA |. Probabilidad de 6rgano-confinacién tumoral (pT2).

Borque-Ferndndez, J., et al. Vigencia actual de los nomogramas en la estadificacién del
Cdncer de Préstata. Arch. Esp. Urol., 59, 10 (989-1.000), 2006.
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Nomogramas en Urologia: Cdncer de vejiga no
musculo invasivo.

° ’ ° Rid(m Definition
- Nuevos dlqgnOSTICOS 75-85% no | ow-rizk tumours Brmary, solitary, TaG 1 (PUNI 'R,

invaden la capa muscular. A T T

ot [C15)

U Riesgo de reCUrrenCiq y progreSién. Intermediate risk Al tumaurs not definad in the

meours Iwo adjacent calegorivs
(betvieen the category of law
ard high risk).

High-risk tumours Any of the following:

« T" tumour;

« G3 (HG™™) umour;

- CI5;

* Multiple, recurrent and large
(= 3 cm) TaG1G2/LG tumours
(all features must be present).

Subgroup of highest-rizk tumsours
T1G2/HG acoooiated with
cancurent tladder CIS, multple
and/or largeT 1G3HG and/or
recurrent TIGI/MG, TI163/M16
with CIS in the prostatic urethra.
same forms of variant histology
of urothelial carciroma
hmphevascualar invasion.

BCG falures

Babjuk, M., et al. EAU guidelines on non—muscle-invasive urothelial carcinoma of
the bladder: update 2016. European urology, 2017, vol. 71, no 3, p. 447-461



Nomogramas en Urologia: Cdncer de vejiga no
musculo invasivo.

EORTC (European Organisation for Research and
Treatment of Cancer).
Risk Tables for Predicting Recurrence and Progression

in Individual Patients with Stage Ta T1 Bladder
Cancer.

Predicting Recurrence and Progression in Individual Patients
with Stage Ta T1 Bladder Cancer Using EORTC Ritk Tables:
A Combined Analysis of 2596 Patients from Seven EORTC Trizls

Richard ] Sylvester **, Adrian P.M. van der Veijdex b Willem Oosterlinct®,
J. Alfred ‘Witjes*, Christian Bouffioux’, Louis Denis*', Donald W.W. Neutling *,
Karlheing Kurth™?

Sylvester, R.J., et al. Predicting recurrence and progression in individual patients with stage Ta T1 bladder cancer using EORTC risk tables: a combined analysis of
2596 patients from seven EORTC trials. Eur Urol, 2006. 49: 466.



EORTC Risk Tables for Predicting Recurrence and Progression
in Individual Patients with Stage Ta T1 Bladder Cancer

Factor Recurrence Progression
. Number of tumours

Probability of recurrence Probability of
at 1 year recurrence at 5 years
% (95% Cl) % (95% Cl)
Y (21-26) 46 (42-49)
> S (35-41) 62 (58-65)
. Prior recurrence rate _ 61 (55-67) 78 (73-84)
Primary
S G| 2 Probability of Probability of
> 1 recurrence/year [Pt 2 progression at 1 year progression at 5 years
cetesy % (95% CI) % (95% CI)
= 0 0 _ 0.2 (0-07) 0.8 (0-17)
m 1 4
R o416 6 (59
Concurrent CId
e : TR ) v 1420
U

Sylvester, R.J., et al. Predicting recurrence and progression in individual patients with stage Ta
T1 bladder cancer using EORTC risk tables: a combined analysis of 2596 patients from seven
EORTC trials. Eur Urol, 2006. 49: 466.



EORTC Risk Tables for Predicting Recurrence and Progression
in Individual Patients with Stage Ta T1 Bladder Cancer

1) EORTC Risk Tables For Stage T T1 Blacder Carcer - X

7 http:/ /www.eortc.be /tools /bladdercalculator /



Modelo CUETO de puntuacién (Prediccidon de recurrencia y Progresiéon de
Tumor Vesical No Mdsculo-Invasivo tratado con Bacilo de Calmette-
Guerin).

Prrnrectan nr Rrermameeta v Procarsras nr Trmanr Vestear
(No Musciio Ivvasivo Trawo cox Bacwo ve Caoaerie Guesans|
b Moprio CUKTO pp Pusgyacion Facien
aclor Punruacion
Recurrencia | Progresivn
BTr o @ TTambee v 0
i s O Wajar 3 0
k] :
The JOU I’l'a| Of UfO|Ogy ' @ Weanar ene &0 U 1]
: Volame 102, Issue 5, November 2009, Pagos 2195-2209 Edud i) OG0T 1 0
ELSEVIER . O Mayar gue TU 2 2
Taror reowrente | ':‘u ; 0
Adst Urolegy @ Si ' 1 3
Oncology: AdronalRenal/ lppor Tract/ Biladdor e Fanecas * Mawa v lguu.‘ wl n 0
Lo X o Mayur gue 2 2 1
Predicting Nonmuscle Invasive Bladder Cancer e ® T3 0 o
. . . . Are | & °'171 . .
Recurrence and Progression in Patients Treated With - : = ; =
Bacillus Calmette-Guerin: The CUETO Scoring Model s ik 8 2 1
Jesus Femandez-Gomez * A 8 RosarioMadero®, Edusrdo Solsona ', Wiguel Unda 9, Luis oo - g:l xl' ?
LN L - -
Martinez-Fifleiro © Marcelino Gorzalez ', Jose Partilio !, Antonio Ojea *, Carlos Pertusa ®, Jesus oG 3 6
RedriguezMolina®, Jose Emilo Camacho |, Mariano Rasadan 9 Ander Astobieta ™, Manuel Puntuaclanes torales 0 )
Mentesines ", Sartiago ksoma ©, Pedro Muntanioh P, Anabel Girreno %, Miguel Blas *, Jose Antonio Probabilidad de recurrencia y progres:
Martinez-Fifleiro ¢ 5 1.2y 3 anas par puntuscian total
Reenrnnvia Prugresion
» (0 4) (U 4
Hempol b, LC.95% | Prob,  LC, 98
(%) (L.TnfT.Sup) | (%) (T.Tnf-T.Snp)
L dw 8,24 (S81 1087 | LIT (015 2.19)
Fernandez-Gomez, J., et al. Predicting nonmuscle invasive bladder cancer recurrence Zanos | 1268 (%76 1540) | 206 (077 3.59)
Fdwe | 2098 (17,33 24.63) | 3,70 (1 5.62)

and progression in patients treated with bacillus Calmette-Guerin: the CUETO scoring
model. J Urol, 2009. 182: 2195.

http:/ /www.aeu.es/Cueto.html



EORTC Nomograms and Risk Groups for Predicting Recurrence, Progression, and Disease-specific
and Overall Survival in Non-Muscle-invasive Stage Ta-T1 Urothelial Bladder Cancer Patients
Treated with 1-3 Years of Maintenance Bacillus Calmette-Guérin.

© Los pacientes NMIBC tratados con 1-3
ainos de mantenimiento con BCG tienen
un prondstico heterogéneo.

© Los pacientes con alto riesgo de
recurrencia y / o progresidn tienen un
rendimiento bajo en los programas de
mantenimiento actualmente
recomendados.

© Se requieren tratamientos alternativos
con urgencia.

eal -
|

EORTC Nomograms and Risk Greups for Predicting Recurrence,
Progression, and Disease-specific and Overall Survival in
Non-Muscle-invasive Stage Ta-T1 Urothelial Bladder Cancer
Patients Treated with 1-3 Years of Mantenance Bacillus
Calmette-Guérin

Semanthe (ambier * , Richard |. Syfvester ™", Laurence Coliette *, Poclo Gmtere”

AMarivia A Rrosed * Coorge vom Ande'* WAm | Kirkels' Fernasda Calad: Na Qe

Wilem Ooserlingk *, Stephen Prescotr”, Ziye Mrkali ', "lip H Powell’, Theo M. f¢ Redjke”,
Levemt Tarkeri', Sondro Collete *, Jorg Oddens ™

Cambier, S., et al. EORTC Nomograms and Risk Groups for Predicting Recurrence, Progression, and Disease-specific and Overall Survival in
Non-Muscle-invasive Stage Ta-T1 Urothelial Bladder Cancer Patients Treated with 1-3 Years of Maintenance Bacillus Calmette-Guérin.

2016 Jan;69(1):60-9. doi: 10.1016/j.eururo.2015.06.045. Epub 2015 Jul 23.


https://www.ncbi.nlm.nih.gov/pubmed/26210894
https://www.ncbi.nlm.nih.gov/pubmed/26210894
https://www.ncbi.nlm.nih.gov/pubmed/26210894
https://www.ncbi.nlm.nih.gov/pubmed/26210894

EAU Guidelines on
Non-muscle-invasive

e Bladder Cancer
('I'aTI and CIS)

M. Babjuk I\ha ), M. E r (Vize-Chair), . Compé

P. Gontero H. Mo 1f|1 |. Pa , BW.G. van 13."i|"_
M. Roupréet, S.%. Shanat, R. Sylvester, R. Zigeuner
Guidelines Associates: 0. Capoun, D. Cohen,
V. Herrdnder, V. Soukup
Recommendations GR

Apply the EORTC risk tebles and calculator for the prediction of the risk of tumour recurrence | B
and progression in different intervals after transurethral resection of the bladder, in individual

patients.

Use the CUETO risk tables and the new EORTC risk groups fcr the prediction of the risk of B
tumour recurrence and progression in individual patients treated with bacillus Calmette-

Guérin.

Babjuk, M., et al. EAU guidelines on non—muscle-invasive urothelial carcinoma of the bladder:
update 2016. European urology, 2017, vol. 71, no 3, p. 447-461.



Nomogramas predictivos de recurrencia vy
progresidon de Cdncer vesical no misculo invasivo
S

© Pueden ayudar en el proceso de toma de decisiones y potencialmente
mejorar los resultados clinicos de los pacientes con Cancer vesical no
musculo invasivo.



Nomogramas predictivos de recurrencia vy
progresidon de Cdncer vesical no misculo invasivo

© Pueden ayudan en el proceso de toma de decisiones y potencialmente
mejorar los resultados clinicos de los pacientes con Cancer vesical no

musculo invasivo.
Urlogic Clinics of North America &=

AR
© Lammers et al. reportd que estos modelos J__gi Vel 42 s 2 May 2013, Pages 185-164
proporcionaron un bajo VPP para progresion, —
NMIBC Risk Calculators: How Useful Are They for the

eSpeCialmente en la enfermedad de alto Practicng Urologist and How Can Their Cinical Utility
grado (EORTC: 21%, CUETO: 24%). Be Improved?

Riarne J M Lammens MD *, Fichard J Sytvester ScD P Chary! T Loe MDE, J. Albed Witos MD

MO8



Nomogramas predictivos

de

recurrencia vy

progresidon de Cdncer vesical no misculo invasivo

O

O

Pueden ayudan en el proceso de toma de decisiones y potencialmente
mejorar los resultados clinicos de los pacientes con Cancer vesical no

musculo invasivo.

Lammers et al. reportd que estos modelos
proporcionaron un bajo VPP para progresion,
especialmente en la enfermedad de alto
grado (EORTC: 21%, CUETO: 24%).

Xylinas et al., han validado externamente la
utilidad de ambos modelos (cohorte
multicéntrica de 4689 pacientes), indicando que
las tablas de riesgo de EORTC y el modelo de
puntuacién CUETO mostraron una
discriminacidon deficiente para recurrencias
(indices ¢ 0.597 y 0.523) y progresion (indices ¢
0.662 y 0.616). Ambos modelos sobreestimaron
el riesgo de progresion, especialmente en
pacientes NMIBC de alto riesgo.

Urologic Clinics of North America Pyt

L ilhe
NMIBC Risk Calculators: How Useful Are They for the

Practiang Urologist and How Can Their Cinical Utility

Be Improved?

. e NI
BUC et AOE T Carvost it | Sulew e
oy 1 % L Pucar

Ll e N PR Wed feh M

" 3 IR 1m0 10
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Accuracy of the EORTC risk tables and of the CUETO scoring model o
predict outcomes ia non-iruscle-nvasive urothelial carcinoms of the

bladder



Cdncer de Préstata. Indice de Comorbilidad de
Charlson
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https://www.mdcalc.com/charlson-comorbidity-index-cci

-Mottet, N., et al. EAU-ESTRO-SIOG guidelines on prostate cancer. Part 1: screening, diagnosis, and local treatment with curative intent. European urology, 2017, vol. 71, no 4, p.

618-629.

-Charlson, M.E., et al. A new Method of Classifying Prognostic Comorbidity in Longitudinal Studies: Development and Validation. Journal of Chronic Diseases 40:373-383


https://www.mdcalc.com/charlson-comorbidity-index-cci

Esperanza de vida a los 10-15 aios especifica
para Cdncer de Préstata

Memorial Sloan Kettering
Cancer Center

30 n SA Som eis oy @ N e g S s s sy Sume N @ e’ O= O= At 10 Years At 15 Years

i S —— — QMO ’»mmum ’OJMMNM
e —— — IARARRRRIE feeeeeetee
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https: / /webcore.mskcc.org /survey /surveyform.aspx?
© 2018 Memorial Sloan Kettering Cancer Center &preVieW:True&exceISUrveyliSﬁd=4



Cdncer de Prostata
—

'%.l European Associafion of Urology

© Las calculadoras de riesgos pueden ser Utiles
para ayudar a determinar de forma individual
el riesgo potencial de cdncer, reduciendo asi la
cantidad de biopsias innecesarias.

PCPTRC 2.0.

ERSCP

Mottet, N., et al. EAU-ESTRO-SIOG guidelines on prostate cancer. Part 1: screening, diagnosis, and
local treatment with curative intent. European urology, 2017, vol. 71, no 4, p. 618-629.



Cdncer de Prostata

Prostate Cancer Prevention Trial Risk Calculator
Version
Seguimiento de 5519 hombre durante 7 anos.
PSA <3ng/ml.
Tacto rectal y PSA anual.
Biopsia prostdtica transrectal a los 7 anos.

Conclusion: El PSA, los antecedentes familiares, los
hallazgos del DRE y los antecedentes de una biopsia de
préstata negativa previa proporcionaron un valor
predictivo independiente para el cdlculo del riesgo de
una biopsia que mostrd presencia de cdncer.

Schmitz-Drager, B.J., et al. The Prostate Cancer Prevention Trial (PCPT). Relevance for clinical
practice. Urologe A. 2007 Oct;46(10):1364, 1366-8, 1370.



Cdncer de Préstata

7 Prostate Cancer Prevention Trial Risk
Calculator Version 2.0 -

El riesgo de cancer de |a prostata si se .
procediera con una biopsia Edad

Se DA A IS TASI0AR G4 TRANA IR CA

procezer oon Lnabkpzk 4o 13 prozis

Sl Nival da PSRA [ng'mi)
'u‘ 10 43 peonabildad ¢c rneor ““.“.“

(AR ELCEIN TUFIERE SUR N
Historia familiar de Cancer de Pristate

B0 % e prosatidsd <4 sanee
m—/cc 0 2¢acin gt Pecd

o 58N Jo peosulsbidal oo e e
Becas N0 cavunsiie CAWA

Amcsmaiaravisdeundals

€C "ombes que oo someion D une
L s dins dwung 1 iva

LY T TR () . . .. . . ' . . . g ™ FPorcentae de PSA Ibre asponibie?

Examen Rectal Digital

Biopsia Prostatica Previa

'Llplll.'ﬂ:il. — —) \ — — ——) | — —— —_—)' _—\ —
PCA3 disponible?

2 - . 0 0 N
¢ fover, ccnzain oo o) modion 0toma T2:ERG disporible?
Ju wsles esulledss i

”“.”.“. Calcular o nesgo

Schmitz-Drager, B.).,, et al. The Prostate Cancer Prevention Trial (PCPT). htto:/ /m rostatecancerrisk.com
Relevance for clinical practice. Urologe A. 2007 Oct;46(10):1364, 1366-8, P // YP /

1370.



Cdncer de Prostata

European Randomised Study of Screening for
Prostate Cancer (ERSPC) risk calculators
significantly outperform the Prostate Cancer
Prevention Trial (PCPT) 2.0 in the prediction
of prostate cancer: a multi-institutional study.

Conclusiones: El rendimiento de las calculadoras de riesgo en la
presente cohorte muestra que ERSPC-RC es una herramienta
superior en la prediccion del CaP; sin embargo el rendimiento del
EIRSPC-RC en esta poblaciéon adn no justifica su uso en la prdctica
clinica.

Foley, R.W., et al. European Randomised Study of Screening for Prostate Cancer (ERSPC) risk calculators significantly
outperform the Prostate Cancer Prevention Trial (PCPT) 2.0 in the prediction of prostate cancer: a multi-institutional
study. BJU Int. 2016 Nov;118(5):706-713. doi: 10.1111 /bju.13437. Epub 2016 Feb 29.



Cdncer de Préstata

SW@P Prostate Cancer ResearchFoundation, Oostvosme O quculqdor de riesgo .I.
= Probabilidad de Ca de

European Randomized Study of Screening for Prostate Cancer PIIZO.STQfCI segun dCﬂ'OS
ClINnICoS.

T partnesseip with the

Result Rt oge

Tre chance to find prostate cancer with

futher study a2 indicated on the outside ring Is 8%. . —

if your risk falls into the whits area, you have a lewer than aveage - Age

risk of finding prostate cance” with further study. If your risk is in the

yellow area, you might consider consulting your family physician to - Uriaary symptons

have the PSA content determined in your tiood. Some family
prysiciare will alen casry oot & rectsl avaminatian tn detsrmine If
ycur prostate Is normal to palpation.

http:/ /www.prostatecancer-riskcalculator.com



Cdncer de Préstata

SW@P Prostate Cancer ResearchFoundation, Oostvosme O CGICUIGdor de riesgo 2.
=~ Probabilidad de Ca de

European Randomized Study of Screening for Prostate Cancer PI’(’)S'I'CI‘I'G medicm’re ICI

T partnesseip with the

cuantificacidon del PSA.

gain
Recult
Tre charce of finding drostale cancer with further study as indicated ~
or the outside ring is 52%. B -

Ttis risk Is the zhance (In percent) that prostate cancer will be found
if you urdergo s prostatic biopsy. Togethe- with vour family
ptysician you can determine whether further exsmination is
desirable,

http:/ /www.prostatecancer-riskcalculator.com



Cdncer de Prostata

swmp Prostate Cancer Research Feundstion, Ostvoome

1n parteeribip wbh the

Calculador de riesgo
3-4:

Calcula la probabilidad
de tener una biopsia
L% positiva.

Less tham 12.5%:
N) prosiaie Diops).

[

O Deteclibde Canver Rish

ot A hion hon il B pracied

Belween 12.9% and 20.0%.
Contader beopsy, dspending on Co-
mocrhacily and mome han swrages
rek on hagh grade orostatecancer
(more than 4%).

20.0% or more:
Prostate bopsy

http: / /www.prostatecancer-riskcalculator.com



Cdncer de Préstata

SW@ P Prostate Cancer ResearchFoundation, Oostvoeme

I partmershig with the

European Randomized Study of Screening for Prostate Cancer O CCIICUICIdOI’ de riesgo 5.

= Probabilidad de presentar
un Ca de préstata indolente

que puede no requerir
tratamiento inmediato.

Rk of indalent (san-aggressive) prestate cander

Resut
The unce of having Inddens
(mem aggrenaive) prostate cancer s 21% ergin
e cancer m DopEy

T PAAERy TS0e N DiSpsy

. .
http:/ /www.prostatecancer-riskcalculator.com @ re o

W 75 ()



Cdncer de Préstata
S

SW@P Proitate Carwer Research Foundatisn, Oodvoome 0 quculqdor de I"ieSgO 6:
e = Calcula el riesgo de
European Randomized Study of Screening for Prostate Cancer oadecer CCI de Prostata en

los préximos 4 anos.

: . ~ Valora edad, PSA, tacto
PR ok Catcateror rectal, historia familiar,

volume prostdtico, y biopsia

Time = 0 (Now) Time = & (4 years later) . . .
previa si la tuviera.
7.g0 [yaare) 60 Srobabl ity of NO Prostate Caver:
Q7.3
Fe (rg/mi) 3

Srobabi ity of prtwntial LSW RISK

DIE ateormel @ ncernal Prostate Caw . 210

Srobabl ity of putential AGERESSIVE

Famby hissor ™ ) Yes W N
ombyHey @ ves ¥ho Mrestote Conce-l: 0.2

D3E vorume Jass 1¢:) 0 v
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Canlaa

http:/ /www.prostatecancer-riskcalculator.com



EAU - ESTRO - ESUR -
SIOG Guidelines on

= Prosfate Cancer

Mottet (Chair], |. Bellmunt, E ; (Patient Re sentatwve),

Recommendations LE GR

In order to avoid urnecessary dioosies, offer further ris<-assessmeant to asymptomatic 2 C
men with a prostate specific 2atigen lavel between 2-10 ng/mL prior to performing 2
prostate biopsy. Use ane ¢f the following tools:
risk-calculator:
+ an additional serum or urine-based test (e.qg. Prostate Health
Index test [PHI], four kallikrein [4K]score or Prostate cancer

gene 3 [PCA3]) or imaging.

Mottet, N., et al. EAU-ESTRO-SIOG guidelines on prostate cancer. Part 1: screening, diagnosis, and
local treatment with curative intent. European urology, 2017, vol. 71, no 4, p. 618-629.



Ca de Préstata: Nomograma de Briganti.

Invasiéon ganglionar presente entre
1 -26%. bt SR coam

Vrme e bmear v 0 ras

Usando un corte del 5%:
Falsos negativos 1,5%. I Patenis with Prastate Cancer Undergomg Exiended Feive

Lympa Node Dissection: e essontial mmporance
of Penentape of Positive Cores

SenSibiIidqd 87’3%0 ABe 1o gt *°, Avssandre Lorter”, Fives /bdolab . Unbene Copiamso*

indwa Callisg *, Nazerenw Soardl . Merco Blanchs *, Macine San”. Masino Freschl ®,
. © P .

Lodrn Sabusn * Mo | Varnmbinow» Bigem it Framowan Mamwrsi

Especificidad 70,3%.
VPN 98,4%

Se evita linfadenectomia en 2/3 de los
pacientes.

Briganti, A., et al. Updated nomogram predicting lymph node invasion in patients with prostate cancer
undergoing extended pelvic lymph node dissection: the essential importance of percentage of positive cores.
2012 Mar;61(3):480-7. doi: 10.1016/j.eururo.2011.10.044. Epub 2011 Nov 7.


https://www.ncbi.nlm.nih.gov/pubmed/22078338
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Ca de Préstata: Nomograma de Briganti.

Probabilidad de invasion de ganglics linfiticos en pacientes sometidos a
Linfadznectomia Pélvica Extendida (LPE) basada en el Nomograma de Brigati (NB)

PSA 0 (decimales con punto)
Estadio dinico Selectionar v

Grado pamano o2 Gleason Selecoony ¥
Grado secundand de Gason  Selecoons v

% de cilndros pesitivos 0
Puntos lotales 0
Probabiidad de invasien 0 %

Nota: puni 0% Cone 0 o 5%

Poante: Predabity preiction of ymph nocks invasior (LAN) in patiens ancwgoing povic lymp!

http://www.pixelhive.net/nomograma_briganti/



Recommendations

EAU - ESTRO - ESUR -
SIOG Guidelines on

Prostate Cancer

Bellmunt, E. Briers tient Representatwve),

Do not perform a lymph node dissection (LND) in low-risk PCa.
Perform an extended(2)LND in intermediate-risk PCa if the estimated risk for positive lymph 2h B
nodes exceeds 5%.

Perfarm an eLND in high-risk PCa.

2a A

Do not parform a frozen section of nodes during radical prostatectomy (RP) to decide whether |2a A

to proceed with, or abandon, the procedure.
Da not parform a limited LND.

’a A

Mottet, N., et al. EAU-ESTRO-SIOG guidelines on prostate cancer. Part 1: screening, diagnosis, and
local treatment with curative intent. European urology, 2017, vol. 71, no 4, p. 618-629.
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Nomograma MSKCC Pre-prostatectomia radical

Disqualifying Trestments

If you are recerving hamone or radiation therapy for prostate cancer — if you arswer “yei” to esther
of 1w following two Qettions = the results of this nomogram will not agoly 1o you
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fes No

Have you received raciation tharapy for prottate cancer priee 10 surgary?
fes No

General Information
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Nomograma MSKCC Pre-prostatectomia radical
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Nomograma MSKCC Postprostatectomia radical
S

General Information
» WhHhat &5 3 Jynamic Yomogran?

What was yaur PSA value from the laboratory resart before the radical nrocatectomy wac
performed?
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Calculase
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» How are Geason paterns/scores determined?
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Your Results
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Tablas de Partin
N

PSA: | |

Clinical Stage: T1c v |

Gleason Score: 5-6 v

Caloulate

PSA:G Clinical Stage:'T2b/T2c' Gleason Score:'3+4

[organ confined: [3494(27.8%-41.1%)] |

[Extraprostatic extension: [20%(33.3%-47%,] |

|Seminal Vesicle Invasion: [18.9%(12.5%-27%)“

[Lymph Node Invasion: |7.2%(3.6%-12%)] |

Ail ummbers vepresent predictive probabilities with a 95 percent confidence
interval

http:/ /urology.jhu.edu/support/partinTables.php



Volumen prostdtico y densidad del PSA

Volume, Dimension & Density
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Ca renal. Riesgo de recurrencia tras

cirugia de Ca renal
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Cancer Center

Risk of Recurrence Following Surgery
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Kattan, M.W,, et al. A postoperative prognostic nomogram for renal cell

carcinoma. J Urol. 201 Jul;166(1):63-7.



Indice de comorbilidad de Charlson.

Supervivencia a los 10-15 aiios MSKCC
webcore.mskcc.org /survey /surveyform.aspx2&preview=true&excelsurveylistid=4

PCPTRC 2.0 (riesgo de cancer de préstata pre-biopsia).
ERSCP (riesgo de cancer de préstata pre-biopsia).

Nomograma de Briganti
http://www.pixelhive.net/nomograma_briganti/

Nomograma pre-prostatectomia radical MSKCC.
Nomograma post-prostatectomia radical MSKCC.

Tablas de Partin
http://urology.jhu.edu/support/partinTables.php

Riesgo de recurrencia tras cirugia de Ca Renal.
https: / /www.mskcc.org /nomograms/renal
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